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Abstract: The outbreak of the COVID-19 pandemic has led to an acceleration in the development
of web-based interventions to alleviate related mental health impacts. The current study explored
the effects of a short-term digital group intervention aimed at providing cognitive behavioral and
mindfulness tools and skills to reduce loneliness and depression and to increase social support among
older adults in Israel. This pilot randomized controlled trial included community-dwelling older
adults (n = 82; aged between 65–90 years; 80% female) who were randomized either to an intervention
group (n = 64) or a wait-list control group (n = 18). The intervention included seven online sessions,
over 3.5 weeks. Depression, loneliness, and social support measures were administered at baseline,
immediately post-intervention, and at 1-month follow-up. Repeated measures ANOVA revealed
statistically and clinically significant reductions in depression in the intervention group, with results
maintained at one-month follow-up. Loneliness levels also significantly decreased post-intervention;
however, this benefit was not maintained at one-month follow-up. Social support slightly increased
both post-intervention and 1-month follow-up—but these changes were not statistically significant.
There were no overall changes for the wait-list control group. Our intervention provided promising
evidence regarding the effectiveness of an online group intervention to alleviate mental health effects
and to promote the coping of older adults during the COVID-19 pandemic. This relatively simple
model can be effectively utilized by communities globally to help connect lonely and isolated older
inhabitants, both during the pandemic and in more routine times.

Keywords: COVID-19; depression; loneliness; social support; web-based group intervention; ran-
domized controlled trial

1. Introduction

The coronavirus disease 2019 (COVID-19) poses clear increased risks for the older
population, who face heightened dangers of illness and death [1]. Alongside the health
perils, older adults also face increased social isolation as they are asked to maintain physical
distancing and limit their social interactions to protect their health as well as to protect the
health care system from being overwhelmed [2]. However, social contact is a fundamental
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human need and is considered an important factor for maintaining physical, mental, and
cognitive health [3,4]. Recent evidence has indicated the importance of using strategies that
provide regular social contact with family or friends in order to maintain a good perception
of subjective health among older adults [5]. Thus, limiting social contacts during the
pandemic can have far-reaching negative consequences for the mental and physical health
of older adults [6,7]. One of the main concerns related to protective measures such as social
distancing during the COVID-19 outbreak, especially among older individuals, has been
an increase in loneliness. Indeed, research indicates an increased level of loneliness among
older adults during the pandemic, especially those adhering to the physical distancing
measures [8,9]. Older individuals can suffer from increased distress during the pandemic,
not only from social isolation but also from the usual threats to health which might not
be attended to and from the overall uncertainty brought about by these stressful times.
Some older adults have indeed shown elevated levels of negative mental reactions (e.g.,
depression and anxiety) following the COVID-19 pandemic [10].

The need for relevant solutions was stressed by the World Health Organization (WHO),
which called for communities to ensure that older adults are not being overly isolated or
placed in a position of increased vulnerability during the outbreak. This guidance includes
helping older persons stay connected with others through various means [11]. As such,
societies have an obligation to maintain the connectedness of older adults, especially as
they are asked and advised to stay physically isolated. Investigation is required to produce
effective coping measures and to establish interventions which will decrease the risks of
social isolation and mental distress of older adults in light of this global crisis as well as for
cases of future outbreaks of communicable diseases [12,13].

Indeed, this pandemic has accelerated the development of interventions using infor-
mation and communication technologies (ICT) to help connect lonely and isolated older
adults during COVID-19 and beyond [14]. ICT interventions can help adults adhere to
necessary restrictions and the need to physically isolate, thereby protecting their health
while still allowing for the creation and maintenance of social connections and the ex-
change of social support [15–17]. Moreover, the utility of such interventions goes beyond
the time of a pandemic, as many older adults may live in remote areas, be homebound,
or not have the financial and transportation possibilities to attend in-person groups in the
community [18,19].

Digital interventions also allow for teaching therapeutic skills and techniques that
can be practiced by older adults to alleviate distress and to promote effective coping [20].
Existing digital interventions that address mental health issues among older adults often
use mindfulness or Cognitive Behavioral Therapy (CBT) approaches. For example, a short-
term (one session) cognitive-behavioral and art (CB-ART) intervention was reported to
reduce subjective distress among participants during the pandemic’s first lockdown in
Israel [21]. Online interventions are usually used by single individuals in either a guided or
self-guided manner [20,22,23]. The effectiveness of such interventions could be enhanced in
group settings that can promote the adoption of such skills and techniques by offering peer
advice, role modeling, and accountability. They are also efficient, given that one instructor is
shared by several participants [24]. The pandemic, therefore, provides a unique opportunity
to add and evaluate elements of group interventions, which are regularly implemented in
face-to-face settings to online mental health programs for older adults.

Interventions with older adults in the times of this pandemic should also strive to
decrease loneliness and to improve social support. Prior research indicated several guiding
principles in the design of such interventions. Loneliness can be differentiated into chronic
and situational loneliness, both of which have negative consequences [25]. The pandemic
increases situational loneliness, and interventions that foster social connections and social
support can be more effective compared with interventions that teach social skills, which
are more relevant for chronic loneliness [26]. A meta-analysis of programs meant to
reduce loneliness indicated the usefulness of group interventions in addition to those
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that include active member participation or social activities, compared with one-on-one
interventions [27].

ICT can be used to address the risk of loneliness in this context. The convoy model of
social relations emphasizes the importance of social connections in old age and specifies
the various benefits of technology to improve the availability of social support [28]. The
use of technologies in interventions was deemed useful in reducing loneliness among
older people by several systemic reviews [29–31]. However, the technologies reviewed
mostly focused on companion robots or internet training to promote contact with existing
family and friends, for example, via social networking sites. Such interventions are lacking
the advantages of guided group settings, in which members provide companionship and
support. At the onset of COVID-19, the transfer of group interventions to an online setting
still remains a challenge.

Despite the growing need for online interventions during the pandemic, there are
only few relevant studies that documented the adaptation and development of ICT inter-
ventions for older adults during COVID-19. These include the ICT adaptation of a social
support group intervention [14] and of a group cognitive stimulation therapy for people
with dementia [32] in addition to a protocol for a volunteer-based telehealth intervention
program [33]. However, while forming a basis for program development, the efficacy of
these programs was not assessed. An empirical investigation was performed regarding
a telephone contact intervention, which yielded promising results, but the protocol itself
was limited to a one-on-one single-time contact and its effects were measured only via
volunteer reports [34].

A more rigorous assessment of an ICT intervention came from a study on the effects of
an online group intervention for older adults during COVID-19, which is also at the focus
of the current study. That previous work yielded positive outcomes in terms of depressive
symptoms and loneliness [35]. However, it was limited by only measuring participants
immediately following the program’s termination, while lacking a more comprehensive
account of longer lasting effects. Additionally, it only measured depressive symptoms and
loneliness, while not assessing social support, although it could also be impacted by such
a program. The current study expands these previous results and explores the relatively
long-term effects of the intervention on a wider set of outcomes.

The current study aims to examine the long-term effects of a group intervention via a
pilot RCT based on a videoconferencing app (Zoom) among community-dwelling older
adults. It was developed to teach and practice CBT and mindfulness techniques and skills
to enhance coping abilities and to reduce distress during the pandemic as well as to foster
group discussions and contacts to alleviate loneliness and to improve social support. It
was implemented during the initial months of the COVID-19 pandemic, a time in which
Israel underwent its first lockdown and subsequently began to ease restrictions. The
study assessed participants before the intervention, immediately following its termination
and one month afterwards, compared with a control group that did not undergo the
intervention. We were guided by three hypotheses:

1. Compared with the control group, participants in the intervention group report de-
creased depressive symptoms immediately and one month following the intervention.

2. Participants in the intervention group report decreased loneliness immediately and
one month following the intervention.

3. Participants in the intervention group report increased social support immediately
and one month following the intervention.

2. Materials and Methods

This pilot-RCT tested an internet-based group intervention to alleviate loneliness
and depressive symptoms among older adults compared with a wait-list control group.
The intervention consisted of seven sessions over 3.5 weeks. Participants comprised a
convenience sample of 82 community-dwelling individuals in Israel. They were aged
65–90 (M = 72, SD = 5.6) and had to be fluent in Hebrew. Additional inclusion criteria
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were having an active internet connection, possessing at least one device enabling on-
line communication, and having a minimal ability to operate this device (i.e., turning it
on and off). Participants were recruited over 4 months between March and June 2020
through an online invitation that was circulated in WhatsApp groups established by a
local non-governmental organization that focuses on enhancing digital literacy among
seniors. Furthermore, we recruited participants with the assistance of relevant local welfare
departments responsible for the social care of older adults in several municipalities in Israel.
All participants provided written informed consent, and the study was authorized by the
Ben-Gurion of the Negev IRB.

2.1. Procedure

Participants in the intervention arm (n = 64) were assessed at baseline (T0), post-
intervention (week 4—T1), and 1-month following the end of the intervention (week 8—T2)
(see Figure 1). Participants in the wait-list control group (n = 18) were assessed twice
before entering the intervention group and at T1 and T2. Participation in the program was
voluntary, and the participants were not compensated for it. Following approval by the
Institutional Review Board, treatment and control groups commenced in April 2020 and
were completed by July 2020.
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2.2. Group Allocation

A research coordinator blind to the hypotheses independently performed the alloca-
tion process, using a table of random numbers with no further constraints and without
participant contact. The participants were randomized via a 4:1 ratio into either interven-
tion or wait-list control group, respectively. We used this allocation instead of an even ratio,
which is the more classic RCT ratio due to ethical considerations; we wanted to provide
mental support as quickly as possible to as many people that were, at the time (during the
initial months of the COVID-19 pandemic), isolated at their home for an unknown period
due to the pandemic. Participants were told that they would be participating in a program
that aims to provide them with tools and skills to better cope with the stressful situation
caused by the pandemic and to provide them with a safe virtual space to share hardships
in a supportive atmosphere. Those who were allocated to the wait-list control group were
instructed that they would be assigned to a group within the next 4 weeks.

2.3. Intervention

Detailed information regarding the intervention protocol and content was previously
reported elsewhere [35,36]. In brief, online sessions via the Zoom videoconferencing
platform were delivered to groups of 5–7 people during seven sessions over 3.5 weeks each
lasting between 1–1.5 h. That is, in each of the first three weeks, the participants attended
two sessions, and during the fourth week, they met once for the concluding session. The
instruction was delivered by four moderators, all of whom were clinical social workers
trained to guide the program by a senior clinical social worker from the research team
with experience in cognitive behavioral interventions. Clinical supervision was conducted
weekly via Zoom during the intervention period. In parallel to the group sessions, each
moderator established a WhatsApp group for the participants in his/her group in order
to allow for ongoing communication between the participants themselves and/or with
the moderators during and between sessions. These WhatsApp group were also used as a
platform for learning, via sending supplementary materials (text, video, and audio files)
for practicing the techniques taught in the sessions.

The two main components of the intervention were (a) guided group discussions, and
(b) learning and practicing CBT techniques and skills (e.g., breathing, guided imagery of a
‘safe place’, constructing positive self-talk, mindfulness meditations, and more) aimed at
identifying non-adaptive cognitive schemes and developing capacities to promote better
coping. The collection of therapeutic techniques in our intervention protocol is based
on recent evidence indicating that combined mindfulness-CBT programs were found
effective in assisting people to cope with a variety of health conditions such as anxiety [37],
insomnia [38], and Crohn’s disease [39].

Wait-List Control Group

Participants who were allocated to the wait-list control group did not receive any treat-
ment. A research assistant contacted each participant via telephone in the second week of
their waiting in order to provide details about their future allocation into a treatment group.

2.4. Outcome Measures
2.4.1. Depression

Depression and severity of relevant symptoms were assessed using a nine-item depres-
sion severity measure. This measure is part of the Patient Health Questionnaire (PHQ-9)
and is used as a diagnostic instrument for common mental disorders [40]. The PHQ-9
scores each of The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-V), criteria as 0 (not at all) to 3 (nearly every day). The responses were summed, result-
ing in a score ranging between a minimum of 0 and a maximum of 27. Scores of 5, 10, 15,
and 20 represent mild, moderate, moderately severe, and severe depression, respectively.
The scale includes such items as “Over the last 2 weeks, how often have you felt down,
depressed or hopeless?”. The last item of the PHQ-9 targets suicidal inclination and is
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utilized as a screening measure for suicidality in primary care. The PHQ-9 has previously
been tested among the Israeli population in Hebrew with good reliability (Cronbach’s
alpha ranged between 0.88 to 0.93) [41].

2.4.2. Loneliness

We used the Short Scale for Measuring Loneliness [42], which comprises three items
examining perceptions related to lack of companionship (“How often do you feel lack of
companionship?”), social exclusion (“How often do you feel left out?”), and social isolation
(“How often do you feel isolated from others?”). The response categories are coded as
1 (hardly ever), 2 (some of the time), and 3 (often). The responses are summed, resulting in a
total score ranging 3 to 9, with higher scores indicating greater loneliness. This scale has
been previously used among the Israeli population in Hebrew and showed good reliability
(Cronbach’s alpha was 0.87) [43].

2.4.3. Social Support

We assessed this element using the Duke-UNC Functional Social Support Question-
naire [44], a validated tool for measuring social support that has been validated among
various populations, among them older adults [45]. The tool contains eight items, rated
on a five-point Likert scale, that address both emotional support and functional support.
Examples of questions are “I have people who care what happens to me, I get love and
affection”, etc. An average score is calculated, resulting in a total score ranging between
1 and 5: The higher the average score, the greater the perceived social support. This
measure has previously demonstrated adequate levels of reliability (Cronbach’s alpha of
approximately 0.80–0.85) [46].

2.5. Sample Size Calculation

The sample size calculation, using 2 (group) × 3 (time) mixed-model repeated measure
ANOVA, was based on a review of similar internet-based interventions to alleviate loneliness
and depression [47]. Assuming an effect size of f = 0.25 and α-probability of 0.05 yielded a
minimum sample of 44 participants. Considering dropout and retention [48], 124 participants
were recruited. The sample size calculations were performed with G*Power 3.1 software.

2.6. Statistical Analyses

A series of 2 (group) X 2 (time) repeated-measures mixed ANOVAs examined the
change in depression, loneliness, and social support over the measurement points among
participants in the intervention program and the wait-list control. Effect sizes are reported
as partial η2 coefficients. To further interpret any time by-group interactions and to examine
whether the gains from participation maintained at 1-month follow-up, a series of paired t
tests examined potential differences between baseline and post intervention (T0 and T1),
between post intervention and 1-month follow-up (T1 and T2), and between baseline and
1-month follow-up (T0 and T2). Participants who did not fill any questionnaire or were
never allocated to the intervention group were excluded from the analysis. All statistical
analyses were conducted using SPSS (version 26, SPSS Inc., Chicago, IL, USA).

2.7. Clinically Meaningful Improvement

Clinically meaningful improvement was defined as a reduction between T0 and T2
of at least five points of the baseline PHQ-9 score [49] and related only for the depression
measure (PHQ-9). Chi square analyses were used to test between-group differences in the
proportion of participants showing clinically significant improvement.

3. Results
3.1. Recruitment and Attrition

Following the circulation of the invitation to participate in the study, 124 applicants
indicated an initial interest. Of these, 86 met our inclusion criteria and were randomized
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(31% non-eligible due to: age <65 or non-response), and 82 ultimately provided data for
the study—68 in the intervention arm, 18 in the wait-list control (95% of eligible). Thirteen
participants withdrew from the intervention group, leaving 55 participants who were
originally allocated to the intervention are and finished the program (68 − 13 = 55). Nine
participants withdrew following the end of the waiting period (17% attrition in the control
group), leaving nine participant who commenced the intervention. That is, the final group
that provided pre- and post-intervention data included 64 (55 + 9) participants. Chi square
and t-test analyses showed no significant group differences between those participants
who completed the intervention and those who dropped out early—either in demographics
or in baseline scores of study measures (p > 0.05).

3.2. Baseline Characteristics

Table 1 provides a summary of the participants’ demographic characteristics and baseline
scores of study measures, stratified by study group. No significant differences were found
between the two groups. The participants were mostly women, and they were aged average
72 years. Over a third lived alone, and a majority (72.6%) has tertiary education.

Table 1. Baseline characteristics of the sample.

Intervention
Group (n = 64)

Wait-List Control
Group (n = 18) p Value Range

Sociodemographic characteristics
Gender (female), n(%) 52 (81%) 14 (78%) 0.74 —

Age (years), M(SD) 72.1 (5.3) 71.7 (6.8) 0.79 65–90
Living alone, n(%) 24 (37.5%) 6 (35%) 0.86 —

Tertiary education, n(%) 48 (76%) 10 (59%) 0.15 —

Study measures, M(SD)
Loneliness 5.4 (2) 6.3 (1.9) 0.21 3–9

Depression (PHQ-9) 6.6 (5.2) 6.3 (4.9) 0.85 007–27
Social support 4.2 (0.7) 4.2 (0.8) 0.95 1–5

Table 2 details the scores of study measures at all three time points for both intervention
and wait-list control group.

Table 2. Primary outcomes at T0, T1, and T2.

To T1 T2
Measure M (SD) M (SD) M (SD)

Loneliness
Intervention 5.4 (2.0) 4.7 (1.6) 5.0 (1.8)

Wait-list 6.3 (1.9) 6.2 (1.7) NA
Depressive symptoms

Intervention 6.6 (5.2) 5.2 (4.7) 4.8 (4.1)
Wait-list 6.3 (4.9) 7.0 (6.1) NA

Social support
Intervention 4.2 (0.7) 4.3 (0.6) 4.4 (0.6)

Wait-list 4.2 (0.8) 4.1 (0.8) NA
Clinical

Depressed, n(%)
PHQ ≥ 12 *
Intervention 15 (23) 7 (11) 6 (9)

Wait-list 2 (11) 5 (27) NA
* significant difference between groups at baseline, p < 0.05.

3.3. Changes in Depressive Symptoms

The ANOVA testing for changes in depressive symptoms demonstrated a marginally
significant main effect of time-by-group interaction (F(1, 79) = 3.82, p = 0.05, η2 = 0.05),
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indicating a marginally significant difference between the groups post-intervention. The
main effect of time (F(1, 79) = 0.35, p = 0.55, η2 = 0.00) did not reach statistical significance.
Plot inspection confirmed by t-tests (Table 3 and Figure 2) showed that the intervention
significantly reduced depression scores between T0 and T1, with these relatively lower
scores maintained at T2. No changes in depression scores were observed in the wait-list
control group between T0 and T1.

Table 3. The results of t tests between T0 and T1, and T1 and T2, and the overall differences between T0 and T2 for
intervention and wait-list control groups separately.

Measure T0 and T1 Difference,
M(SE) T1 and T2 Difference,

M(SE) T0 and T2 Difference,
M(SE)

Loneliness
Intervention t(63) = 2.15 * −0.7 (0.28) t(63) = −0.88 0.3 (0.26) t(63) = 1.5 −0.4 (0.24)

Wait-list t(17) = 0.34 −0.1 (0.32) NA NA NA NA

Depressive
symptoms

Intervention t(63) = 2.57 * −1.4 (0.48) t(63) = 1.15 −0.4 (0.38) t(63) = 3.3 * −1.8 (0.53)
Wait-list t(17) = −0.72 0.7 (1) NA NA NA NA

Social support
Intervention t(63) = −1.03 0.1 (0.06) t(63) = −0.39 0.1 (0.06) t(63) = −1.31 0.2 (0.07)

Wait-list t(17) = 1.08 −0.1 (0.16) NA NA NA NA

* Significant difference between groups at baseline, p < 0.05.

3.4. Clinically Significant Changes in Depressive Symptoms

Analyses demonstrated group difference in the proportion of participants show-
ing clinically meaningful improvement between T0 and T2. In the intervention group,
10 (16%) participants recorded a clinically meaningful decrease in PHQ-9 depression scores
post-intervention (T1) and this improvement was maintained among 7 (10%) partici-
pants at 1-month follow-up (T2), compared with only 1 (5%) participant in the wait-list
control group.

3.5. Changes in Loneliness

The ANOVA showed a significant main effect of time-by-group interaction (F(1, 78) = 5.59,
p = 0.02, η2 = 0.07). The significant interaction indicated that the groups differed in loneli-
ness scores post-intervention. The main effect of time did not reach statistical significance
(F(1, 78) = 0.57, p = 0.45, η2 = 0.001). Plot inspection, confirmed with t-tests (Table 3, Figure 2)
showed that loneliness decreased in the intervention group between T0 and T1; however, this
gain was not maintained at T2 (p > 0.05), although the score in this measurement was still
lower compared with T0 (M = 5.4, SD = 2 vs. M = 5, SD = 1.8). No changes in loneliness were
found in the wait-list control group.

3.6. Changes in Social Support

The results of the ANOVA tests did not show any significant effects for time (p = 0.44),
group (p = 0.43), or for the time-by-group interaction (p = 0.10). Plot inspection, confirmed
with t-tests, showed a slight increase in perception of social support (both between T0
and T1 from M = 4.2, SD = 0.7 to M = 4.3, SD = 0.6, and between T1 and T2 from M = 4.3,
SD = 0.6 to M = 4.4, SD = 0.6); however, these changes were not statistically significant
(Table 3 and Figure 2).
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Figure 2. Outcomes measures of loneliness, depression (PHQ), and social support scores from baseline
measurement (T0), end of program (T1) and 1-month follow-up (T2) in the intervention group and the
wait-list control group. The graphic presents mean values and 95% confidence interval.

4. Discussion

The current study used an RCT methodology to examine the effectiveness of an
online group intervention during the initial months of the COVID-19 pandemic and the
resulting lockdown in a convenience sample in Israel. This global crisis with resultant
physical isolation imposed in particular on older persons emphasized the need for online
group interventions that can be easily administered by communities. Such interventions
should address the mental health and social needs of older adults while maintaining
social distancing guidelines [11]. The intervention model studied here combined several
coping-related cognitive-behavioral and mindfulness strategies and the fostering of social
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connectedness in an online group setting. The results indicated that the group outcomes
persisted for at least one month in terms of depressive symptoms, in accordance with the
first study hypothesis. Loneliness scores decreased immediately following the intervention;
however, after one month, they were no longer significantly lower compared with T0,
in partial agreement with the second study hypothesis. The third hypothesis was not
confirmed as social support did not significantly change following the intervention.

The different effects on depressive symptoms, loneliness, and social support may
hint at the mechanisms underlying the intervention. Depressive symptoms remained low
immediately and one month after the intervention, when comparing the intervention to
the control groups. This result can attest to the effectiveness of the coping CBT techniques
taught during the meetings. An advantage of such techniques is that they can be practiced
in private and do not necessitate a group setting [50]. The current interventions further
promoted such an independent implementation by sending supplementary materials (text,
video, and audio files) to participants so they may utilize these techniques at home. While
it is possible that depressive symptoms declined at least in part due to the easing of
restrictions in Israel, the finding that the control group did not improve at T1 as well as the
lack of a continued decline in loneliness all suggest that this trend is related primarily to
the intervention. In addition, the clinical improvement documented among some of the
participants suggests that our interventional model can be integrated into routine treatment
programs of people with clinical depression; however, further research is required to
determine if this is the case.

The somewhat different trend for loneliness and social support may attest to the
different effects of the group aspect of the intervention. The intervention was set in a group
context, which met regularly and which actively promoted social connections through
guided group discussions among its participants. Thus, in addition to teaching relaxation
and coping techniques, is also set out to address the social isolation brought about by
the COVID-19 restrictions. The decrease in loneliness from T0 to T1, seen only in the
intervention group, suggests that such regular contacts were indeed helpful in alleviating
at least some of the loneliness that resulted from the pandemic, strengthening the notion
that digital group interventions are effective in relation to this goal [51]. This intercession
was especially important at the height of the restrictions, when social clubs were closed
and face-to-face meetings were not allowed. However, the lack of a continued decrease
in loneliness after one month may underscore that the group contacts themselves led to
the decline in loneliness, and once terminated, participants returned to their “regular”
life with less frequent interactions. This may indicate that social interventions are helpful
in alleviating loneliness but only insofar as they are sustained over time. Thus, future
programs should strive to promote continuous long-term contacts between participants
even after the end of the intervention.

Social support was not significantly changed, although there was a nonsignificant
trend towards increased support. Perhaps a future study with a larger sample size will
show a significant trend. Additionally, other indicators such as social integration may show
a more substantial increase following such an intervention [52].

The pandemic made ICT more present in the lives of older adults and accelerated
the existing trend of a rise in the adoption of digital technologies among older adults [53].
However, some older adults may still fear that their technological skills present a barrier
to their participation in ICT interventions [54]. Such concerns were partly reflected in our
study sample, as not all of the adults enrolled in the intervention were technologically
proficient. Research assistants were available to provide them with technical support
and guidance on operating the Zoom app, and this helped those older adults who faced
technological difficulties to successfully take part in the group meetings. Thus, our findings
also suggest the benefits of an online intervention even among adults who may initially
find technology intimidating.

The present study has both theoretical and practical implications. From a theoret-
ical perspective, the current findings contribute to the understanding of acceptance of
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web-based interventions by older adults and to the study of how therapeutic interactions
mediated by technology can shape the lives of older adults during public health emergen-
cies. From a practical point of view, our pilot study identifies critical considerations that
need to be taken into account when developing web-based mental health interventions: for
example, the appropriate duration of such interventions and the issue of adequate technical
support that must be ensured in order to include participants with low digital literacy. In
order to advance the study in the developing discipline of web-based interventions, future
multiple-armed RCTs should investigate the effects of alternative treatments, e.g., guided
interventions vs. self-help interventions, or should test the effectiveness of different types
of therapeutic tools and techniques and of various treatment durations (i.e., number and
frequency of sessions) on the same outcome measures.

Several limitations of the study should be noted. One limitation concerns the control
group not being followed at T2. However, the acute pandemic situation necessitated the
quick allocation of all the interested older adults into the group intervention. Thus, it was
deemed ethical to provide these adults with a much-needed intervention after only 4 weeks
“untreated” rather than wait for one more month, which they could have spent in isolation
and mental health decline. An additional limitation is the relatively small sample size, as
this was a pilot study. While our findings are encouraging, their efficacy should be further
validated in a larger RCT [51]. Another limitation is that the follow-up measurement did
not include an assessment of participants’ extent of usage in the acquired techniques and
skill during the period between the end of the program and the final measurement; this
may potentially cause a certain bias in the results of T2. Finally, our intervention was
multi-faceted, and some aspects may have influenced others, most probably positively but,
at least in theory, negatively as well. Only further larger studies allowing for subgroup
analyses will enable us to determine the relations if any among different program elements.

5. Conclusions

This pilot-RCT offers promising evidence regarding the effectiveness of an online
group intervention to promote the coping of older adults during the COVID-19 pandemic,
while maintaining their health and safety. Such an intervention can be used by communities
globally to provide solutions to their older inhabitants, both during the pandemic and in
routine times. The structured format of the intervention makes it relatively simple and
appealing for practitioners and community organizations to implement [32]. Intervention
programs should pay particular attention to older adults who live alone who may suffer
more from social isolation and find it especially difficult to maintain social contacts during
the pandemic [55]. Such persons, in addition to those who live in remote areas and are
homebound [18,19], would greatly benefit from the further development of online group
interventions that can reach a wider array of older adults and would help to improve their
mental health.
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