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ABSTRACT
Objectives To examine the early impact of the pandemic 
and of quarantine measures targeting older adults 
introduced in March 2020 on loneliness among older 
adults in Sweden.
Design Prospective pretest–posttest and controlled 
interrupted time series designs.
Setting The population of older adults receiving home 
care before and during the emergence of the first 
COVID- 19 pandemic wave in Sweden in Spring 2020.
Participants Respondents (n=45 123, mean age 85.6 
years, 67.6% women) came from two waves of a total 
population survey targeting all community- dwelling older 
adults receiving home care for older adults in Sweden in 
Spring 2019 and 2020.
Outcome Self- reported loneliness.
Results Results estimated 14% (95% CI: 10 to 19) higher 
loneliness in Spring 2020 compared with 2019, taking 
covariates into account. No impact of the quarantine 
measure was found (1% increase, 95% CI: −1 to 4).
Conclusions The results illustrate the broader public 
health consequences of the COVID- 19 pandemic for 
older adults, but also suggest a relative resilience among 
older adults in home care to quarantine measures, at 
least during the first months of the pandemic. Future 
studies should examine the long- term effects of sustained 
pandemic and social distancing measures on loneliness 
among older adults.

INTRODUCTION
The consequences of the COVID- 19 
pandemic in the form of social isolation 
and loneliness have been suffered by people 
across the globe. Academics and practitioners 
have voiced particular concerns for older 
adults, for whom loneliness already was a 
major public health problem1–4 with estab-
lished consequences for quality of life, mental 
and physical health and mortality.5 6 This 
worry has been bolstered COVID- 19 policies 
specifically targeting older adults introduced 

by many countries.7–9 While intended to 
protect older adults against severe COVID- 19 
outcomes, such policies may simultaneously 
have added to a disproportionate burden 
of social isolation and loneliness in this age 
group.10 11

Despite this widespread concern, empirical 
evidence on loneliness during the pandemic 
is surprisingly disparate, both when it comes 
to older adults12 13 and in the general popu-
lation.14–17 This could partially be explained 
by the methodological weaknesses, as the 
relevant literature is dominated by cross- 
sectional studies and restricted convenience 
samples, with few studies based on prospec-
tive design, with representative samples, 
including the oldest old and with scarce 
evidence of the added impact of social 
distancing measures.10 12 13 17 18 The handful of 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The study is based on two waves of a national sur-
vey targeting the total population of community- 
dwelling older adults receiving home care in Sweden 
during Spring 2019 and Spring 2020.

 ⇒ Individual linkage of data from 2019 and 2020 and 
date of returned questionnaire enabled prospective 
designs including pretest–posttest and controlled 
interrupted time series designs.

 ⇒ The sample only includes older adults receiving 
home care and those who completed the survey 
2 years in a row, which limits generalisability and 
could have resulted in selection bias.

 ⇒ The study period only captures the months of the 
first wave of the COVID- 19 pandemic and is there-
fore unable to illustrate longer term effects.

 ⇒ It is methodologically challenging to isolate the im-
pact of a specific policy during the tumultuous con-
ditions of the COVID- 19 pandemic.
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longitudinal studies of community- dwelling older adults, 
for example, in the USA,19 Sweden,20 UK,21 Norway,22 Swit-
zerland,23 and Netherlands,24 report either no discern-
able19–21 or a modest22–24 increase in loneliness following 
the emergence of the pandemic. Based on this emerging 
picture of a heterogeneous impact of the pandemic on 
loneliness among older adults, the image of the psychoso-
cially vulnerable older adult has been questioned.12

In the case of Sweden, the first wave of the COVID- 19 
pandemic begun in early/mid- March 2020 and ended 
in the summer of 2020, with a second wave arriving later 
in October the same year. Sweden lacked legal possibil-
ities to enforce strict lockdown measures implemented 
by many other countries, and instead opted for a highly 
controversial25–27 strategy centering on voluntary recom-
mendations of social distancing,28 29 without general stay- 
at- home orders or recommendations to wear facemasks 
in public, and with schools, public spaces, stores and 
services mostly kept open. Policies specifically targeting 
older adults were promptly introduced on 16 March, 
when the Public Health Agency introduced strict but 
voluntary recommendations of quarantine for older 
adults ≥70 years, avoiding all social contacts outside 
the household. With these restrictions, well- known risk 
factors for loneliness, such as limited social activities and 
a narrow social network,30 became an everyday reality for 
many older adults overnight. While most older adults in 
Sweden found the recommendations clear, and accep-
tance and compliance was generally high,31 32 they also 
expressed ambivalent experiences of being labelled as 
old and vulnerable by the authorities, and of the sudden 
deprivation of individual responsibility and autonomy.32 
However, to which degree this policy did impact on loneli-
ness among older adults has not been evaluated, and thus 
represents an example of knowledge gaps when it comes 
to rigorous evidence on how the plethora of societal 
responses implemented during the pandemic impacted 
more broadly on public health and welfare.33

Evaluating the impact of the pandemic itself and partic-
ularly of pandemic- related policies is however a meth-
odologically challenging venture, both because of the 
absence of appropriate data and because of the flurry 
of societal and public health responses implemented in 
the early phase of the pandemic.33 Among the designs 
suitable for evaluating COVID- 19 policies, the controlled 
interrupted time series (ITS) design has been particu-
larly recommended,33 as it represents the strongest study 
design to study the causal effect of temporally well- defined 
policies but where randomisation is prohibitive.34 35 The 
basic ITS design is similar to the more common pretest–
post- test design but where comparison of time trends, 
instead of population averages, before and after the 
intervention protects against biases due to underlying 
time trends in the outcome. Extending this design to a 
controlled ITS design by the addition of an unexposed 
control group enables further comparisons to preinter-
vention and postintervention trends under the counter-
factual condition of an absence of the intervention, which 

further strengthens the causal attribution of any change 
in trends in the intervention group to the intervention 
under study.

The present panel study is based on a total population 
survey targeting all community- dwelling older adults 
receiving home care for older adults in Sweden in 2019 
and 2020. The study aimed to (1) examine whether lone-
liness increased among older adults in the first wave of 
the COVID- 19 pandemic compared with the year before 
the pandemic, using a pre–post design; and (2) assess 
any additional impact of the age- specific quarantine 
recommendations introduced on 16 March 2020, using a 
controlled ITS design.

METHODS
Population and data
The study population came from The Elderly Survey in 
Home Care, which is conducted by the National Board 
of Health and Welfare to monitor the quality of home 
care delivery. The survey targets the total population of 
Swedish residents 65 years or older who receive home 
care for older people.36 Home care in Sweden is a social 
service that has the purpose to enable older adults to 
retain their residence even under circumstances where 
illness or physical limitations makes it difficult to manage 
day- to- day tasks without help. It is thus an intermediate 
form of living, between completely independent living 
and various forms of special residential facilities, such 
as senior apartments or nursing homes. Home care can 
be granted based on an assessment of individual needs 
as regulated by The Social Services Act (1980:620), and 
assistance can range from support with personal care 
(eg, dressing and bathing) and service (eg, shopping and 
cooking), to advanced health and social care at the home 
of the recipient. The formal responsibility for organisa-
tion and provision of home care lies on the 290 munici-
palities of Sweden, but it can be operated by either public 
(municipal) or private providers.

The 2020 survey was distributed starting on 9 March, 
1 week before the quarantine recommendations were in 
effect from 16 March. Records were kept of the date each 
questionnaire was returned. The 2019 survey took place 
over the same period in 2019, using the same procedure 
as the 2020 survey. The questionnaire comprises about 25 
items covering perceptions of the elderly care as well as 
self- rated loneliness and health and could be completed 
in physical (postal) or web form, and on their own or 
with assistance of other people. Additional information 
is routinely linked through other registers through the 
unique Swedish personal identity number.

Questionnaires were distributed to all n=159 527 home 
care recipients in 2020 and n=160 283 in 2019, with 
n=82 843 responding in 2020 (57% response rate) and 
n=88 749 in 2019 (60%). For the present study, all indi-
viduals ≥70 years who responded to both the 2020 and 
2019 surveys were included in a panel, amounting to 
n=45 123 individuals with n=90 246 observations. Due 



3Gustafsson PE, et al. BMJ Open 2022;12:e060209. doi:10.1136/bmjopen-2021-060209

Open access

to missing outcome data, main analyses were based on 
87 818 complete observations.

Patient and public involvement
No patient involved.

Study design
For the first aim, a prospective pretest–post- test design 
was used, with responses to the 2020 survey comprising 
the pandemic intervention (coding=1) and the responses 
to the 2019 survey the prepandemic control (=0) groups, 
respectively.

For the second aim, the simple design above was 
extended to a controlled ITS design, with the policy of 
quarantine recommendations for older adults, intro-
duced on 16 March 2020, defined as the intervention. 
This design comprised, in addition to the group design 
condition as above, also the conditions of period and time. 
Period comprised categorisation of both intervention and 
control groups into preintervention (=0) and postin-
tervention (=1) periods, based on the date of return of 
the completed questionnaire, yielding four comparison 
groups. While the recommendations were in effect from 
16 March 2020, any impact on self- perceived loneliness 
was likely not immediate. The date of the policy impact 
was therefore chosen 2 weeks after the policy, with sensi-
tivity analyses also conducted for the date the policy was 
introduced as well as 1 month after the policy was intro-
duced. To take the time of postal service into account, 
3 days adjustment was applied. Thus, the actual dates used 
as cut- off were 1 April for main analyses, and 19 March 
and 19 April for sensitivity analyses. Finally, time captured 
loneliness trends within each of the four comparison 
groups and corresponded to the continuous date of 
response by 2 day intervals.

Figure 1 shows an overview of the design in the longitu-
dinal sample, including the dates of policy introduction 
and estimated impact and distinction between the four 
design conditions, in each of which the time trends of 
loneliness is estimated and used a basis for the compari-
sons. The effect of interest is the loneliness trends in the 
intervention period in 2020, with the trends in the other 

three groups representing longitudinal control condi-
tions without exposure to the intervention.

Measures
Perceived loneliness
Loneliness was measured by the questionnaire item ‘Does 
it happen that you are troubled by loneliness?’, which was 
constructed for the purpose of this survey. The item has 
three Likert- scale response options which were dichoto-
mised (1= ‘Yes, often’, 0= ‘Yes, now and then’ or ‘No’) as 
the analysis requires a dependent variable that is binary, 
continuous or a count. Additionally, the ambiguous 
response option ‘Don’t know/No opinion’ was coded as 
‘0’ if the questionnaire was completed by the older adult 
her/himself, and as ‘missing’ if completed with the aid of 
another person (eg, a relative or staff). The rationale for 
this coding was that individuals themselves selecting this 
option are unlikely to suffer from frequent loneliness, but 
in cases where the questionnaire is completed with help 
of another person this response might as likely be chosen 
for other reasons, for example, unwillingness to disclose 
loneliness or communication difficulties.

Covariates
Variables that were not of main interest for the aims of 
the present study, but which potentially could influence 
date of response and loneliness ratings were considered 
potential confounders and therefore included in the 
adjusted analyses as covariates.

Sociodemographic covariates comprised age contin-
uous, in years; sex (0=woman/1=man); living alone (0=yes, 
1=no) and area of residence (0=large city, 1=medium- sized 
town, 2=smaller town or rural area). Area of residence 
groups corresponds to the three main groups of the offi-
cial classification of Sweden’s 290 municipalities by the 
Swedish Associations of Local Authorities and Regions,37 
based on population statistics from Statistics Sweden. The 
classification considers each municipality’s population 
size, proximity to urban areas and commuting patterns 
to urban areas. ‘Large city’ is defined as a municipality 
with >200000 inhabitants (Stockholm, Gothenburg or 
Malmö), or in a municipality which is close to a large city 
and is functionally connected to a large city by a high 
commuting frequency (>40% of population); ‘Medium- 
sized town’ includes a medium- sized municipality of 
>50 000 inhabitants with at least 40 000 residing in the 
largest urban area, or a commuting or non- commuting 
municipality close to a medium- sized municipality; ‘Small 
town or rural area’ are municipalities not meeting the 
criteria for either of the other two groups, and contains 
municipalities with smaller towns and rural municipalities.

Service and design- related covariates comprised home 
care provider (0=public, 1=private); type of questionnaire 
(0=postal; 1=web) and questionnaire respondent (0=self, 
1=with help of other). Questionnaire type and respon-
dent were included as covariates as they may influence 
the estimate of date of completed questionnaire as well as 
willingness or ability to disclose loneliness.

Figure 1 Schematic overview of the interrupted time series 
design illustrating the four design conditions by group (2020 
and 2019) and period (preintervention and intervention) in the 
longitudinal sample. Time trend of loneliness is estimated 
within each of the four comparison periods.
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Statistical analysis
The first aim was addressed by regressing loneliness on 
Group (1=pandemic intervention 2020; 0=prepandemic 
control 2019) in crude analyses and in adjusted analysis 
including covariates. Due to the longitudinal design, sex 
was a constant across the comparison groups, and age 
differed by 1 year for each individual. Sex and age were 
therefore not included in the adjusted analysis.

For the second aim, interaction terms corresponding 
to a controlled ITS analysis were first constructed from 
the main effect variables Group (1=pandemic intervention 
2020; 0=prepandemic control 2019), Period (0=preinter-
vention; 1=postintervention) and Time (date of returned 
questionnaire in 2- day interval), representing all two- way 
(Group×Period; Group×Time; Period×Time) and the three 
way (Group×Period×Time) interactions, as described by 
Linden.38 The binary outcome loneliness was regressed 
on the main and interaction terms, in crude as well as 
adjusted models including all covariates. In these models, 
the Group×Period×Time effect is the estimate of main 
interest as it tests the difference- in- difference in loneliness 
trends between the intervention and control groups; that 
is, whether the change in loneliness slope from before 
to after the intervention differs between intervention and 
control groups.38 Of the other estimates, the Group main 
effect is the group difference in baseline level of loneli-
ness (intercept) at study start; the Group×Period interac-
tion effect signifies the group difference in the level of 
loneliness in the first postintervention observation and 
the Group×Time effect the group difference in preinter-
vention loneliness trends. The other effects all concern 
the control group.38 Results are reported in a crude 
model as well as a model adjusting for all covariates, age 
and sex included. Results for postintervention period 
starting on 1 April are reported in the results section, 
and sensitivity analyses with starting date 19 March and 
19 April in online supplemental file 1. Unadjusted plot 
of relative frequency of loneliness by time is reported in 
online supplemental file 2.

All analyses used generalised linear model with bino-
mial family and log link for estimation of risk ratios (RR) 
using Stata V.15.

RESULTS
Descriptive characteristics reported in table 1 show that 
two- thirds of the sample were women and the mean age 
in 2020 was 85.6 years (84.6 years in 2019). There was a 
numerically higher proportion of respondents who lived 
alone in 2020 compared with 2019, but little change in 
area of residence or service provided. As expected, a 
higher proportion of questionnaires were completed by 
the respondent herself/himself or by the web in 2020, 
compared with 2019.

Analyses corresponding to the first aim are showed 
in table 2. Crude analyses estimated a significant 14% 
(95% CI: 10 to 19) increase in the prevalence of loneli-
ness from 2019 to 2020, which remained unchanged after 

adjustment for covariates. Of the covariates, loneliness 
was considerably more frequent among those who were 
living alone, and slightly higher among those living in 
urban areas or with privately provided home care services. 
A moderately higher prevalence of loneliness was also 
reported by those who completed the questionnaire with 
assistance or by the web.

Corresponding to the second aim, table 3 shows a 
summary of results from the ITS analyses. In the crude 
analyses, a borderline significant impact of the inter-
vention was discernable (Group×Period×Time RR=1.02; 
95% CI: 1.00 to 1.05) suggesting an additional increase 
in loneliness following the policy corresponding to a 2% 
steeper postintervention trend in 2020 than in 2019 and 
relative to the underlying preintervention trends. This 
uncertain and small effect of the policy was further atten-
uated below significance after adjustment for covariates 
(RR=1.01; 95% CI: 0.99 to 1.04). Supplementary anal-
yses (Supplement 1) varying the date of expected policy 
impact led to the same main inferences, for both 19 March 

Table 1 Descriptive statistics of the study population in 
Spring 2020 (during pandemic) and Spring 2019 (before the 
pandemic)

Variable
Prepandemic 
survey (2019)

Pandemic 
survey (2020)

Total sample 45 123 (100%)

  Preintervention period 35 089 (77.76) 33 435 (74.10)

  Postintervention period 10 034 (22.24) 11 668 (25.90)

Gender

  Women 30 501 (67.60%)

  Men 14 622 (32.40%)

Age (years) in 2020

  M (SD) 85.58 (6.99)

  Range 70–109

Living alone

  No
  Yes

10 448 (23.73)
33 708 (76.27)

9730 (22.08)
34 332 (77.92)

Area of residence

  Large city
  Medium- sized town
  Small town or rural area

15 338 (33.99)
16 696 (37.00)
13 089 (29.01)

15 334 (33.98)
16 708 (37.03)
13 081 (28.99)

Provider

  Public
  Private

34 853 (77.27)
10 255 (22.73)

34 804 (77.21)
10 272 (22.79)

Questionnaire

  Postal
  Web

43 425 (96.24)
1698 (3.76)

42 689 (94.61)
2434 (5.39)

Respondent

  Self
  Other

27 471 (67.99)
12 935 (32.01)

29 719 (70.52)
12 424 (29.48)

Loneliness 4729 (10.67) 5423 (12.20)

Numbers are N (%) if not otherwise noted.

https://dx.doi.org/10.1136/bmjopen-2021-060209
https://dx.doi.org/10.1136/bmjopen-2021-060209
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(adjusted Group×Period×Time RR=0.90; 95% CI: 0.81 to 
1.01) and 19 April (RR=1.01; 95% CI: 0.99 to 1.03).

DISCUSSION
The present prospective study estimated a clear increase 
of 14% in self- assessed loneliness among community- 
dwelling older adults receiving home care in Sweden 
during the emergence of the COVID- 19 pandemic in 
spring 2020, compared with the same period the year 
prior. However, no additional increase in loneliness attrib-
utable the introduction of a quarantine recommenda-
tions targeting older adults was found. The findings add 
rigorous evidence to the international literature pointing 
towards a moderate immediate impact of the pandemic 
on loneliness among older adults and expands the liter-
ature by suggesting no additional impact by quarantine 

measures during the first months of the pandemic, in a 
setting which did not experience a general lockdown.

The finding of increased loneliness among older adults 
during the COVID- 19 pandemic is an anticipated finding 
considering the concrete restrictions to social life imposed 
by the pandemic and related policies.30 Concerning the 
magnitude of effect, a population level increase in lone-
liness of 14% from 1 year to another can be considered 
a worrisome increase from a public health perspective, 
particularly considering the potential consequences for 
older adult’s well- being and health.5 6 Particularly when 
considering that we did not observe any additional impact 
on loneliness of the quarantine measures, this could also 
be seen as a moderately large increase, which does not 
completely match the widespread concern for older 
adults’ psychosocial vulnerability during the pandemic.1–4 
While findings of a modest change in loneliness during 
the pandemic among older adults are line with several 
recent studies,19 20 22–24 our findings warrant a measured 
discussion on possible empirical and methodological 
explanations.

First, while it is reasonable to assume that social isola-
tion, that is objective lack of social contacts,39 has wors-
ened during the pandemic, interactions with home care 
staff and compensatory responses can potentially have 
shielded older adults in home care against severe social 
isolation. Even though the quality of the eldercare may 
have been negatively affected by pandemic- related restric-
tions,40 the regular contacts the participants of this study 
had with home care staff could have protected this popu-
lation against more extreme social isolation faced by older 
adults without the support from home care during the 
pandemic. At a more general level, the widespread public 
awareness of loneliness among older adults in Sweden 
during the pandemic may also have resulted in compen-
satory responses; for example adult children taking the 
initiative calling their parents more often or making 
extra efforts to meet under safe conditions, for example, 
outside and with physical distance, or by video calls. It 
is also important to consider that a significant minority 
of older adults in Sweden did not fully comply with the 
recommendations of social distancing (eg, went grocery 
shopping as normal31). It is possible that non- compliance 
in this context also can reflect a compensatory response 
whereby older adults who did suffer from loneliness 
made conscious decisions to prioritise maintaining social 
life over minimising the risk of infection.

Second, even in the face of manifest social isola-
tion during the pandemic, older adults may not have 
universally experienced loneliness, that is perceived 
social isolation,39 as a consequence. For example, a 
Swedish longitudinal study found that almost 80% of 
70–71- year- old adults practiced social distancing in 
March–April 2020, but who did not report any increase 
in loneliness compared with the year prior.20 With loneli-
ness among older adults being a prevalent public health 
problem even before the COVID- 19 pandemic, many may 
already have adapted to it emotionally and/or practically 

Table 2 Relative increase in loneliness from 2019 to 2020

Variable Crude Adjusted*

Group (2020 vs 2019) 1.14 (1.10 to 1.19) 1.14 (1.10 to 1.19)

Living alone

  No
  Yes

1
2.69 (2.52 to 2.87)

1
3.08 (2.88 to 3.29)

Area of residence

  Large city
  Medium- sized town
  Small town or rural area

1
0.95 (0.91 to 1.00)
0.95 (0.90 to 0.99)

1
0.94 (0.89 to 0.98)
0.93 (0.89 to 0.98)

Provider

  Public
  Private

1
1.09 (1.04 to 1.14)

1
1.09 (1.04 to 1.14)

Questionnaire

  Postal
  Web

1
1.38 (1.28 to 1.49)

1
1.36 (1.27 to 1.47)

Respondent

  Self
  Other

1
1.62 (1.56 to 1.69)

1
1.87 (1.80 to 1.94)

Numbers are risk ratios with 95% CI.
*Adjusted for living alone, area of residence, provider, type of questionnaire 
and respondent.

Table 3 Summary results of interrupted time series 
analyses, in crude and adjusted analyses

Crude Adjusted*

Group (2020 vs 2019) 1.21 (1.07 to 1.37) 1.15 (1.01 to 1.31)

Period (post vs pretest) 1.11 (0.99 to 1.25) 1.14 (1.01 to 1.29)

Time (date, 2- day 
intervals)

1.01 (0.99 to 1.03) 1.00 (0.98 to 1.01)

Group×Period 1.05 (0.89 to 1.24) 1.01 (0.86 to 1.20)

Group×Time 0.98 (0.96 to 1.01) 1.00 (0.97 to 1.02)

Period×Time 1.00 (0.98 to 1.01) 1.01 (0.99 to 1.03)

Group×Period×Time 1.02 (1.00 to 1.05) 1.01 (0.99 to 1.04)

Numbers are risk ratios with 95% CIs.
*Adjusted for living alone, area of residence, provider, type of 
questionnaire, respondent, sex and age.
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and may thereby have been able to apply and strengthen 
already developed strategies in the new challenging situ-
ation of the pandemic, including engaging their social 
network as discussed above. This may reflect an underap-
preciated resilience among older adults to the psychoso-
cial impact of at least the early phase of the pandemic, as 
suggested by others.12 41 42

Third, the dimension of time is likely crucial to inter-
pret the findings. The perception of loneliness may take 
longer time to develop than captured by this study, which 
only covered the first 3 months of the pandemic. This 
is supported by a recent Norwegian study finding little 
impact on loneliness among older adults during the 
first few months of the pandemic, but with a substantial 
increase observable in the end of 2020.22 Moreover, when 
the quarantine recommendations were introduced, it was 
preceded by an increasing awareness of the pandemic 
creeping closer to Sweden, with the first Swedish 
COVID- 19 case in the beginning of February 2020 widely 
reported in the media. It is therefore possible that the 
lack of impact of the policy is a result of many older 
adults already reducing their social interactions prior to 
the implementation of the policy. This is supported by 
the tendency to higher baseline loneliness in 2020 in this 
study.

Strength and limitations
The main methodological strengths of the study include 
the use of a large population- based sample including the 
oldest old and the prospective design, which provides a 
rigorous control for a range of observed as well as unob-
served confounders, for example, individual traits and 
seasonal variations. Additional covariates were also taken 
into consideration including established predictors for 
loneliness such as living alone.30 The controlled ITS 
design is also the strongest study design for impact evalu-
ation of public health policies.34 35 Nevertheless, research 
on older populations, and particularly evaluative research 
during the COVID- 19 pandemic,33 faces multiple chal-
lenges which also apply to the present study.

First, the target population only covered older adults 
receiving home care, which limits the generalisability of 
the findings to similarly aged adults in general. Specifi-
cally, interactions with home care staff may represent a 
protective resource that the general population of older 
adults do not have access to. Selection bias can also have 
influenced the findings. While the response rate was the 
same for women and men, it was lower for younger partic-
ipants, both in 2020 and 2019.36 The frailest older adults 
are generally under- represented in studies involving 
the oldest old,10 which is particularly probable for the 
2020 survey. The 2020 survey had slightly lower overall 
response rate (57%) compared with 2019 (60%) but 
drop- out analyses also showed better self- rated health36 
and a higher fraction responding on their own without 
aid in 2020, which indicates that the frailest older adults 
where under- represented in the 2020 survey. It is possible 
that an under- representation of the frailest older adult 

has contributed to an underestimation of the impact of 
the pandemic and the policy.

Second, the ITS design is sensitive to competing inter-
ventions, or changes cooccurring with the studied inter-
vention.33 The competing impact of the multitude of 
health and social services and individual behavioural 
responses during the emergence of the pandemic is impos-
sible to control methodologically. The ITS design is also 
susceptible to misspecified timing of the policy impact,33 
which was a challenge in this study as the lags between 
policy introduction, behavioural change and perceived 
loneliness are uncertain and likely heterogeneous. Sensi-
tivity analyses varying the date of policy impact yielded 
similar main inferences. However, variation in the delay 
between completing and returning the questionnaire 
would be expected to introduce random error. It is also 
possible that the response delay differs systematically by 
year or intervention period, which would introduce bias. 
The extent and direction of this bias is difficult to identify 
and analytically control for and is thus a remaining poten-
tial source of bias.

Third, the single item loneliness measure was 
constructed for this survey and has not been subject to 
psychometric evaluation, and its validity and reliability 
beyond face validity is thus ultimately unknown. Of poten-
tial importance is the fact that the item did not specify 
the time frame of loneliness, which, similarly to variations 
in the delays in returning questionnaire, may introduce 
random and possibly systematic error that could bias the 
ITS analyses.

CONCLUSIONS
The present prospective study of among older adults 
with home care during the first months of the COVID- 19 
pandemic in Sweden indicate a distinct but moderate 
increase in loneliness compared with the year before 
the pandemic, but with no additional increase following 
introduction of a national quarantine policy targeting 
older adults. The public health consequences of this clear 
and sudden increase in loneliness from 1 year to another 
are worrisome. At the same time, the results also suggest 
that, at least during the first months of the pandemic, 
older adults seemed to display a relative resilience 
towards the worst consequences of the imposed restric-
tions to social life. This adds to the literature providing 
a nuance to the widespread perception of older adults as 
singularly vulnerable to the psychosocial impacts of the 
pandemic. Future studies should examine the impact of 
the sustained pandemic and quarantine on loneliness.
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