
Individual and interpersonal factors affecting dietary intake of
community-dwelling older adults during the COVID-19 pandemic

Amy Ellis* , Seung Eun Jung, Frankie Palmer and Mackinsey Shahan
Department of Human Nutrition, University of Alabama, Russell Hall, Box 870311, Tuscaloosa, AL 35487, USA

Submitted 17 June 2021: Final revision received 24 November 2021: Accepted 17 March 2022

Abstract
Objective: As older adults are at higher risk for severe illness and mortality from
SARS-CoV-2 infection, social distancing has been a primary means of mitigating
risk. However, this lifestyle change may impact eating habits and food choices.
The aim of this study was to explore individual and interpersonal factors affecting
the eating behaviours and dietary intake of community-dwelling older adults dur-
ing the COVID-19 pandemic.
Design: Semi-structured individual interviewswere conducted. All interviewswere
audio-recorded and transcribed verbatim. Qualitative data were analysed using a
deductive content analysis approach to identify themes.
Setting: Southeastern United States
Participants: Twenty-three men and women, 60 years of age and older (mean age
71·9 ± 7·7, 22 % male), completed both the interview and questionnaire.
Results: Themes that emerged at the individual level included changes in eating
habits and foods eaten, withmost participants reporting healthier food choices dur-
ing the pandemic. Participants also reported more frequent cooking, improved
cooking skills and cooking as a form of stress relief. Although some older adults
described increased snacking and consumption of ‘comfort foods’, others noted
no influence of mood on food choices. At the interpersonal level, an increased
use of technology for social interaction and the importance of social support were
identified as influencing factors.
Conclusions: Findings provide insight on how to help older adults maintain good
nutrition amidst lifestyle changes imposed by social distancing. Nutrition educators
may capitalise on positive behaviour changes that occurred during the pandemic
such as increased cooking and increased use of technology for social interaction.
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The COVID-19 pandemic has impacted people of all ages
worldwide, but the older adult population has been
uniquely affected. Early in the pandemic, it was reported
that adults aged 65 years and older accounted for nearly
80 % of hospitalisations, and the mortality risk for SARS-
CoV-2 infection among older adults was twenty-three times
that of men and women under 65 years of age(1). Older
adults are more susceptible to severe symptoms and poor
prognosis from SARS-CoV-2 infection due to the gradual
weakening of both innate and adaptive immune responses
with advancing age(2). At the same time, older adults often
suffer from comorbidities that pose an increased risk for
severe symptoms with SARS-CoV-2 infection(1). It is esti-
mated that over half of all older adults have two or more
chronic health conditions such as hypertension, type 2 dia-
betes or cardiopulmonary dysfunction(3).

Considering the heightened risk of severe disease, the
WHO identified older adults as a vulnerable population
and issued recommendations for vigilant social distancing
to mitigate risk(4). However, public health experts have
raised concern that social distancing recommendations
could compromise the health of older adults by reducing
social contact and worsening social isolation(5). For exam-
ple, studies prior to the pandemic demonstrated that eating
out in restaurants was an important social activity for older
adults. The UK National Diet and Nutrition Survey found
that nearly 28 % of adults over 69 years of age dine out once
weekly or more(6). Similar data were reported by partici-
pants aged 65 years and older from the Cardiovascular
Health Study(7). In another nationally representative sam-
ple from the USA, fewer than half of adults aged 50–80
years reported frequently cooking at home in 2019(8).
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Social isolation is a well-recognised risk factor for poor
nutrition status(9,10). In turn, poor nutrition status can lead to
further decreases in immune function as well as increased
susceptibility to infections, poor wound healing, impaired
mobility and loss of independence(11). Consequently, the
Gerontological Society of America’s COVID-19 Task
Force has identified understanding the impact of social dis-
tancing precautions on nutritional status of older adults as a
research priority(2).

Researchers from other countries have reported
differences in responses to pandemic lockdowns between
younger and older adults. For example, among a nationally
representative sample of adults from the Netherlands,
researchers found that older adults were more likely than
younger adults to report no changes in food-related behav-
iours(12). In another study from Japan, younger adults were
more likely than older adults to increase time spent cooking
at home(13). Most studies to date from the USA have focused
on older adults in nursing homes or other congregate living
facilities, but community-dwelling older adults are a vulner-
able population, too. In addition to increased risk for severe
disease from SARS-CoV-2, independently living seniors
experience many age-related barriers to good nutrition
such as poor dentition, decreased sense of taste and smell,
and polypharmacy(14). Community-dwelling elders are also
prone to the psychosocial effects of social distancing on
nutrition status(11). Understanding factors influencing com-
munity-dwelling older adults’ eating behaviours due to the
COVID-19 pandemic will provide insight on how to help
older adults maintain good nutrition amidst lifestyle
changes imposed by social distancing. Thus, the aim of this
study was to understand individual and interpersonal fac-
tors affecting the eating behaviours and dietary intake of
community-dwelling older adults during the COVID-19
pandemic.

Methods

Interview guide
To explore the impact of the COVID-19 pandemic on com-
munity-dwelling older adults’ eating behaviours at the indi-
vidual and interpersonal levels, the semi-structured
individual interview guide was developed based on a
review of the literature and those constructs of the social
ecological model. The social ecological model is a theoreti-
cal framework that incorporatesmultiple levels of influence
on health behaviour. The individual level of the model
focuses on personal factors, while the interpersonal level
considers an individual’s relationships with others such
as family and friends(15). Because a previous study based
on the social ecological model identified individual- and
interpersonal-level factors as the strongest barriers and
facilitators to behaviour change during the COVID-19 pan-
demic(16), we focused on these levels of the model in the
development of the interview guide.

Open-ended questions with probing questions are
shown in Supplemental Table 1. A panel of two experts
in the area of older adult nutrition, food choice behaviour
and qualitative research reviewed the interview guide to
establish the content validity of the interview question-
naire. A pilot interviewwas conducted with one older adult
who met the inclusion criteria for the study. Based on feed-
back from the pilot interview, verbiage for the interview
questions was revised slightly for clarity.

Additional questionnaire data
Participants also completed an online survey that included
demographic questions and the Questionnaire for
Assessing the Impact of the COVID-19 Pandemic on
Older Adults (QAICPOA). The QAICPOA was introduced
as a standardised tool to understand the effects of the pan-
demic and social distancing guidelines on behaviours and
well-being of older adults(17). The QAICPOA questionnaire
included questions about communication with others dur-
ing the pandemic, difficulty obtaining food and the three-
item loneliness scale(18).

Participant recruitment
Purposive sampling(19) was used to recruit community-
dwelling men and women aged 60 years and older.
Participants were recruited in September 2020 from the
Osher Lifelong Learning Institute (OLLI) at The
University of Alabama. The OLLI marketing department
posted recruitment flyers to their social media websites
and email distribution list. In addition to the age of 60 years
or older, inclusion criteria required participants to have
internet access and be living independently. Participants
were provided with a $10 incentive upon completion of
the individual interview and questionnaire.

Data collection
Individual interviews were conducted by Zoom (Zoom
Video Communications Inc., 2021). The effectiveness of
Zoom videoconferencing as a means of conducting inter-
views for qualitative research has been previously docu-
mented(20). Individual interviews were conducted during
September and October 2020. At this time in the pandemic,
lockdowns were no longer imposed, but masks and social
distancing guidelines were mandated. One of the two prin-
cipal investigators conducted each interview, while a
research assistant took written field notes. The interviewer
and research assistant debriefed after each interview to add
additional reflections to the field notes. Sessions were
recorded, and interviews were transcribed verbatim by
an automated transcription service. A research assistant
verified each transcript for accuracy. Design and imple-
mentation of this study followed the Standards for
Reporting Qualitative Research (SRQR) and the
Consolidated Criteria for Reporting Qualitative Studies
(COREQ)(21).
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Data analysis
Each participant was given an unidentifiable indicator, and
each individual interview was transcribed verbatim. After
each individual interview was transcribed, transcripts were
cross-checked by two members of the research team for
accuracy. Finalised transcripts were imported into NVivo
12 software (version 12, NVIVO, QSR International) and
analysed using deductive content analysis, with the social
ecological model theory constructs acting as predeter-
mined themes(22,23). Two researchers coded transcripts
independently and compared results through Zoom meet-
ings to reconcile any discrepancies, reorganising any over-
lapping themes and subthemes(24). Themes and subthemes
were discussed with another research team member to
ensure high reliability. Supporting quotations were chosen
with agreement between all research team members.
Trustworthiness of the data was addressed by conducting
member checking(19), peer debriefing and an audit trail
to determine the validity of the findings and accuracy of
the identified themes and subthemes(25). Descriptive statis-
tics from the online questionnaire were calculated using
SPSS version 26.0. (IBM Corp.). Questionnaire data were
aggregated across the entire sample without categorising
participants based on their responses or matching individ-
ual interview data to questionnaire responses.

Results

Eighteenwomen and fivemen aged 60–87 years (mean age
71·9þ 7·7 years) completed both online questionnaires
and individual interviews. Additional participant demo-
graphics are reported in Table 1. From the interviews, three
main themes with several subthemes were identified at the
individual level, and two main themes with associated sub-
themes emerged at the interpersonal level (Table 2). Those
themes and aggregated results from the QAICPOA ques-
tionnaire are summarised as follows.

Individual-level themes

Theme A: Changes in eating habits and foods eaten
Healthier food choices emerged as one of the changes in
eating behaviours among the study participants during
the COVID-19 pandemic. Some participants stated that less
frequent eating out was a facilitator for healthier food
choices at home such as more vegetables and fruits and
fewer fried foods. For example, one participant noted:

Since I’m at home a lot more than I used to be, I can
spend more time cooking, like, like preparing vege-
tables and fresh vegetables, and that I think has
helped us as far as eating healthier, because we don’t
eat out. Participant 119, female, 66 years

Some participants also perceived healthier food choices as
a way to take charge of their own health and relieve health

anxiety related to the pandemic. For instance, one partici-
pant said:

Yes, well, I’m trying to eat, you know, I’ve been read-
ing a lot and I know that vitamin D and zinc and, and
vitamin C is supposed to help your immune system.
So, I’ve been trying to eat more vegetables and fruits.
Participant 118, female, 62 years

Another noted:

I had to be able to control what we, what I consumed.
I mean, I don’t (pause), I mainly, I don’t eat, we eat
very little saturated fat, so if I want to control that,
I have to cook. Participant 116, female, 70 years

A few participants described gardening as a facilitator to
healthier food choices. Participant 117, female, aged
68 years stated, ‘I always have tomato plants in my back-
yard. But this year, I – I have planted a fall garden with
different types of lettuce, spinach, mustard greens, and
tatsoi’. Another said:

Yeah. I had, five tomato plants, so we ate a lot of
tomato sandwiches and a lot of salads this summer.
I had three of the cherry-sized tomato plants and two
of the larger-sized tomatoes. And, I also grow my
own garlic, so I had harvested my garlic earlier and
I had I think seventeen or eighteen garlics that I har-
vested. And, oh let’s see, I now have planted in my
garden two rows of mesclun lettuce, a row of
black-seeded Simpson lettuce, a row of arugula,
and three collard plants : : : If you’ve never eaten let-
tuce out of a garden, boy, you have missed some-
thing. It’s fantastic. The lettuce you get in the
grocery store is old. It’s not fresh. Participant 125,
female, 62 years

However, a few participants did describe unhealthier food
choices due to the pandemic. One participant told of
increased caffeine consumption, stating:

Table 1 Participant characteristics (n 23)

Variable n

Age
60–64 4
65–74 12
75–84 5
85 years or older 2

Gender
Male 5
Female 18

Race
White 22
Black/African American 1

Education
Some college or technical school 5
College graduate 18

Employment status
Part-time 1
Full-time 0
Retired 22
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Table 2 Individual-level and interpersonal-level themes and subthemes with characteristic quotes from the interviews

Individual level

Themes and subthemes Exemplary quotes
A. Changes in eating habits and foods eaten
• Healthier food choices • ‘For us, the, the stay-at-home order has really made things more healthy for

us, just out of absolute necessity’. Participant 126, female, 60 years
• Unhealthier food choices • ‘So, it was better, it was much better before. I ate definitely more vegetables,

which is what I need to do. So that’s, it’s been a problem, it’s challenging’.
Participant 116, female, 70 years

B. Changes in cooking habits
• More frequent cooking • ‘The volume of cooking I’m doing now compared to what I used to do pre-

pandemic : : : it’s just astronomical because I, I cook every meal now, you
know. So anyway. But, or not cook, but prepare, I guess I should say cause
sometimes I’ll have a sandwich’. Participant 122, female, 72 years

• Improved cooking skills • ‘And I’ve, I’ve learned that the- I’ve learned how to turn on the oven and the
stove and how to mix things and use a mixer. Honestly, I’m not kidding. So
I’ve learned to make meals ahead and freeze them’. Participant 126, female,
60 years

• Tried new recipes • ‘I started getting even more into trying out a lot of these recipes and enjoying
a whole different way of eating’. Participant 115, female, 70 years

• Used cooking as entertainment • ‘Yes, I love cooking. So, I was going to say that, instead of finding a new rec-
ipe that I could try, I would go through the books and figure out alright what
do I have on hand so I could create something with what I have on hand.
So, I found that very, very helpful and fun and would break the monotony’.
Participant 128, female, 69 years

• Used cooking as a stress reliever or coping strategy • ‘I think it’s one of seven things that’ll make you happier is to learn to cook,
you know. And I do enjoy cooking’. Participant 123, male, 79 years

• Less frequent cooking • ‘I just didn’t feel motivated to go to the kitchen and fix something’. Participant
103, female, 75 years

C. Influence of mood on food choices
• Anxiety/stress • ‘I can’t think of anything that was really different. Maybe I hit the ice cream a

little bit more when I was feeling depressed, but I, but not, not a whole lot’.
Participant 128, female, 69 years

• Boredom • ‘I think my, I think our eating habits are pretty good. My only, my problem is
with all the idle time we had our hands you know you tend to snack in
between meals and things like that’. Participant 120, male, 73 years

• No influence of mood on food choices • ‘I– I’ve never let my mood affect my weight. I generally have had an excellent
appetite. And – and I eat three meals a day and usually a snack at night.
So, I – I’m pretty faithful about that’. Participant 117, female, 68 years

Interpersonal level
Themes and subthemes Exemplary quotes
A. Alterations in social interaction
• Less face-to-face interaction with others • ‘The thing that has changed is that normally we have dinner parties and we

go to other people’s houses for dinner. And we eat at church on Wednesday
nights, but that’s junk food. But nonetheless, we do that. And we can’t do
that at all. And we’re not, of course we’re so old, our Sunday school class,
we have regular deaths. And normally, we carry food, for the services for the
people who are there- can’t do that’. Participant 127, female, 83 years

• Increased use of technology for social interaction as a
means to adapt to less eating with others.

• ‘It’s really a blessing to have technology bring people together. And then
there’s one other meeting that I do once a week, and it’s with a group of peo-
ple back in Georgia, and it was created as a result of COVID. So, I – I had
lost my connection to them once I moved, but as a result of COVID, this
reconnection was created. So yes, if we could just get smell and taste tech-
nology’. Participant 107, female, 68 years

• Socially distanced face-to-face interactions • ‘Occasionally, I will go through maybe a drive through and get some food and
take it somewhere like the park. A lot of my friends and I have been going to
the park at [location] and bringing our lawn chairs and sitting out there and
eating’. Participant 119, female, 66 years

• Food sharing • ‘I think food sharing- if people are comfortable with having something made
from somebody else’s kitchen during a pandemic- is, is very beneficial’.
Participant 113, female, 70 years

B. Importance of social support
• Support from family • ‘In some ways COVID-19 has caused our family to eat more of our meals

together. So, there’s a lot more socialization than, than normal among the
three of us. So, it’s kind of nice the three of us to be home together, actually’.
Participant 120, male, 73 years

• Support from friends/community/neighbours/church • ‘Well, just that, you know, the virus is a very serious problem, and I know that
a lot of older people are housebound and need support. We need to have a
good safety net for people. And either, either their religious connections or
their – the community that they live in with community support programs for
older people, they need, we need to make the most use of those kinds of
programs during this difficult time’. Participant 106, male, 87 years
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But, you know, in order to get myself alert, I just have
felt the need for coffee which I had religiously
avoided for years. And I don’t know why exactly,
but suddenly caffeine and drinking Coca-Cola again,
which I haven’t been drinking. Suddenly that
became, if it’s a bad habit, then I acquired it.
Participant 109, male, 73 years

Another participant explained how procuring fresh fruits
and vegetables had become more difficult. She said:
‘Well, the fact that I’m sheltering has made it difficult, more
difficult to eat as many vegetables as I’d like to be eating’.
Participant 116, female, 70 years

Notably, among this cohort of older adults, food inse-
curity was not a barrier for healthy food choices. Per the
questionnaire, only five participants reported difficulty
obtaining food because of the pandemic or social dis-
tancing rules. Of these, no one reported ‘much difficulty’
or ‘an inability to obtain food’ (Table 3).

Theme B: Changes in cooking habits
Changes in cooking habits emerged as a theme as many
older adults reported cooking more since the beginning
of the pandemic. For example, one participant stated:

I would cook, I would say a couple of nights a week
and then : : : I didn’t cook every night. I have cooked
more since I’ve been at home. That’s, that’s a given,
yes. Participant 118, female, 62 years

In addition to increased frequency of cooking, a few par-
ticipants described improved cooking skills. One per-
son noted:

I think the pandemic gave me the opportunity to do
what I had always wanted to do. I had always wanted
to know how to cook and just never had taken the
time to do it. So, it really served, a great, service to
me basically. And to our bank account. Participant
126, female, 60 years

Several participants talked about trying new recipes. One
person said:

But I’ll tell you the other thing is I have been on the
internet a lot to allrecipes.com, trying to figure out
how to cook chicken 355 ways. So yes, I mean,
it’s, it’s made me a little bit more creative. Well, yeah.
Because like I said, I’m, for example, chicken enchi-
ladas. You know, I hadn’t made those in a blue
moon. Participant 122, female, 72 years

Some older adults used cooking as a form of entertainment.
For example, one person said, ‘Yeah. And I, I started fol-
lowing a particular chef. And, I, you know, I spend a lot
of time : : : yeah, I spend a lot of, a lot of time following
her on the internet’. Participant 108, female, 74 years

Others used cooking as a stress reliever. This was
illustrated in one person’s comment, ‘That’s the
way I cope with when I’m getting sad or depressed

Table 3 Responses to the QAICPOA questionnaire (n 23)

Question n

How has the frequency of your communication with close friends and family changed?
I communicate with them more often than before 7
I communicate with them about the same as before 12
I communicate with them less often than before 4

How often are you communicating with others?
Daily 10
Several times per week 10
Once per week 3
1–2 times per month 0
Rarely or never 0

How much difficulty do you have obtaining the food you need because of the pandemic or social distancing rules?
None 18
Some 5
Much 0
Unable or very difficult 0

How often do you feel that you lack companionship?
Hardly ever 15
Some of the time 6
Often 2

How often do you feel left out?
Hardly ever 15
Some of the time 6
Often 2

How often do you feel isolated from others
Hardly ever 8
Some of the time 12
Often 3

QAICPOA=Questionnaire for Assessing the Impact of the COVID-19 Pandemic on Older Adults(12).
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is being creative helps a lot and especially with the
food’. Participant 128, female, 69 years

Only a few participants noted less frequent cooking. Of
these, two noted living alone as a barrier to cooking.
One person explained:

Maybe a little bit less. Just because, you know, I’m
thinking, ‘Eh, I don’t want to go to the trouble’.
You know, being a single guy living at home, I just
have the dogs so, I mean, and too it’s hard, you know,
it’s hard to find stuff, you know, just for – you know,
serving for one person. Although it is, you know, it is
getting a little bit better. Participant 114, male,
61 years

Theme C: Influence of mood on food choices
Someparticipants describedworking to overcome changes in
mood that challenged healthy eating. Stress and anxiety
emerged as the most common emotions that were associated
with less healthy food choices. As one participant explained,

So, I guess maybe I should explain it like this. It’s a
little bit, in as much as that I’m a little bit anxious
to find out what’s going on in the world with this
thing and sometimes, I get more distracted by that
and think less about eating the proper foods. Now
don’t misunderstand me, I don’t grab the mac and
cheese and go crazy, but I do feel like I’ve kind of
back slid a little bit. Backslid a little bit, yeah.
Participant 123, male, 79 years

Boredom was also recognised to trigger additional snack-
ing for some participants. For instance, one person said:

I’m an emotional eater, so, when I’m here all day and
I’m in the kitchen, I’m doing a lot of tasting and a lot
of, (pause), you know, also just, when you’re bored, I
mean, I go to the, you know, I go to the refrigerator
instead of finding something else to do. Participant
126, female, 60 years

Only a couple of participants mentioned emotional eating
due to sadness or depression. For instance, one person stated:

You know, so, but my main downfall with the pan-
demic has been the stress, being : : : I’d eat a lot of
junk food, you know : : : snacks : : : the pretzels with
peanut butter and you know, you know, that kind of
thing just different things that I shouldn’t be eating, or
ice cream, you know. Yeah, snack foods instead of
the healthy foods. I just I think I have to be having
something in my hand or in my mouth, you know,
and I say no I shouldn’t be doing it, you know,
but, I guess it’s to get your mind off of things.
Participant 105, female, 77 years

Similarly, a few participants reported annoyance with the
pandemic and social distancing requirements. However,
of these, only one person perceived that annoyance
affected food choices. She stated:

Well, I’m, I’m normally a very upbeat, positive per-
son. So, but sometimes you know it’s not what I
would consider, you know, something that needs
attention. It’s just like, I’m tired of this, you know, that
kind of thing. So, I would think, Alright, I have four
different half gallon flavours of ice cream in the freez-
er : : : Now, that will last a month or more. But it
would be just like, you know, I think a good thing
of chocolate would, would fit right now.
Participant 128, female, 69 years

Interestingly, loneliness did not emerge as a major barrier
to healthy eating among this cohort of older adults.
Included in the QAICPOA questionnaire is the three-item
loneliness scale(17). According to the questionnaire data,
approximately half of the participants noted feeling iso-
lated from others at least some of the time. However, of
these, only two participants said they felt left out or that
they lacked companionship (Table 3).

Although some participants associated changes inmood
with changes in eating behaviours, other participants
denied any impact of mood or emotion on dietary intake.
As one participant noted, ‘I don’t think it does anything. I’ve
never wanted to comfort myself with food. Music is my
thing, but not food. And my husband doesn’t either’.
Participant 127, female, 83 years

Interpersonal-level themes

Theme A: Alterations in social interaction
At the interpersonal level, alterations in social interaction
emerged as a prominent theme with influences on eating
behaviours. As described above, loneliness was not com-
monly reported among the older adults we interviewed.
Nonetheless, participants did universally report less face-
to-face interaction with others. However, despite less
face-to-face interaction, questionnaire data showed that
only four participants reported communicating with close
friends and family less often than before. The vast majority
of participants reported communicating with others at least
several times perweek (Table 3). Themost frequently cited
methods of staying in touch with others were phone calls,
texting, video calls, email, and social media.

During the interviews, many participants described the
increased use of technology for social interaction. In some
cases, technology was used to adapt to less frequent eating
with others. One participant described how she and her
husband adapted their usual practices of eating with others
to a virtual format, saying:

Wewere used to eating out twice, three times a week
with friends. We’re retired. My husband had break-
fast with a group of men. I had coffee every
Thursdaywith a group ofwomen.We ate dinner with
a group every Wednesday night faithfully. Usually
went out with a group after church on Sunday. All
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of those things. Our social life went to zero. What we
have done is both of us instituted Zoom meetings
with our friends. My husband got, the men all go
and they meet every morning, every Wednesday
morning at 9 o’clock on Zoom. They don’t, several
of the men in that group have health issues and
the restaurant they went to is a little hole in the wall
in downtown [location name]. They just can’t go
there. I mean, it’s just not safe. But there are 15
men that meet Wednesday morning at 9 o’clock on
Zoom. And, I have a, you know, I have a group of
about 6 or 8womenwhomeet every Thursdaymorn-
ing and we have coffee. We’re on probably hour and
a half to chat every Thursday morning, which is what
we would have done ordinarily, but we would have
done it at the local coffee shop. Participant 113,
female, 70 years

Despite less face-to-face interaction overall, some partici-
pants described creative ideas for socially distanced gath-
erings that included food and beverages. One participant
provided a vivid example, saying:

When COVID first hit and everybody was isolating,
wewould have gatherings on our drivewaywith any-
where from 4 to 12 neighbours that would come
over. And we would just socially distance – every-
body would bring their own lawn chair and we
had chairs all over – and I had an ice cream party.
I made homemade ice cream for one of them. And
I served it so everybody wasn’t getting their hands
on things, they’d come up one at a time and I served
them whatever they want. And another time we just
put out just some, just some finger food type of stuff.
And then the heat hit and we just stopped having it,
so we’re gonna probably start up doing something – I
just ordered a little fire pit for our backyard. What I
hope to do is be able to start inviting 2 to 4 people
at a time where we can just sit out there, and I’ll
put out some finger foods or something.
Participant 115, female, 70 years

Food sharingwas also identified by a fewparticipants
as a way of staying socially connected with others. As
one participant said, ‘People are less reluctant for you
to bring something to share. So, yes, I would say yes,
that’s a different food behavior’. Participant 108,
female, 74 years

Another participant explained: You cook a casserole.
What are you going to do with it? You know? So,
luckily, my son lives right down the road. And I –
I’ll call him and say, ‘I’m bringing you supper’.
Participant 122, female, 72 years

Theme B: Importance of social support
Finally, for older adults who described positive changes in
dietary intake and food-related behaviours, social support
was acknowledged as a facilitator. Several participants
spoke of social support from family, and some commented

about how more time at home had led to more meals
together with immediate family members. For example,
one person said:

So COVID really, if anything, in a sense, we stay
home more, which I love. I mean now we don’t have
the, the need or the ability to go places, which, so, it
sort of forces us to stay home to be safe. But we’re
happy at home. Participant 115, female, 70 years

Other participants described social support from friends
and neighbours. For example, one participant who lives
alone described the importance of her friends as a social
network. She explained:

My family is in Chattanooga and Nashville and
Memphis. And I’m here, but I have a close support
of friends here. And we don’t we may not see each
other except maybe once a couple, every couple
of weeks or so, but we talk every day. And I have
two groups of people that I speak with every morn-
ing just to make sure that everybody is still living. And
not laying on the floor. Participant 117, female,
68 years

Another participant told of food-related social support from
a neighbour, stating:

We have a neighbour next doorwho’s a bachelor and
he likes to cook and he knows a lot about food, so
he’s our primary go-to person once or twice a week
that does our shopping for us. Participant 106, male,
87 years

A few older adults also reported social support from church
friends specifically. They explained that even though their
faith communities were not meeting face to face for congre-
gate worship, their friends from church remained important
social contacts. For instance, one person noted, ‘The home
fellowship group with our church that we were very, very
close to, went to Zoomwhen the virus came in’. Participant
128, female, 69 years

Similarly, another participant said:

I have a lot of church contacts. My friends from
church, they keep in touch with us and, you know,
in case we have an emergency need for anything,
they’re very good about helping us if we can’t get
our neighbour. Participant 106, male, 87 years

Discussion

This study explored the effects of the COVID-19 pandemic
and associated social distancing requirements on the eating
behaviours and dietary intake of independent, community-
dwelling older adults in the southeastern United States. By
describing their personal experiences, participants pro-
vided valuable insights that may help nutrition educators
promote positive adaptive coping strategies to maintain
good nutrition. Multiple themes emerged at the individual
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and interpersonal levels that may guide future nutrition
interventions.

Individual-level themes
Although a few participants reported more unhealthy food
choices such as increased caffeine consumption and
decreased intake of fresh vegetables, most older adults
among this cohort said they had eaten healthier since the
pandemic began. This is consistent with research from
Spain that found healthier eating patterns and diet habits
among younger adults during pandemic confinement(26).
For some participants in our study, the threat of illness from
the virus motivated them to consider their previous eating
habits, and they perceived choosing to eat more fruits and
vegetables as a preventative measure to remain healthy.
Previous literature supports the notion that an internal
locus of control is associated with healthier food choices
as well as other positive health behaviours(27–29).
However, previous research has also reported a declining
sense of control over one’s own health with advancing
age(30). Our results suggest that by talking with older adults
about food-related behaviours and choices within their
control, health care providers may help seniors improve
nutrition status while fostering their autonomy.
Gardening was also identified by some participants as a
facilitator for the consumption of more vegetables. A
review of gardening intervention studies among older
adults revealed that most studies to date have examined
the effects on energy expenditure and physical function(31).
Although studies of those outcomes have produced
equivocal results, future studies should consider effects
of gardening on dietary intake along with other potential
physical and psychological benefits.

Changes in cooking habits emerged as a strong facilita-
tor for healthier food choices. Studies worldwide have sim-
ilarly reported increases in home cooking since the
beginning of the pandemic(32–35). In different countries
and across various age groups, the increase in home cook-
ing has been associated with greater intake of fruits
and vegetables and less consumption of processed foods
and fast foods(35,36). In the current study, participants
described a sense of satisfaction and accomplishment from
improved cooking skills. Some participants also described
cooking as stress reliever and a form of entertainment.
Another qualitative study similarly reported that cooking
reduced boredom and negative feelings related to
COVID-19. The authors concluded that cooking may pro-
vide an ‘escape’ from pandemic-related stress(32).
Considering reported declines in home cooking in the
years preceding COVID-19(37), nutrition educators may
seize the opportunity to encourage this behaviour change
among community-dwelling older adults post-pandemic.

At the individual level, some participants noted that
stress, anxiety and boredom posed challenges to healthy
eating. Particularly, these older adults reported a tendency

to consume more sweet foods and energy-dense snack
foods that are often categorised as ‘comfort foods’(38).
Other studies with younger adults have likewise described
emotional eating in response to perceived stress(33,39) and
boredom(40) from the pandemic. However, it is important
to point out that among our cohort, several older adults
denied any influence of mood or emotions on their food
choices. A few even described a staunch resilience against
allowing mood or emotion to impact their eating behav-
iours. These individuals identified other strategies they
used to cope with pandemic-induced stress and boredom,
for example, sewing, music or online activities. Again,
these ideas present an opportunity for nutrition educators
to encourage alternative behaviours that may counteract
stress-induced emotional eating.

Interpersonal-level themes
At the interpersonal level, alteration in social interactions
emerged as a theme associated with changes in food-
related activities. Social isolation is a well-known nutri-
tional risk factor(9), and we hypothesised that the social dis-
tancing restrictions imposed by COVID-19 would
compromise nutrition by worsening social isolation. To
the contrary, although the older adults did report less
face-to-face interaction with others, many also described
the increased use of technology for social interaction.
Phone conversations and text messages were the most fre-
quently used methods of staying in touch with others, but
many participants also used video calls, email and social
media for social contact. Use of technology for social inter-
action also helped some participants compensate for the
inability to eat with others as they described virtual happy
hours and other food-related get-togethers. Eating alone
has been associated with nutrition risk(10); however, social
contact may take many forms, and alternatives to in-person
contact have not been widely examined in nutrition
research. This offers an opportunity for future intervention
studies.

Although all participants acknowledged fewer in-per-
son gatherings due to the pandemic, some described cre-
ative and resourceful socially distanced face-to-face
interactions. For example, participants described eating
with others outdoors with chairs spaced out. These gather-
ings took place at parks, on driveways and in backyards
with careful attention to food safety and COVID precau-
tions. A few participants also identified food sharing as a
means of social contact. To our knowledge, food sharing
has not been explored as a facilitator for social contact or
adaptive coping by previous studies, but our results suggest
that further investigation is warranted.

Social support was recognised as a facilitator for
healthy eating by several participants. Social support
has been defined in different ways in the literature,
but most definitions consider social support to include
both emotional support and instrumental, hands-on
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assistance(9). The older adults in this study described
emotional support from immediate family members in
their households. However, even those who did not live
with family could identify friends, neighbours and
church members who provided both emotional and
instrumental support. Benefits of church-based social
support for overall health(41) and fewer depressive symp-
toms(42,43) had been described prior to the pandemic.
Before the pandemic, social support from religious-
based fellowships often involved physically going to pla-
ces of worship to be with others. Findings from the cur-
rent study provide unique insight into ways older adults
adapted and maintained a sense of community even
when they were unable to physically get together with
their congregations. These strategies could be adapted
beyond religious settings to help older adults find social
support from various civic organisations and social
groups. When conducting nutrition assessments,
Registered Dietitians should inquire about support net-
works and help older adult clients identify resources
for social support.

Limitations
Results of this study suggest multiple ideas for clinicians
and researchers to help community-dwelling older adults
maintain good nutrition status when faced with major life
stressors such as the pandemic. However, results may not
be widely generalisable as the older adults in this study
were all relatively well educated, from the same geo-
graphic area, and predominately White and female.
Findings may be much different among those with food
insecurity, lower socio-economic status or among those
with more physical limitations. Indeed, a recent review
article described discordant results among studies that
evaluated the impact of the COVID-19 pandemic on
psychological symptoms of older adults in Canada. The
authors highlighted that older adults represent a very
heterogeneous group, so different segments of the popu-
lation may be impacted differently(44). Because all inter-
views for this study were conducted by Zoom, all
participants in this study were somewhat tech savvy.
Results may differ among older adults without access to
computers, tablets or smartphones. However, policy
changes during the pandemic opened internet access to
some communities that did not previously have access,
expanding the potential for technology-based communi-
cation to under-served areas(45). This provides an oppor-
tunity for practitioners and agencies that serve older adults
to educate seniors about how technology can be used for
social connectedness. Despite these limitations, the study
was strengthened by rigorous qualitative methods and a
research team that was trained and experienced in the
methodology. Member checking also revealed no dis-
crepancies between the researchers’ interpretation of
the results and that of the participants themselves.

Conclusions

According to WHO estimates, one in six people worldwide
will be 60 years of age or older by 2030(46). Results of this
study demonstrate the resilience of older adults amidst the
worst pandemic in more than 100 years. By relating partic-
ipants’ first-hand experiences during the COVID-19 pan-
demic, these findings have implications for clinicians and
future research. When working with community-dwelling
older adults, health care providers should inquire about
cooking skills, mood and social contacts of their clients.
Some of the same strategies for adaptive coping to maintain
healthy eating that were described in our interviewsmay be
helpful to other seniors. Multiple opportunities exist for
nutrition researchers to further explore positive changes
in food-related behaviours such as cooking and use of tech-
nology for social contact. Research into facilitators of good
nutrition status is imperative to meet the Healthy People
2030 developmental objective to ‘increase the proportion
of older adults who engage in preparedness activities for
a widespread outbreak of contagious disease’(47).
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