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Abstract
Background Throughout the COVID-19 pandemic, older adults have been prioritized in public health campaigns to limit 
social interactions and ‘cocoon’ in their homes. This limits the autonomy of older people and may have unintended adverse 
consequences.
Aims To ascertain the self-reported physical and psychological effects of ‘cocooning’ and the expressed priorities of older 
adults themselves during the pandemic.
Methods This is a cross-sectional, survey-based study involving 93 patients aged 65 and older, attending geriatric medicine 
out-patient and ambulatory day hospital services or our in-patient rehabilitation units. Demographic data was obtained from 
the medical records. Frailty level was calculated using the Clinical Frailty Scale (CFS), and disease burden was calculated 
with the Charlson Comorbidity Index.
Results Mean age was 79.1 (range 66–96), 24% had dementia, and most were mildly frail (CFS < 5). One-third reported new 
feelings of depression, decreased mobility, and loss of enjoyment as a consequence ‘cocooning’. Loneliness was more preva-
lent amongst in-patients (38% vs 9%, p > 0.001). Respondents worried more about the risks of COVID-19 to their family than 
themselves. Expressed priorities varied from ‘enjoying life as much as possible’ to ‘protecting the development of children’.
Conclusions Adverse consequences of ‘cocooning’ were commonly expressed amongst older adults. Public health policy 
should take into account the heterogeneity of this population and be sensitive to their self-expressed wishes and priorities.
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Introduction

As the COVID-19 pandemic unfolded, it became clear that 
increasing age was an independent risk factor for mortality 
and long-term morbidity [1]. Other comorbidities prevalent 
amongst older adults such as chronic cardiac or respiratory 
conditions and frailty also confer increased risk of poor 
outcomes [1, 2]. In Ireland, 52% and 92% of all COVID-
19-related hospitalizations and deaths, respectively, have 
occurred in the over 65 age group [3, 4]. The trend is similar 
internationally [5]. However, older adults are not a homog-
enous group and stereotyping as a vulnerable and fragile 

cohort could reinforce ageist perceptions, especially during 
the current pandemic, where older people might be seen as 
‘the problem’.

A common public health response in many countries 
included advice that people over the age of 70 self-isolate, 
restrict movements outside the home, and curtail social 
interactions. Governments around the world have focused 
public health messaging to ‘target’ older adults to comply 
with these measures [6]. In Ireland, the term ‘cocooning’ 
was used in messaging, a term originally coined by Faith 
Popcorn in 1981 to signify ‘staying inside one’s home, 
insulated from perceived danger, instead of going out’. 
Undoubtedly, this advice was issued in an attempt to pro-
tect older adults from infection, prevent spread of disease 
amongst a potentially vulnerable population, and reduce 
the burden on the healthcare system. However, the input of 
the demographic most affected by these measures was not 
sought during their implementation. ‘Cocooning’ limits the 
autonomy of older adults, reducing opportunities to exercise 
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and socialize and may have unanticipated consequences for 
those it aims to protect.

The aim of this study was to quantify the self-reported 
physical and behavioural-psychological effects of ‘cocoon-
ing’ in a cohort of older patients and to ascertain the 
expressed priorities of older adults during the COVID-19 
pandemic.

Methods

Design, setting, and study population

This is a cross-sectional study utilizing a self-reported sur-
vey (Appendix). The study was conducted at a large urban 
teaching hospital and its associated off-site age-related 
rehabilitation unit in a catchment area of 450,000, 11% of 
whom are aged 65 or older. The hospital had high levels of 
COVID-19 associated admissions throughout the pandemic, 
with nearly 25% occupancy of the bed base at its peak.

A consecutive sample of adults > 65 years were invited 
to consent to a brief survey, between October and Novem-
ber 2020. This included inpatients in the rehabilitation unit 
and outpatients attending clinic or ambulatory day hospi-
tal. Respondents with a known diagnosis of dementia were 
included if they were able to provide informed consent 
and complete the questionnaire with or without assistance. 
Exclusion criteria were declining to participate or inability 
to consent and complete the survey due to severe cognitive 
impairment. Study was approved by the local research and 
ethics committee.

Data collection

Survey responses were collected on the day of clinic attend-
ance or in the case of inpatients, during their hospital stay. 
An initial operational pilot demonstrated that respondents 
had a better understanding and completed questions better 
if either a staff member or relative guided them through the 
questionnaire. Thus, all surveys were completed with some 
non-directive assistance.

The survey consists of three sections. The first quanti-
fied self-reported physiological and psychological effects 
experienced during the COVID-19 pandemic; the second 
consisted of a five-point Likert scale quantifying the partici-
pant’s concern about contracting COVID-19; and the third 
examined the participant’s own expressed priorities during 
the pandemic. Demographic data including comorbidities 
were obtained from medical records. Frailty level was cal-
culated using the Clinical Frailty Scale [7], and overall dis-
ease burden was calculated with the Charlson Comorbidity 
Index [8].

Statistical analysis

As patient’s situation was felt to be possibly relevant, 
responses were divided for analysis on basis of in-patient 
or out-patient status at the time of data collection. Con-
tinuous data was reported as means and standard deviation 
(SD) and categorical variables as proportions. Chi-squared 
test or Student’s t-test was used to evaluate the relationship 
between the two groups. Data was analysed using SAS sta-
tistical software.

Results

Demographics and comorbidities

Ninety-three participants completed the survey, 37 were 
in-patients in the rehabilitation unit, and 56 were out-
patients. The mean age was 79.1 (range 66–96), and 45% 
were male. Table 1 summarizes patient demographics and 
comorbidities.

The most common comorbidities across both groups 
were hypertension (43%), dementia (24%), and diabetes 
(20%). In-patients surveyed had significantly higher rates 
of hypertension (p = 0.002) and obesity (p = 0.007), with a 
trend towards a higher rate of diabetes (0.07). There was a 
trend towards higher rates of dementia amongst out-patient 
participants (p = 0.06), reflecting the nature of ambulatory 
geriatric medicine services.

Overall, participants had moderate levels of comorbidity 
and frailty across both groups. The mean Charlson Comor-
bidity Index score was 5, indicating a 21% chance of 10-year 

Table 1  Patient comorbidity profile

All patients In-patient Out-patient P value

Age 79.1 (66–96) 79.6 (69–96) 78.6 (66–96)  0.20
Gender (% 

male)
45% 54% 41%  0.16

Dementia 24% (22) 13% (5) 30% (17)  0.06
Stroke 17% (16) 19% (7) 16% (9)  0.72
Parkinsonism 15% (14) 16% (6) 14% (8) 0.79
Cardiac disease 10% (9) 13% (5) 7% (4)  0.31
Malignancy 16% (15) 19% (7) 14% (8)  0.55
Respiratory 

disease
17% (16) 19% (7) 16% (9)  0.72

Diabetes 20% (19) 30% (11) 14% (8)  0.07
Hypertension 43% (40) 62% (23) 30% (17)  0.002
Obesity 13% (12) 24% (9) 5% (3)  0.007
Frailty index 3.9 4.1 3.6  0.10
Charlson score 5.2 5.2 5.1  0.46
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survival. The mean Clinical Frailty Score was 4, indicating 
someone living with mild frailty who is vulnerable, while 
not dependent on others for help.

Physical and psychological effects

Table 2 summarizes the physical and psychological conse-
quences reported due to the COVID-19 pandemic and ensu-
ing social isolation restrictions. Fourteen percent reported 
avoiding seeking medical attention during the restrictions. 
The most commonly reported adverse effects included 
depression (35%), loss of enjoyment of life (34%), and 
decreased mobility (33%). In-patients reported significantly 
higher levels of reduced self-efficacy and loss of confidence 
in completing basic tasks of daily living (35% vs 16%, 
p = 0.03). They also suffered from increased loneliness as 
compared to the out-patient cohort (38% vs 9%, p > 0.001).

Priorities during the pandemic

Overall, 43% of older adults were ‘extremely worried’ about 
family while only 13% were ‘extremely worried’ about 
themselves contracting COVID-19. While half of respond-
ents were ‘not worried’ or only ‘slightly worried’ about 
themselves, nevertheless they also believed contracting the 
disease would mean a > 50% mortality rate for them person-
ally. Concern was not higher amongst in-patients, despite 
being in a potentially risky environment.

The highest ranking priority amongst all respondents was 
‘keeping themselves safe’ from COVID-19 and ‘surviving 
the pandemic’ (29%). This was followed by prioritizing the 
‘protection of other vulnerable groups’ and ‘ensuring the 
education and development of children’ (Fig. 1). In-patients 
tended to place more value on ‘enjoying their lives’ as much 
as possible despite the pandemic as compared to out-patients 
(35% vs. 12%, p = 0.007). Overall, priorities varied widely, 

with 50% of respondents placing the highest value on issues 
concerning people other than themselves.

Discussion

The COVID-19 pandemic has seen unprecedented volumes 
of published research as we try to better understand the 
nature and impact of this virus, including indirectly, on the 
population. Much of this research must rightly include older 
people living with frailty, cognitive impairment, and multi-
morbidity [9]. A strength of this study is its focus on this 
particular cohort; nearly one-quarter of all respondents had 
a diagnosis of dementia, and most were at least mildly frail. 
This study is the first to describe older adult’s expressed 
priorities during the pandemic and supports the findings of 
Baily, et al. (2021) in describing the high prevalence of neg-
ative physical and psychological effects of ‘cocooning’ [10].

The negative impact of loneliness and social isolation 
amongst older adults on physical and psychological well-
being has been previously described [11]. Loneliness is an 
independent risk factor for premature death, development of 
dementia, and depression [12]. This study reflects worrisome 
trends with one-third of older patients reporting worsening 
mobility, depression, and lack of enjoyment in their lives 
since the onset of the pandemic. Prior to ‘cocooning’ and 
other social distancing measures, over 70% of older adults 
living in Ireland reported rarely feeling lonely, with only 5% 
regularly feeling lonely [13]. Feelings of loneliness were 
reported in 20% of our patient cohort, especially among 
in-patients, likely reflecting hospital practices on restricted 
visits, use of isolation rooms, and staff personal protective 
equipment. However, even amongst community dwell-
ers, feelings of loneliness nearly doubled from previously 
reported levels.

The desire to ‘enjoy one’s life as much as possible’ was 
a dominant theme expressed by older inpatients. Many had 
just experienced illnesses such as a stroke or hip fracture 

Table 2  Physical and psychological effects of ‘cocooning’ during the 
pandemic

All patients In-patient Out-patient P value

Worsening memory 15% (14) 13% (5) 16% (9)    0.73
Worsening mobility 33% (31) 32% (12) 34% (19)    0.88
Increased falls 19% (18) 24% (9) 16% (9)    0.32
Loss of confidence 23% (22) 35% (13) 16% (9)    0.03
Depression 35% (33) 38% (14) 34% (19)    0.69
Loneliness 20% (19) 38% (14) 9% (5)  > 0.001
Loss of enjoyment 34% (32) 43% (16) 28% (16)    0.14
Avoidance of care 14% (13) 11% (4) 14% (8)    0.62

29%

21%
11%

15%

24% Personal sa�ey

Enjoyment of life

Protec�on of vulnerable groups

Employment for family

Edcua�on of children

Fig. 1  Top ranked priorities of older adults
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affecting independence. Their priorities may reflect the desire 
to return to pre-morbid levels of function, out-weighing any 
fear of COVID-19 infection. Interestingly, we noted most 
respondents felt, if infected, the virus would be most likely 
personally fatal, while expressing much higher levels of con-
cern for younger family members than themselves. A wide 
range of personal priorities were expressed illustrating the 
heterogeneity of older adults. Many expressed ‘sustaining 
employment’ or ‘children’s education and development’ 
should be prioritized. Further strategies aimed at reducing 
mortality or pressure on health services may not have uni-
versal ‘buy-in’ if only emphasizing reduced mortality as an 
outcome among older people, especially if such measures 
also cause harm [14].

Protecting older adults has been emphasized in the effort 
to increase compliance with public health advice. Imple-
menting social restrictions on all people over a certain age 
however is problematically ageist, classifying older adults as 
a homogenous risk, and undermining their autonomy [15]. 
Restrictions seem to commonly have negative effects on 
physical and psychological well-being of older patients. A 
more nuanced age-attuned approach to public health advice 
should also take into account older people’s priorities and 
attempt to support those most affected by social distancing 
measures.
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