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Abstract
Objectives: This study investigated the predictors of risk perception and its effect on older adults’ preventive behavior and/or
medical care avoidance during the COVID-19 pandemic. Methods: Older respondents (age >50 years) from the MIT COVID19 Preventive Health Survey reported their social distancing, hand washing, mask wearing, and medical care avoidance between
July and October 2020 (n = 4395). Structural equation models were used. Results: Signiﬁcant predictors of higher risk
perception were female gender, older age, poorer health, city residency, personally knowing someone who had COVID-19, and
correct knowledge of vaccine/treatment. Higher risk perception was subsequently associated with higher frequency/probability
of practicing preventive behavior and/or avoiding medical care. Knowledge had the strongest path coefﬁcient with risk
perception. Discussion: Disseminating correct information to older adults could help them evaluate infection risk accurately.
Educational programs on the precautions implemented at clinical settings to ensure patient safety may encourage older adults to
seek timely medical care.
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Introduction
Practicing personal hygiene and social distancing are important measures to control virus transmission during
a pandemic. However, avoiding medical visits due to the fear
of virus exposure is not ideal because such medical care
avoidance may delay treatment of existing conditions and
diagnosis of new conditions, leading subsequently to higher
health risks (Czeisler et al., 2020). According to the Centers
for Disease Control and Prevention (CDC), older adults have
been disproportionately impacted due to their much higher
infection and death rates during the ongoing coronavirus
disease 2019 (COVID-19) pandemic (CDC, 2020a). Societal
disruptions caused by COVID-19, such as closure and
shortage of healthcare facilities or interrupted public transportation, together with fear of infection, could contribute to
medical care avoidance among older adults (Czeisler et al.,
2020). Identifying the factors inﬂuencing older adults’ preventive behavior and/or medical avoidance therefore has
practical implications for developing intervention strategies
to reduce their infection risk while ensuring their reception of
proper medical treatments. This study investigated signiﬁcant

predictors of risk perception and their effects on older adults’
preventive behavior and/or medical avoidance during the
COVID-19 pandemic.
Preventive behaviors have been widely studied in previous
pandemics. Exiting literature mainly focused on personal
hygiene measures (e.g., hand washing and mask wearing) and
social distancing such as avoiding public spaces (Majid et al.,
2020; Matiza, 2020). Studies consistently found many people
adopted preventive behaviors in the pandemic to reduce their
infection risk (Majid et al., 2020). Such personal hygiene
and social distancing behaviors are undoubtedly helpful
for individuals and society to mitigate virus transmission.
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However, avoiding hospitals is not an optimal choice for
older adults, especially for those with preexisting chronic
conditions or treatment needs. Medical care avoidance
delays their best opportunity for treatment, which subsequently may lead to higher mortality and morbidity risk
that could have been treated or prevented (Czeisler et al.,
2020; Maringe et al., 2020). However, most extant studies
have considered avoiding hospitals as part of social distancing or precautionary behavior during a pandemic (Majid
et al., 2020). New evidence focusing on medical avoidance
is urgently needed in the evolving COVID-19 pandemic
context.
Some reports have revealed the prevalence of medical
avoidance in different periods of the pandemic. A CDC report
using national syndromic surveillance data suggested a great
decline in emergency visits during the COVID-19 pandemic,
including declines of 23% for heart attack, 20% for stroke,
and 10% for hyperglycemic crisis from January to May 2020
(Lange et al., 2020). In June 2020, a nationwide survey
comprised representative US adults aged 18 years and older
indicated 40.9% avoided or delayed medical care during the
pandemic because of concern about COVID-19 exposure in
the hospital (Czeisler et al., 2020). Medical professionals
have raised concerns about the decreased diagnosis of some
diseases, such as stroke (Dula et al., 2020) and their potential
harm to older adults’ health (Sharma et al., 2020).
Risk perception is the most signiﬁcant predictor of preventive behaviors during the pandemic (Majid et al., 2020).
Strong evidence has been found in several pandemic contexts, including severe acute respiratory syndrome, inﬂuenza
A H1N1, Middle East respiratory syndrome, Ebola virus
disease (Majid et al., 2020), and COVID-19 (Matiza, 2020),
indicating higher risk perception leads to more preventive
behaviors. The fear of COVID-19 exposure was associated
with medical care avoidance (Czeisler et al., 2020). However,
the relationship between knowledge and risk perception or
preventive behavior is less conclusive. Some studies suggested that accurate knowledge about a disease leads to
higher risk perception and subsequent preventive behaviors
(Majid et al., 2020). However, others reported reverse or
nonsigniﬁcant relationships, indicating that despite high
knowledge, risk perception was lower or not associated with
precautionary measures (Quandt et al., 2020). Therefore,
exploring the association of knowledge with older adults’ risk
perception and subsequent preventive behavior or medical
avoidance in the evolving COVID-19 pandemic context is
warranted.
Using data from a large-scale Internet-based survey collected amid the pandemic, this study aimed to (1) investigate
predictors of older adults’ risk perception regarding COVID19 and (2) examine the relationship of risk perception with
preventive behaviors engagement and/or medical care
avoidance. Different from previous studies (Majid et al.,
2020), this study separated medical avoidance from preventive behaviors and discusses its implications to ensure that
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older adults obtain timely and appropriate medical treatment
while minimizing their infection risk. Study ﬁndings have
the potential to extend the literature by disentangling the
association between knowledge and both older adults’ risk
perception and their subsequent behaviors in the COVID-19
pandemic. Findings could be helpful for clinical professionals
to develop relevant education and/or public health interventions to encourage older adults to evaluate their infection
risk accurately and make informed decisions related to their
preventive behaviors and medical care-seeking.

Methods
Data and sample
Data from the COVID-19 Preventive Health Survey conducted by researchers at the Massachusetts Institute of
Technology (MIT) were used. Global Facebook users aged 18
years and older from 67 countries and territories were invited
to respond to an Internet-based survey focusing on their
knowledge, attitudes, and practices related to COVID-19
(MIT COVID-19 Survey, 2020). The MIT COVID-19 survey was launched on July 6, 2020 and has been collecting
information daily from Facebook users (Collisa et al., 2020).
This study accessed and analyzed the data in early November.
Respondents from the United States who completed the
survey between July 7, 2020 and October 31, 2020 were
included in the present study. We further restricted the
samples to older adults (aged 50 years or more), resulting in
a ﬁnal analytic sample of 4395 American older adults. This
study has received institutional review board approval from
Iowa State University.

Measures
Demographic characteristics. Gender was dichotomous (male
and female). Age was ordinal with 10-year intervals: 51–60,
61–70, 71–80, and over 80. Education was binary (college/
university/graduate school was recoded into “higher education” and others were recoded into “lower education”).
Density assessed respondents’ residence (city, town, and
village/rural). Self-reported health measured respondents’
overall health, ranging from 1 = poor to 5 = excellent. Race/
ethnicity was not released because MIT researchers were still
working on preserving privacy at the time of data analysis.
Employment status was excluded due to a large amount of
missing data. Sensitivity analysis showed including employment status as a covariate achieved similar model results
and did not change key ﬁndings.
Knowledge. Respondents were ﬁrst asked if they personally
knew someone who had tested positive for COVID-19 (yes/
no). Furthermore, they were asked about the existence of
vaccine and/or drug treatment for COVID-19 at the time of
the survey. Only the option that there was currently no drug
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treatment or vaccine for COVID-19 was considered “correct.” Other answers were recoded into “incorrect.”
COVID-19 new cases/deaths. To account for the potential
contextual effect of COVID-19 prevalence on individuals, we
retrieved daily numbers of new COVID-19 cases and deaths
from CDC (CDC, 2020b) and merged with the MIT dataset.
We matched the new cases and deaths with individual-level
data based on the residential state and date of survey so that
every respondent had his/her own unique value of new cases/
deaths corresponding to the state he/she resided in and the
date he/she responded to the survey. The numbers were
further rescaled by dividing by the state total population in
2018.
Risk perception. Three items were used to measure risk perception. Risk to community measured the degree of danger
COVID-19 risk presents to their community (not at all
dangerous = 1, slightly dangerous = 2, moderately dangerous = 3, very dangerous = 4, and extremely dangerous = 5).
Risk of infection asked how likely someone of respondents’
same age in their community became sick from COVID-19
(not at all likely = 1, slightly likely = 2, moderately likely = 3,
very likely = 4, and extremely likely = 5). Infection severity
was the perceived severity if the respondent became infected
with COVID-19 (not at all serious = 1, somewhat serious = 2,
and very serious = 3). For all items, higher values indicated
higher risk perception.
Preventive behaviors and medical avoidance. Preventive behaviors were assessed by asking respondents how often they
engaged in three recommended behaviors, including staying
at least 1 m away from people not in their households, cleaning
their hands with soap or alcohol-based handrub, and wearing
a mask or face covering in public (never = 1, rarely = 2,
sometimes = 3, often = 4, and always = 5). Medical avoidance
measured whether the respondents had avoided contact with
healthcare facilities or healthcare workers in the past week due
to fear of exposure to COVID-19 (no = 0 and yes = 1).

Statistical analysis
Descriptive statistics were used to summarize sample characteristics. Structural equation modeling (SEM) was used to
examine the relationships among study variables. The conceptual analytic model is presented in Figure 1. An initial
conﬁrmatory factor analysis model used three items to
measure the latent variable (risk perception). Preliminary
results showed excellent model ﬁt. Next, in the structural
models, demographic characteristics, COVID-19 covariates,
and knowledge predicted risk perception. Furthermore, risk
perception was used to predict preventive behaviors and
medical avoidance, separately. Through the mediation effect
model, this study was able to investigate the extent to which
individuals’ characteristics and contextual variables inﬂuence

Figure 1. Conceptual analytic model for structural equation
modeling.

their preventive behaviors or medical avoidance through risk
perception indirectly.
To ensure the latent concept (risk perception) was measured consistently across preventive behavior and medical
avoidance, the factor loadings and covariances were constrained to be the same across models. Because the study
sample was restricted to a small proportion of respondents,
using the weighting procedures provided by the MIT team to
mitigate the coverage, sampling variability, and nonresponse
biases was no longer appropriate (Collisa et al., 2020).
Therefore, all analyses were unweighted. Further discussion
of potential bias and limitations of this study are provided in
the Discussion section. All analyses were conducted in R
using the packages “car,” “tidyr,” and “lavaan.”

Results
Sample characteristics
Descriptive characteristics of the respondents are shown in
Table 1. More than 60% of respondents were women
(61.58%). Most respondents were aged between 51 and
70 years and most had higher education (76.87%). About half
lived in cities (46.71%). The average score of self-reported
health was 3.36 (range 1–5) with SD .97. Over 60% of respondents knew someone who had tested positive for
COVID-19 (61.03%) and had accurate knowledge of the
existence of vaccine/treatment (68.71%). Respondents reported relatively high risk to their community and risk of
infection (>3 on the range 1–5) and severity of infection (2.5
out of 3). Overall, respondents frequently engaged in preventive behaviors in practice (mean scores for all three behaviors >4). About 21% of the respondents avoided contact
with healthcare facilities or healthcare workers in the past
week due to fear of exposure to COVID-19.

SEM Results
Table 2 presents the SEM results for four models, separately.
All goodness-of-ﬁt indices were satisfactory (comparative ﬁt
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Table 1. Descriptive Statistics for Respondents (n = 4395).
Variable

Mean (SD), %

Gender (female)
Gender (male)
Age (51–60 years)
Age (61–70 years)
Age (71–80 years)
Age (over 80 years)
Education (higher)
Education (lower)
Density (city)
Density (town)
Density (rural)
Self-reported health (range 1–5)

61.58
38.42
39.61
38.54
18.63
3.21
76.87
23.13
46.71
30.79
22.50
3.36 ± .97

a

Variable

Mean (SD), %

Know someone positive (yes)
Know someone positive (no)
Know existence of vaccine/treatment (correct)
Know existence of vaccine/treatment (incorrect)
COVID-19 new casesa
COVID-19 new deathsb
Risk to community (range 1–5)
Risk of infection (range 1–5)
Severity of infection (range 1–3)
Social distancing (range 1–5)
Hand washing (range 1–5)
Mask wearing (range 1–5)
Medical avoidance (yes)
Medical avoidance (no)

61.03
38.97
68.71
31.29
1.58 ±
2.38 ±
3.41 ±
3.36 ±
2.50 ±
4.00 ±
4.55 ±
4.72 ±
20.97
79.03

1.32
2.65
1.11
1.04
.64
.92
.66
.73

Unit: per 10,000 people of the residential state.
Unit: per 1,000,000 people of the residential state.

b

Table 2. Structural Equation Modeling Result for Four Models.
Social distancing
Risk perception as outcome variable
Gender (male)
Age (61–70 years)
Age (71–80 years)
Age (over 80 years)
Education (lower)
Self-reported health
Density (town)
Density (rural)
COVID-19 new cases
COVID-19 new deaths
Know someone positive (yes)
Know existence of vaccine/treatment (incorrect)
Risk perception as predictor variable
Goodness-of-ﬁt indices
CFI
TLI
RMSEA

Hand washing

Mask wearing

Medical avoidance (Yes)

.108
.100
.146
.092
.029
.273
.103
.137

.122
.098
.143
.091
.027
.270
.101
.139

.125
.094
.142
.086
.031
.265
.099
.143

.114
.094
.140
.089
.026
.281
.104
.136

.016
.028
.096
.286
.255

.016
.029
.100
.287
.223

.016
.030
.101
.290
.556

.018
.024
.100
.283
.271

.906
.873
.051

.880
.838
.059

.906
.874
.053

.906
.873
.052

Note. CFI = comparative ﬁt index; TLI = Tucker–Lewis index; RMSEA = root mean square error of approximation.
Medical avoidance (yes) was recoded as a dummy variable. Reference levels were female for gender; 51–60 years for age-group; higher for education; city for
density; no for knowing someone positive; correct for knowing existence of vaccine/treatment. All coefﬁcients were standardized. Models were estimated using
full information maximum likelihood. Standard errors were estimated using bootstrapping.  p < .05;  p < .01;  p < .001.

index (CFI) close to or above .9; Tucker–Lewis index
(TLI) >.83; and root mean square error of approximation
(RMSEA) close to .05). Except for education, COVID-19
new cases, and deaths, most demographic characteristics and
knowledge variables were signiﬁcant predictors of risk
perception. Among all signiﬁcant predictors, having incorrect knowledge of COVID-19 vaccine/treatment had the
highest standardized path coefﬁcient with risk perception

(b ≈ .280). In addition, risk perception was a strong predictor for preventive behavior and medical avoidance across
the models.
Speciﬁcally, respondents with female gender, older age,
poorer self-reported health, city residency, personally knowing someone who had tested positive for COVID-19,
and accurate knowledge of vaccine/treatment had higher
levels of risk perception and were more likely to engage in
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preventive behaviors (i.e., social distancing, washing hands,
and wearing a mask) and to avoid medical visits. Among
them, the mask wearing model had the highest path coefﬁcient (b = .556), indicating that risk perception had
a stronger effect on mask wearing than did the other two
preventive behaviors.

Discussion
Using data from a national sample of American older adults,
this is the ﬁrst study examining both the determinants of risk
perception regarding COVID-19 and its association with
preventive behaviors and medical care avoidance. First, our
ﬁndings indicate medical care avoidance was prevalent
among older Americans mid-pandemic (>20%). The ﬁnding
also corroborates the existing literature that risk perception
was a strong predictor of preventive/avoidance behavior
(Majid et al., 2020). Model results indicated that the signiﬁcant predictors of higher risk perceptions were female
gender, older age, poorer self-reported health, city residency,
personally knowing someone who had been tested positive
for COVID-19, and having correct knowledge of vaccine/
treatment. Subsequently, higher risk perception was associated with higher frequency to practice preventive behaviors
and/or higher probability to avoid medical care. Our ﬁndings
unveil the preventive/avoidance behavior and its associated
factors among older Americans, extending empirical evidence on the health/healthcare behavior of older adults in the
evolving pandemic.
More than 20% of older respondents reported having
avoided contact with healthcare facilities or healthcare
workers in the past week due to fear of exposure to COVID19. Although medical care avoidance may indicate adherence
to recommended COVID-19 mitigation guidelines, such as
stay-at-home orders/advisory, the prolonged avoidance of
medical care may lead to delayed treatment of existing
chronic conditions and diagnosis/treatment of new conditions, which subsequently can lead to potentially avoidable
negative health outcomes (Czeisler et al., 2020). Medical care
avoidance may represent an unintended consequence of
COVID-19 risk mitigation guidelines to prevent community
spread among American older adults.
Consistent with prior studies (Abdelrahman, 2020; Plohl
& Musil, 2020), our ﬁndings indicate that a higher level of
COVID-19 risk perception was linked to a greater level of
engagement in preventive behaviors and medical care
avoidance. Put differently, older adults who perceived
COVID-19 as dangerous and risky were more likely to engage in preventive behaviors and avoid medical care to
mitigate their infection risk. Accurate risk perception, which
does not overestimate or underestimate the infection risk, is
therefore critical in facilitating medical care-seeking and
adherence with public health guidelines. Public health interventions targeting accurate risk perception may facilitate engagement in preventive behaviors and medical
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care-seeking behaviors. Healthcare professionals should also
explain to the public that they are implementing necessary
measures to prevent and control the virus in hospitals to
ensure the safety of medical visits (Lange et al., 2020).
Study ﬁndings highlight several signiﬁcant correlates of
older adults’ engagement in COVID-19 preventive behaviors. Older age was associated with a higher likelihood of
engagement in preventive behaviors, probably because of
greater likelihood of preexisting conditions and infection risk
and thus greater vigilance about governments’ recommended
anti-transmission guidelines to reduce their infection risks
(Kim & Crimmins, 2021; Muto et al., 2020). An interesting
gender difference was observed. Consistent with other studies
(Abdelrahman, 2020; Al-Hanawi et al., 2020), women were
more likely than men to practice social distancing. One
possible reason is that women were more likely to express
negative emotional responses to a pandemic (Lau et al.,
2010); therefore, women usually had higher levels of risk
perception (Ibuka et al., 2010), leading to subsequent preventive measures. Targeted health education interventions
could focus on men since they are less likely to practice
preventive behaviors. Additionally, city residency was associated with higher risk than rural/town residency probably
due to higher population density in city areas. People residing
in cities may be less able to keep physical distance and
therefore face a higher risk of contracting COVID-19
(Carozzi et al., 2020).
Results also suggest that older adults with poorer selfreported health were more likely to have higher perceived
risk. This probably reﬂects the reality that many older adults
have underlying medical conditions and face higher risk of
contracting COVID-19 and possibly dying from it because of
the disproportional effect of COVID-19 on older adults
(CDC, 2020a). A prior study reported that the presence of two
or more chronic conditions and disability was associated with
a higher likelihood of medical care avoidance (Czeisler et al.,
2020). The high prevalence of medical care avoidance could
explain the increasing mortality from underlying chronic
conditions other than COVID-19 observed during the pandemic such as diabetes, heart disease, and cerebrovascular
diseases (Woolf et al., 2020). This ﬁnding is also consistent
with the documented decline in emergency department visits
and hospitalization due to life-threating conditions other than
COVID-19 during the pandemic (Lange et al., 2020; Oseran
et al., 2020). Older adults could be more vulnerable than
younger populations to negative ramiﬁcations of medical care
avoidance.
More than 60% of respondents personally knew someone
who tested positive for COVID-19. Because a prior study
reported that individuals with personal experiences related to
COVID-19 diagnosis or death were more likely to have
psychological symptoms (Gallagher et al., 2020), appropriate
intervention strategies and programs need to be developed to
mitigate emotional sequelae among older adults who experience loss and grief from the pandemic. This ﬁnding is

6
consistent with emerging literature that predicted the
alarming demand for mental health services after the pandemic (Pfefferbaum & North, 2020; Simon et al., 2020).
Moreover, congruent with a prior study (Czeisler et al., 2020),
the ﬁndings further suggest that knowing someone who tested
positive for COVID-19 was a signiﬁcant predictor of both
engagement in preventive behaviors and medical care
avoidance among older adults. We postulate that personal
experience related to COVID-19 may authenticate the existence and severity of the pandemic and help the skeptical
realize COVID-19 is not a hoax. Therefore, the immediate
concern of contracting COVID-19 in real life determines
older adults’ behaviors. Personal experience related to
COVID-19, therefore, may represent a potential screening
tool to identify older adults at higher risk for medical
avoidance.
It is worth noting that over 30% of the older respondents
had inaccurate knowledge regarding the existence of
COVID-19 vaccine/treatment. Misinformation among the
general public about COVID-19 has been documented by an
emerging body of literature (Roozenbeek et al., 2020). Prior
studies suggested that misinformation was associated with
a lower likelihood of adherence to public health mitigation
recommendations and willingness to get vaccinated, which in
turn may lead to spread of the virus (Mian & Khan, 2020;
Roozenbeek et al., 2020). Only with accurate knowledge of
the virus can the public objectively evaluate the risk and adopt
effective preventive behaviors. In this study, knowledge of
COVID-19 vaccine/treatment had the strongest path coefﬁcient for risk perception, highlighting the importance of
disseminating correct information to help the public understand the pandemic. Credible sources of information on
transmission reduction strategies should be made available to
older adults. Because inaccurate knowledge was associated
with risk perception, which thereby inﬂuences compliance
with preventive behaviors and medical avoidance, educational campaigns tailored to older adults are urgently needed
to denounce misinformation related to COVID-19.
Interestingly, state-level COVID-19 new cases/death covariates were nonsigniﬁcant predictors. A potential explanation is that state-level measures could not well capture the
prevalence or severity of COVID-19 in their residence. It is
possible that individual differences represent major determinants of older adults’ engagement in preventive behavior
and medical care avoidance, regardless of contextual factors.

Limitations
Several limitations of the study warrant discussion. First, data
used in this study were self-reported online by older adult
Facebook users, which may introduce selection, coverage,
and nonresponse bias in the study sample. The study sample
may not be representative of older adults with low educational background and/or low technology literacy. Therefore,
generalization of these ﬁndings is limited. Data quality also
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was subject to the common limitations of Internet-based
surveys. Although limited available data on older adults
related to COVID-19 and its relatively large sample size
justify the signiﬁcance of this study, the ﬁndings should be
interpreted with caution. Future studies using representative
data are also needed to validate these ﬁndings. Second, the
medical care avoidance measure used here assessed whether
the respondents avoided any medical care without differentiating routine versus urgent/emergency care. Therefore, it
was not possible to determine whether older adults avoided
their routine or urgent/emergency care, which could provide
nuanced information to inform targeted interventions. Future
studies need to investigate predictors and outcomes associated with the extent to which older adults avoid varying types
of medical care.
Third, due to limitations of secondary data analysis,
certain variables that may be related to preventive behaviors
and medical care avoidance (e.g., race/ethnicity, health insurance status, and existing chronic conditions) were not
included in the analyses and warrant investigation in future
studies. Especially, since racial/ethnic minority communities
have been disproportionately affected by COVID-19 (Garcia
et al., 2020), the inability to investigate race-/ethnicity-based
differences in this research presents a signiﬁcant limitation.
Future studies need to investigate racial/ethnic disparities in
medical care avoidance and preventive behaviors. Fourth,
data used in this study are self-reported and thus possibly
subject to recall bias.

Implications
Findings from this study have signiﬁcant public health and
research implications. First, medical care avoidance due to
concerns about COVID-19 among older adults calls for attention from clinicians working with this population. Considering the potential negative health outcomes of medical
care avoidance, interventions to promote timely care utilization, particularly among older adults with existing chronic
conditions, are urgently needed. Ensuring older adults with
chronic conditions obtain necessary medical care to maintain
and manage their conditions is imperative. Contactless care
delivery models, such as telehealth, need to be evaluated to
alleviate medical care avoidance among older adults whose
needs could be served in such care delivery settings.
Second, to promote accurate risk perception, it is critical to
develop educational campaigns to inform populations of
COVID-19 knowledge and risk reduction strategies, as well
as denounce misinformation related to COVID-19. Public
health professionals informing older adults about COVID-19
risks could improve compliance with preventive behaviors.
Healthcare professionals should assist in raising public
awareness of the safety precautions implemented at healthcare facilities to encourage care-seeking. Moreover, educational programs focusing on health risks of medical care
avoidance and the necessity of care-seeking for certain
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conditions may be helpful to facilitate timely care-seeking
among older adults. Finally, to develop targeted interventions, future studies need to investigate speciﬁc/nuanced
reasons of medical care avoidance among older adults other
than fear of COVID-19 exposure.

Conclusion
Over 20% of American older adults reported avoiding
medical care due to COVID-19–related concerns during
the pandemic. Unintended consequences associated with
COVID-19 mitigation recommendations among older adults
warrant urgent attention for research and practice. Outreach
programs to increase awareness of COVID-19 safety precautions implemented by healthcare facilities may be helpful
in promoting timely care-seeking behaviors among older
adults. Study ﬁndings underscore the importance of risk
perception in explaining older adults’ engagement in preventive behaviors and medical care avoidance. Accessing
credible information regarding COVID-19 is critical to form
accurate risk perception.
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