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Abstract: Public health and care policies across OECD (Organisation for Economic Co-operation
and Development) countries increasingly encourage aging in place, enabled by both formal care
networks, and informal (family) care and social solidarity in the neighborhood. However, little is
known about how a person’s neighborhood might affect their aging in place. The COVID-19 crisis
unintendedly offered a good opportunity to observe the neighborhood’s role in the provision of
care. Since formal care services were often limited during the lockdown, informal caregiving may
have increased. However, intergenerational contacts in and outside of the household were strongly
discouraged by governments worldwide, adding another layer of complexity to caregiving. The
aim of this qualitative study was to assess how informal caregivers in Flanders managed to provide
care to their care receivers, and what role the neighborhood played in this provision of care. Sixteen
qualitative Skype and telephone interviews with informal caregivers were conducted between June
and December 2020 to understand their experiences and coping strategies. Overall, most respondents
increased their frequency of caregiving during the first lockdown. They took on the extra care needs
during the lockdown themselves, and did not actively invoke any kind of neighborhood support.
The significance of the neighborhood seemingly remained limited. This was often not because no
help was offered, but rather due to a sense of pride or the fear of infection, and an increased effort by
family caregivers.

Keywords: aging in place; informal care; COVID-19; neighborhood

1. Introduction

The COVID-19 pandemic had a major impact on people’s lives worldwide. Like in
many other European countries, most people were confined to their own home during
the first lockdown in Flanders (Dutch-speaking region of Belgium), which lasted from 18
March to 3 May 2020. Supermarkets, pet food stores, and pharmacies were considered
essential and remained open, although older people and people at risk were discouraged
from going there themselves. Residential care facilities were closed for visitors, as were
local service centers offering activities and support to older people [1]. Contacts with older
people were discouraged, both inside residential care homes and in their own dwellings
or environments, as illustrated by a statement from Wouter Beke, the Flemish minister
of Welfare, Public Health, Family and Poverty Reduction: “The message should be clear:
stay away from older and frail persons, unless there are no alternatives. [...] This not only
applies to residential care settings, but to the whole society” [2], translated. Even informal
care was discouraged when it was not absolutely necessary [3]. However, to what extent
informal care could be considered as essential was not very clear or specified. The general
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message was that grocery deliveries were essential, but having a chat was not. Hale, Barrett,
and Gauld [4] have pointed out this issue over a decade ago, arguing that because social
contact is generally not considered an essential activity, older people experience barriers to
ask for assistance to meet their social needs. Care is often narrowly understood as a set of
physical tasks, instead of as an entire range of activities, including social interactions. Our
own understanding of care adopts the latter, more inclusive viewpoint [5]. The authors
acknowledge that there are equally numerous ways to define caregivers. In this article,
informal caregivers are defined as friends, neighbors, and family members who provide
care to an older adult. They may receive some compensation for this care (such as financial
governmental support when registered as a caregiver), but it is not their professional job.

As movements were highly restricted both nationally and internationally, people
were confined to their home and immediate neighborhood. What did this mean for
the patterns of informal care? Older people might have had to appeal more to their
family, but also to their neighborhood networks to obtain daily necessities, since they
were discouraged from going to the supermarket themselves. Older people without
family caregivers living nearby might have become more dependent on the neighborhood,
whereas older people without any informal family care apparently were not taken into
account in the initial decision-making process (though many cities did call older residents
and started online platforms where citizens could ask for help [6]). Moreover, during the
lockdown, considerable amounts of formal and professional care were often cancelled or
drastically limited, further increasing the pressure on informal care ([7], see Figure 1 for
Belgium). Such lockdowns happened in most countries, and their effects on informal care
provision are currently being investigated. On the one hand, it is clear, as Chan et al. [8]
mention, that “[d]uring large-scale public health emergencies, home care may be the only
viable method of providing continuous healthcare”; on the other hand, there is a need for
more in-depth knowledge about informal home care and informal home care providers and
their involvement (family or neighbors). Quantitative studies from Germany and Austria
reported that the psychosocial burden on many informal caregivers intensified during the
pandemic [9,10]. Qualitative studies in Serbia and the USA likewise found an impact on
the mental health of informal caregivers [11,12]. This paper adds to this qualitative body of
knowledge, focusing on the experience and coping mechanisms of informal caregivers in
Flanders during the COVID-19 pandemic. We were especially interested in how informal
caregivers managed to provide care during this challenging time, and what role the local
neighborhood and other (informal) networks played. Thereby, we complement large-scale
quantitative studies, such as the ones from the federal research institute Sciensano [7].

Figure 1. Percentual changes in care provision in April 2020. The first weeks of lockdown saw
major decreases in care provision, both for formal and informal care, despite a concurrent increase in
informal care for some. The image is reproduced and translated from [7].



Int. J. Environ. Res. Public Health 2021, 18, 6482 3 of 14

1.1. Aging in Place: The Neighborhood as the Missing Link

In Belgium, as in most other OECD (Organisation for Economic Co-operation and
Development) countries, eldercare policies stimulate aging in place, often narrowly under-
stood as getting older in one’s own family dwelling. Concurrently, policies increasingly
focus on the socialization of care, whereby care is seen as a shared responsibility [13,14].
In reality, this means an increased focus on informal care, which is often combined with a
decentralization or re-scaling of governmental care responsibilities [15,16].

Remaining at home is the wish of most older people themselves, expressed while
still in good health. Many associate home with positive memories, mostly at times they
had no health restrictions [17]. Moreover, the fear of moving and losing their social
network is an important factor [18,19]. Another reason for this general preference can be
the lack of attractive dwelling alternatives. Alders and Schut [15] indeed mention that
residential care facilities suffer from negative connotations (also because their population
dominantly consists of older people with severe physical or mental constraints), while
other alternatives are lacking, not well-known, or complicated by administrative rules.
However, many authors question the desirability of aging in place, refuting its apparent
reputation of being the best option from a health and macro-financial perspective [20–22],
and when it comes to care supply [15].

Due to the narrow focus on the home, policies often neglect the fact that they implic-
itly assume the availability of a supportive family, neighborhood, and environment [23].
Unfortunately, a comprehensive viewpoint on aging in place is often lacking [24]. Although
there are initiatives, such as the WHO Age-Friendly Environments, little is known about
what neighborhood characteristics contribute to the enabling of aging in place. Even
when it comes to environmental gerontology and the so-called person–environment fit, the
focus is predominantly on the dwelling itself, while the role of the dwelling’s immediate
environment—the neighborhood—is neglected [25,26]. We agree, therefore, with authors
who argue that more attention is needed for the meso-level, or more specifically, the level
of the neighborhood [27,28]. In the context of the pandemic, we define the neighborhood as
the living environment in which people were allowed to move freely during the lockdown.

1.2. Informal Care during the COVID-19 Pandemic

Whereas the aging in place policy is based on the idea that informal care will be able
to cover a lot of older people’s needs, several international studies have questioned the
availability of informal care due to demographic and societal shifts [11,29]. In general,
the number of potential caregivers for the oldest age groups is decreasing, because the
oldest cohorts continue to grow faster than the generations following them [30,31]. Besides,
informal caregiving is not without costs itself, and can impact the quality of life and
wellbeing of the caregiver [32]. Providing care impacts labor force participation, particularly
for women, who still provide the bulk of informal care [33]. Moreover, the extent to which
care is seen as a responsibility of the government on the one hand or family on the other
differs between countries and cultures [34], and an increased focus on informal care does
not necessarily mean that informal caregiving will, or even can, increase [35]. Some people
do not want to shift their care burden to their children, and mainly consider the government
and care institutions responsible to provide care [36], while others (e.g., family members)
consider the opportunity costs to provide care too high [37,38].

All of these factors became even more evident during the pandemic’s first lockdown.
Reports of the federal research institute Sciensano show that in April 2020, almost 50%
of Belgian older people making use of formal home care (provided at their individual
dwelling) did not receive this care during the first weeks of lockdown, while 94% of people
using cleaning services noticed their cancellation ([7], see Figure 1). This implies that the
gap in care had to be filled somehow. Whereas more than 35% of the report’s respondents
indicated that the help of family, neighbors, and friends increased during this period,
half of them reported a decrease or full stop in informal help. Clearly, the hypothesis of
informal help becoming more important during the lockdown needs nuancing. However,
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Sciensano’s research does not differentiate between family, neighbors, and friends as
informal caregivers [7]. Hence, our research is complementary, because it specifically looks
at support from the neighborhood as an alternative for informal family caregivers.

2. Research Goals and Methodology

This paper is a part of a larger research project on older people aging in place and the
role of distance in the negotiation of care, which was approved by the KU Leuven ethical
commission in 2018. Its relevance has been significantly highlighted by the COVID-19
pandemic. To explore whether the dynamics of informal care patterns changed—and, more
specifically, whether the appeal to the neighborhood increased—a qualitative methodology
was set up. Since it happened to be impossible to reach out to old age care receivers them-
selves, 16 in-depth interviews were conducted with informal caregivers across Flanders.
Participants were recruited through personal connections of the authors and consequently
through snowball sampling, with the inclusion criterion of providing informal care. All
were contacted via telephone or email after expressing interest in participating in the
research. All respondents gave their informed consent with anonymity guaranteed under
all circumstances for themselves and the people they talked about. A brief explanation of
the research was given both in the first contact and at the beginning of each interview. The
participants were all invited to ask any questions they had at the end of the conversation.
In total, 16 respondents were interviewed between June 2020 and December 2020 by the
shared first authors. The average duration of a conversation was 37 min, and the shortest
and longest calls took 17 and 79 min, respectively. Because our primary respondent sample
came from within our circle of acquaintances, we have an overrepresentation of higher-
educated persons. The study design aimed to gain in-depth insight on how informal
caregivers coped with their responsibilities, and whether they made use of additional
support from the neighborhood. Therefore, a qualitative approach was adopted, which
was more appropriate to gain in-depth insight into the coping strategies of informal care-
givers [39] or perceptions of caregiving itself [40]. Respondents came from both suburban
and urban localities, with a small overrepresentation of (smaller) urban areas. As this
is an exploratory study, the limited number and specific profile of the respondents were
acceptable, given the data saturation. Seven calls were conducted by telephone, nine using
Skype, twice without a video presence from the respondent, and seven enabled by video.
Moreover, through snowball sampling, we interviewed one member of a neighborhood
initiative, whom we questioned about the demand and offer of neighborly help.

During the interview, participants were asked to reflect on how they contributed
to the care provision of the older people they assisted. A literature-inspired topic guide
was agreed on to facilitate free conversation flow with two key topics in mind: care and
distance, and the meaning of the neighborhood. This paper focuses mainly on the latter
topic. The final guide included these preconceived items:

1. The state of affairs before the lockdown: neighborhood characteristics and networks,
living arrangements, role assignments, etc.

2. The impact of lockdown on the care provision: appeal to the neighborhood, shifting
caregiving roles and intensities, non-essential movements, increased burdens, etc.

The thematic analysis followed the six steps proposed by Braun and Clarke [41–43].
The analysis did not follow a linear process, but rather consisted of several iterations of
and jumping between these six steps. The interviews were transcribed verbatim (except for
two conversations), including non-verbal utterances (like sighs and pauses). All records of
raw data were archived as anonymized recordings and verbatim transcriptions. During
interactive weekly meetings, the research team decided on five major themes, namely care,
home, neighborhood, social contact, and distance. Starting from these broad predefined
themes, the shared first authors independently coded the interviews selectively, openly,
and axially [40] using the qualitative analysis program QDA Miner Lite. Each resulting
code was subdivided into three subcategories: before, during, and after lockdown.
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2.1. General Profile of Respondents
2.1.1. Caregivers

Due to the COVID-19 safety measures and difficulties interviewing older people
digitally, we interviewed their caregivers instead. All but one of the caregivers (N = 15)
interviewed were between 50 and 69 years old and were an adult child (or child-in-law)
or family member of the care receiver(s). All but two respondents were women (N = 14).
A small majority (N = 9) provided care for only one older person, usually their mother
(N = 6). Only one participant explicitly provided care to non-family members in her
neighborhood. Ten caregivers were married, three did not divulge this information, and
three were divorced, widowed, and unmarried, respectively. Seven caregivers provided
care to multiple persons, either several family members or neighbors. Most caregivers
(N = 13) were not alone in the care provision and could count on others, usually siblings.
Nevertheless, three quarters of our interviewees explicitly stated that they took on the
highest care loads.

2.1.2. Care Receivers

Most care receivers were older than 80, living at home, and a parent (or parent-in-law)
of the caregiver. On average, the older persons had received care for about nine years.
A minority of care receivers had recently moved (N = 7), the majority had lived in their
current house for over 30 years, and one lived in a residential care facility.

2.1.3. Caregiving Characteristics

More than half of the respondents lived in urbanized or semi-urbanized areas close
to the people they provided care for; two cases showed co-residency between the adult
children and parents, and another two had a formal caregiver living with their care receiver
coming from Eastern Europe. Caring needs ranged from nearly independent to high-care
needs, with some (N = 7) needing medium to high care. In a slight majority of cases, the
main care receiver was still able to leave their home, either with help or independently
(N = 9). In a quarter of the cases, one or more inhabitants never left their home due to
high caring needs. The vast majority of cases (N = 11) made use of some type of formal
care other than cleaning services, such as homecare or family aid. Before the lockdown, all
participants provided care on a weekly basis, with almost half doing so several days a week
and a quarter daily. During lockdown, these numbers increased; half of the respondents
reported providing care daily and a quarter several days a week. There was only one
decrease in frequency: an older lady living in a residential care facility could not receive
her caregiver, as visits were strictly forbidden throughout the lockdown.

2.2. Ethical Approval

Ethics approval for the research project was given by the KULeuven SMEC re-
view board (social and societal ethics committee) on 30 October 2018, and filed under
G-2018 10 1355.

3. Results

Our results showed the pandemic’s impact on habitual caring practices and older
people’s neighborly connectedness. Firstly, we explain how our respondents dealt with
the pandemic; secondly, how caring responsibilities shifted; and thirdly, what role the
neighborhood played within that transition.

3.1. Dealing with the Pandemic

Our findings indicated that a substantial amount of formal care was cancelled or
limited due to the COVID-19 pandemic, and often compensated for by existing informal
family networks, mostly by the primary family caregiver. Moreover, family caregivers did
not seem inclined to call upon neighbors or the neighborhood to help in the care provision.
Some even discouraged their care receivers from accepting such help when offered, possibly
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out of fear of infection. In general, we noticed that social and support networks shifted
significantly during the lockdown, often related to governmental mobility restrictions
restricting non-essential movements. However, people coped with these rules differently,
as they found ways to keep in touch and to negotiate both physical and emotional distance.
According to our respondents, some older persons insisted on their informal caregivers,
both family and friends, entering the house. Others asked family caregivers not to enter
their home and to drop off groceries in the garage or at the front door. Furthermore, some
caregivers visited their parents multiple times a week as they did before the pandemic,
while others developed a strict rotation in taking turns. In some families, this led to
frustrations, for example, when one child wanted to limit contact with his/her parents
while the sibling(s) objected. Additionally, several care receivers, especially those less
mobile and homebound, were reportedly not always aware of the reality of the pandemic,
and made unrealistic demands in terms of specific goods and services to provide.

In general, for many people, the neighborhood likely became more important due
to mobility restrictions (the media reported, for example, about neighbors applauding
medical staff together, each on their own doorstep, every night at 8 pm during the first
lockdown). We expected that this increased importance of the neighborhood might also
have played a role in the provision of informal care. However, according to our respondents,
the neighborhood did not become a larger source of informal care, and, in most cases,
the appeal to the neighborhood remained limited, as was the situation before the start of
the pandemic. This may partly be a consequence of the older persons’ health conditions,
as many struggled with mobility and were therefore largely confined to the home even
before the pandemic, having limited contacts with neighbors and within the neighborhood
anyway. However, for those who still were mobile, the neighborhood did not automatically
become more important in daily life. In some cases, informal caregivers restricted or
strongly discouraged older people from going out during the first weeks of the lockdown,
potentially disrupting already limited social networks. Moving to stay somewhere else
also was not seen as a viable option. Many of our respondents noticed that their care
receivers had the explicit wish to remain in their own dwelling. Due to the large number
of COVID-19 outbreaks in residential care facilities and ill treatment of the crisis at these
facilities during the first wave [44,45], many older people’s distrust towards residential
care facilities was reinforced, and most respondents supported their care receivers’ wish to
stay put even more.

3.2. Shifting Responsibilities between Formal and Informal Care: Negotiating Care Giving
3.2.1. Taking Over Formal Care

Before the outbreak of the COVID-19 pandemic, most of our respondents indicated
that their care receivers made use of some formal home care or formal services, mostly for
bodily needs and household tasks, such as cleaning or ironing. During the first weeks of
the strict lockdown, access to formal home care was, however, limited. In several cases,
formal services and care were cancelled by the providers, which resulted in informal family
caregivers taking over these tasks due to the lack of alternatives. However, even when
formal caregivers were still willing to provide care, some of our respondents reported
purposefully cancelling habitual formal caregivers out of precaution and taking over the
tasks previously performed by those formal caregivers. In one case, the informal caregiver
not only cancelled all formal home care, but also decided to move in with her parents to
co-reside for the duration of the lockdown and to provide the necessary help. As an only
child being able to work remotely from home and living in a different city than her parents,
she considered this to be the only viable option:

“So also the cleaning lady did not come anymore. More specifically, it meant
that all these tasks [doing groceries, light medical care, cleaning the house] [ . . . ]
ended up with me. So that’s why I moved into their bubble [temporarily moved
in their home] because otherwise, that would’ve been impossible to manage.”

Adult daughter, ±20 km, Heverlee—Tienen
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Most care receivers were very willing to accept formal help again when the situation
improved, often because these professionals were recognized as important social contacts
as well. However, sometimes caregivers were more reluctant, and postponed formal care
a few more weeks or even months. The main reason was a fear of infection related to a
certain level of distrust regarding the formal caregivers disobeying the rules and/or not
wearing masks (which was not yet mandatory during the first lockdown). This was not
always thoroughly discussed with the care receivers, creating tensions when they were
close to their formal caregivers. Other factors impacted this decision-making process too, as
one respondent indicated that she wanted to prevent her parents ending up in the hospital
at all costs, completely isolated due to visitor restrictions in hospitals:

“I’m truly very scared that—imagine they fall and it’s actually a broken leg that
you could easily fix, but they go to the hospital and they can’t see anyone for a
week over there, yes, that’s just horrible for them.”

Adult daughter, ±10 km, Linden—Heverlee

3.2.2. New Caregiving Roles: Negotiating Emotional and Social Distance

Most respondents took up a higher caring load to compensate for the loss of formal
care services. Their motivation to care was high, though some felt their boundaries of
intimacy being crossed, especially when it came to more hygienic tasks that were not
performed before the lockdown. One respondent summarized this very well by indicating
that, even though the care itself became much less spontaneous in general, becoming more
formal, distant, and fixed in time, at the same time, it became more intimate:

“I have never been very intimate [with my mother]. But, on the one hand,
additional intimacies were added, as I for example had to help my mother going
to the toilet, when keeping distance [1,5] meter is impossible, while on the other
hand, it is much less intimate, exactly because of corona. That’s sometimes
difficult. Particularly in the first weeks, we worried, when we had some contacts,
like I hope I don’t have anything [COVID-19].”

Adult son, same neighborhood, Brasschaat

For some, the extra care burden generated a lot of stress as well. Some of our partici-
pants suffered a loss during this period, generating even more complex situations of care
negotiating. To one participant, it became apparent that similar situations were not tenable
long-term; caring became a full-time occupation, profoundly disrupting her life:

“I truly have noticed that this, I could not manage this long-term, absolutely not.
This is unsustainable, also because, well, I have a very active life, right? This is
truly ending up again in a situation where you really become, well, the nurse in
fact, the. . . housewife let’s say.”

Adult daughter, co-residence, Oostende

Several participants used a rotation system to share responsibilities related to care
and help, both before the pandemic and during the lockdown. The difference before and
during the lockdown was that these visits and rotation systems generally became more
formal, as a spontaneous visit to the older parents became less likely. Interestingly, the
sibling who already took on most of the care duties before the pandemic kept doing this
during the lockdown in most cases, often to a higher degree:

“Honestly, not much has changed. I might have three brothers, but they don’t
really show up anymore. Exactly because I’m now in a bubble of five with my
sister and my mother. Also, all three of my brothers work and don’t really visit
to give care.”

Adult daughter, ±12 km, Brasschaat—Wijnegem
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3.2.3. Negotiation Distance in Caregiving

In most cases, the rotation systems worked, although they could sometimes lead to
light tensions or arguments, in which one of the siblings did not want to visit too frequently
and insisted on keeping distance with the parent, for example, by only visiting in the
garden. While most respondents lived close to the care receiver, geographical distance
influenced the caregiving process. Oftentimes, living closer to the care receiver was exactly
the reason someone became the primary caregiver, both before and during the pandemic. In
other cases, geographical distance became an important limitation to visit, especially when
one of the siblings was living abroad and was not able to visit and/or temporarily relieve
the pressure on the primary informal caregiver. Even when multiple siblings lived in the
same municipality and therefore were close by, geographical distance played a role, in the
sense that, for example, one of the siblings passed by the home of his parents daily, making
him the one paying spontaneous visits. In another case, the care was equally distributed
between siblings, but the one living closest to their parents was responsible for emergency
situations or urgent matters. The consistency of this process indicated a shifting of duties
to the sibling living closest after a residential move of the previous habitual caregiver.

In combination with mobility restrictions, we expected that distance would become
a larger threshold to help in times of the pandemic, but it seems this was not necessarily
the case for our respondents. Nevertheless, in some cases, the mobility restrictions were
mentioned, in which it was emphasized that it was not always clear if providing help
and care was classified as an essential trip by the authorities. Sometimes, this led to
frustrations. One of our respondents indicated that she and her sister lived 75 km away
from their mother, and that the restrictions complicated the care provision. Moreover,
since their mother was living in a very rural area without neighbors close by, neighborly
care was not an option. Therefore, she and her sister kept visiting once a week to bring
groceries and other necessities. Furthermore, she argued that social contact was just as
important as the actual caregiving, expressing her frustration that her mother could not see
her grandchildren:

“Plus, that’s not acceptable, that a grandchild makes a non-essential trip of
that many kilometers, right? Because that really bothered me, that so-called
non-essential trip, because those aren’t unnecessary trips to us, you see?”

Adult daughter, ±75 km, Diependaal—Bree

Even in co-residence, with distances at a micro-scale, adjustments had to be made.
One of our respondents living in an intergenerational residential unit explained how he
and his wife avoided the elevator and took the stairs only, so that his parents-in-law were
the single users of the elevator, and agreed on a schedule for using the shared spaces,
like the laundry room. A secondary schoolteacher living in the same street as her parents
indicated that, while she had more flexibility in visiting her parents, at the same time, the
combination was sometimes more challenging than expected due to extra (digital) work. In
other words, a closer distance to the care receiver might not automatically lead to a better
situation, and could even disrupt certain patterns.

3.2.4. Negotiating Care Receiver Expectations

In everyday life, expectations regarding how the people one encounters will behave
or react are what structures human interactions. This is even more the case in long-lasting
relationships, such as parents–adult children relations. Sometimes, parents who are in
need of formal or informal care express difficult expectations towards (one of) the children.
COVID-19 urged for flexibility; care receiver expectations sometimes needed to be adjusted.
The fear of transmitting a potential COVID-19 infection, or even losing a loved one due
to COVID-19, was reflected in several interviews as a factor that mentally impacted the
informal caregivers. In one family, the rotation system was frequently changed after
someone was afraid to have too many contacts in a specific week. Others mentioned that
they did not change the frequency of care, but they kept distance at all times. In another
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case, the respondent delayed medical care for her mother during the weekend. Since
the personal general practitioner was unavailable and she would not trust an unknown
doctor, the doubt burdened her heavily. She decided to wait one more day, because of the
fear that her mother would have been hospitalized and all alone in the hospital, where
visits were heavily restricted. Another factor sometimes complicating or even affecting
the informal care or help was that care receivers did not always grasp the situation in the
outside world, expressing unrealistic desires during the first lockdown and expecting their
informal caregivers to cater to their exact needs. Different respondents illustrated their
story through grocery shopping: specific products had to be bought in one particular shop
rather than in another. Clearly, some had troubles in dialing back their expectations for the
time being:

“What I considered as the most frustrating is that mama didn’t know about the
situation at the time, when people were hoarding groceries. And how creepy it
was to do groceries. And she kept asking groceries, from this . . . and that . . .
And yes, these items were not there. And there was such a grim atmosphere in
the store. But she kept acting normal. And of course she also didn’t really know
what was going on.”

Adult daughter, same street, Lokeren

3.3. Families Versus the Neighborhood: Lack of Support from and Appeal to the Neighborhood

As mentioned before, current health policy assigns an increasingly important role to
informal care, including care from neighbors. However, the COVID-19 pandemic showed
that people might be reluctant to rely on informal help from neighbors. Our findings
suggested that the neighborhood’s appointed role is not wholly realistic, at least not
for older people with family caregivers. As one of our respondents remarked, there is a
general expectation that health services should be formally provided, rather than informally
through the neighborhood network, when children or family cannot cope with a problem:

“If we got ill ourselves, we’d probably use the health insurance funds or real
medical services, not the neighbors.”

Adult son, co-residence, Ghent

3.3.1. Appeal to Neighborly Help

In most cases, there was no active pre-COVID neighborhood community network
that organized informal help and support, or at least not one that the respondents were
aware of. Still, we must note that this may be due to our secondary source information;
older people themselves might experience small neighborly connectedness without their
caregivers’ awareness. In a few cases, our respondents mentioned the yearly organization
of a neighborhood party or some volunteering. During the lockdown and throughout the
pandemic, several new initiatives emerged to help older and vulnerable people. Some
were initiated by local municipalities, and thus were organized by local authorities, while
others were organized more bottom-up by locals, neighborhood networks, or volunteering
groups. Whereas neighborly contacts increased (e.g., through the daily applause already
mentioned), this does not seem to have led to a higher level of shared informal care. In
the view of our respondents, the willingness to help might have been there on the part of
the neighbors, but the older people themselves were very hesitant to take them up on the
offer. Most respondents indicated that there was no need to appeal to the neighbors or the
neighborhood, because the family network could cope with the increase in caring needs:

“They put little notes in the mailbox as well to ask ‘look, do you need help?’ So
that happened. But I mean, the family network managed, so you don’t appeal
to those notes. But I suspect that if you ask the neighbors, people would agree
to help.”

Adult daughter, same street, Lokeren
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Of course, these neighborhood initiatives might have been (and may still be) important
for older people without family networks. Nevertheless, a member of such a neighborhood
initiative noticed that, in general, not much response followed after putting flyers offering
help in the mailboxes. Though many people offered help (including inhabitants that
previously never joined neighborhood activities), barely any request for help was made.
In one case, an older lady asked for some groceries, but cancelled this request after her
daughter committed to do this the next day. Another respondent was connected to the
local parish, apart from providing care to her father. The parish called their parishioners to
see if they could help them; reportedly, no practical help was needed. Another respondent
mentioned that she had asked for help with groceries once, but that no systematic requests
were being made. Participants already active in neighborhood initiatives usually stayed
active in the lockdown, but had often shifted to more digital means. The respondent who
took up care for several neighbors mostly helped them with digital matters, like ordering
adult diapers online. Only on two occasions did she report taking on other caring tasks:

“I do the same as before corona. But sometimes a little extra, when that pro-
fessional care falls through, that you intervene. I cleaned once and I washed
someone’s hair once, which I normally never do.”

Neighbor, same neighborhood, Ghent

3.3.2. A Matter of Trust?

In general, people did not want to appeal to neighbors and the neighborhood, both
before and during the lockdown. One reason is that they though that they should not
bother neighbors with personal or family care-related matters. This was a feeling that was
shared by both care receivers and caregivers:

“But it is true that the neighbors say . . . if we can do something . . . and so on,
but yes, you cannot burden neighbors with providing care for an older person.
It’s not that I can never give a call like, I have a problem . . . but most of the time
the problem is of medical or caring nature, whereby I can for example call the
pharmacy instead.”

Adult daughter, co-residence, Oostende

This general unease to ask for help was not only related to asking for bodily care
needs, but also for other forms of help, like shopping for groceries or doing home repairs.
Nevertheless, respondents expressed being sure that they could call their neighbors to keep
an eye on their care receiver or to leave a key for emergency situations. Thus, help was
consistently offered, but rarely used.

4. Discussion: From Familiarism to Community?

This paper investigates changes in the organization of informal care during the COVID-
19 pandemic, more specifically with respect to the role of the neighborhood in care provision
versus family networks. Before beginning the interviews, we expected that the neighbor-
hood would become a more important source of care, since the lockdown measures largely
confined people to their neighborhood and prevented covering larger physical distances.
This expectation was also formulated by other scholars, such as gerontologist Nico De
Witte [46]. Despite the COVID-19 measures limiting people in travelling around, the dis-
tances in Flanders (and the whole of Belgium) remain relatively small in an international
perspective. Several authors stress that distance is an important factor in receiving informal
care [29,47]. Based on the European SHARE data (2004), Bonsang concluded that distance
between parents and children is an important factor in receiving informal care [47]. In
Belgium, the distance to the nearest child on average is around 22 km, while the European
average is around 43 km [47], which might influence our results.

Our main research question concerned the organization of informal care and poten-
tially shifting responsibilities between familial and other informal caregivers due to the
lockdown. Our core finding was that, especially during the lockdown’s first weeks, a
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shift could be detected towards more informal family care and help, as, in most cases,
formal care and services were cancelled by the providing agencies. In others, the infor-
mal caregivers themselves cancelled the habitual formal caregiver(s) to protect their care
receiver. In several cases, this led to higher care duties for themselves, which indicates
that, in times of a health crisis, at least habitual caregivers would be willing to spend
more time on informal care responsibilities. In these cases, movement restrictions were
not seen as a major obstacle, but rather complicated the informal care provision. Similar
results were found for Todorovic et al., who reported that lockdowns and other measures
created extra complications to informal care provision [11]. In general, people’s depen-
dence on the neighborhood and neighbors for help and care continued to be limited, both
before and during the lockdown. Our findings suggest that neighborly care is not self-
explanatory and hard to organize; several barriers need to be overcome, such as trusting
the person offering help, not wanting to burden strangers, finding appropriate tasks, and
so on. De Donder et al. [48] found that, during the first lockdown, those already enjoying
neighborly support could count on increased support, while those who were the most
vulnerable and disconnected were not reached, or did not respond to the offered help.
Holton et al. [49] also reported trust between the older person and their befrienders as
an essential prerequisite for their continued interaction during the pandemic. Although,
during the lockdown, several initiatives and neighborhood networks were activated to
help those in need, among our respondents, we did not find many people making use of
them. However, we should note that our respondents were mostly family caregivers, while
helping neighbors were rather exceptional in our sample. Caregivers’ perspectives might
be different from those of older, care-receiving people, as caregivers might not be fully
aware of smaller informal neighborly connections. Therefore, more research is needed
about the coping strategies of older people themselves, particularly those without a family
network, and what role the neighborhood plays in their cases. Nevertheless, other research
confirms older people’s dismissive attitude, for example, towards help with groceries,
which connotes independence [50].

Our findings clearly show that, according to their caregivers, there is little inclination
among care receivers to appeal to non-family members (i.e., neighbors) for informal care.
Even a health crisis does not evoke major change in this respect. This is in line with
other studies reporting similar findings, such as Lightfoot et al. and Todorovic et al., who
found that family members were reluctant to ask others out of fear of contagion [11,12].
It would be interesting for further research to investigate if this appeal to non-family
members differs across neighborhoods dependent on, for example, the socioeconomic
position of the inhabitants and spatial characteristics (e.g., dense working-class inner city
neighborhoods vs. low-density suburban or rural villa parks). For now, and with a limited
set of interviewees, we could not discover differences in that respect, while mentioning
that even the inner city initiative reported a very low number of people appealing to them
for help.

At the same time, care receivers were reportedly reluctant to even ask other family
members for help and care. Most of them grew up in a welfare state that stimulated people
not to be dependent on family or friends for care needs, hence, asking for help might
be seen as a failure [50]. Whereas the socialization of care fits into a neoliberal trend of
reconfiguring the welfare state by encouraging people to depend more on their family
and community, this trend is not yet fully integrated in people’s attitudes [10,51]. Our
research indeed indicates that this change in culture and behavior does not take place
automatically. Whereas our findings suggest that informal care by family members did
intensify during the COVID-19 lockdown, this was not the case for community help and
care (i.e., networks of volunteers organized by municipalities or otherwise). However,
Sciensano’s report tells a different story: informal care actually decreased more than it
increased during the first four weeks of lockdown [7]. Several explanations may exist for
this apparent incongruity. In several cases, only one primary caregiver remained, and
the others stopped providing care; travel restrictions may have stopped family members
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from visiting, neighbors may have worried about transmitting the virus, and so on. The
former is in line with Lightfoot et al., who found that some of their respondents who
previously divided caring responsibilities with others redistributed them at the beginning
of the pandemic [12]. Thereby, some informal caregivers likely decreased their care load.
As we noted before, Sciensano’s report does not differentiate between neighborly, friendly,
or family help [7]. As we focus on the increase in informal family caregiving, this might
explain why our results are not in line with the decreasing trend in some other reports.

5. Conclusions

This article aimed to better understand how informal caregivers coped with their
caregiving duties in the context of the COVID-19 pandemic. The original addition to
the body of knowledge concerns the neighborhood networks’ roles during the pandemic,
which continued to be minimal. Whereas the importance of the neighborhood might have
increased in other countries, the opposite seems to be true in Flanders: close family became
more important than before. This asks for more comparative research in the future. Our
results indicate the tendency of habitual informal caregivers to take on a higher caregiving
load in times of crisis, whereas we found no indications pointing towards an increase in
neighborly support. These results could indicate that the socialization of care tends to
increase family responsibility, and has a rather small effect on the neighborhood level, at
least in crisis situations. This risk of familiarism could have far-reaching consequences
for the emancipation of women, who still carry the majority of caring responsibilities [14].
The tendency we found to rely even more on family members and less on neighborhood
communities especially raises a flag with respect to the potential collateral damage cause
by the socialization of care policy.

More studies on the importance of older people’s networks are required, both within
and outside the neighborhood. These networks may have changed during the pandemic,
as new ones may have emerged because of neighborhood initiatives, or because of the
shifting care responsibilities. As we indicated before, informal caregivers may not have
been fully aware of their care receiver’s neighborly contacts. Some may have been reluctant
to highlight the neighborhood’s involvement, since this might reflect poorly on themselves,
serving as evidence of their shortcomings in their caring tasks. Our findings thus evoke new
questions and reflections. Moreover, more research is needed on how older people who
have no or weak family ties cope, and what role different living environments potentially
play. In general, further research on the social (and care) networks of community-dwelling
older adults is needed, as well as on conditions in later phases of the pandemic. The minor
role that the neighborhood or local informal care network plays in our sample suggests
that the shared responsibility between the individual, the family, and the community
needs to be conceptualized in a more careful way, since community care will not happen
automatically, especially in the context of a health crisis.
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