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Abstract

Background The global expansion of the COVID-19 virus led many countries, including the Netherlands, to
implement socially restrictive measures to protect vulnerable groups from the virus, without considering negative
consequences. Older individuals show large differences in vulnerability, but were defined as vulnerable, overlooking
their strengths and resilience. We aim to investigate the impact of the COVID-19 pandemic and its restrictive measures
on provided help by community dwelling older individuals in the Netherlands; and (2) to examine the cross-sectional
effect of social capital and mental wellbeing on the provided help.

Methods This cross-sectional study utilized data from the Impact Corona study from October/November

2020. Community-dwelling older individuals in the Netherlands, aged 65 years and older, completed an online
questionnaire. Providing help was measured by ‘already providing help'to at least one of the defined subgroups for
the question 'To what extent are you willing to offer help to (group) during the covid-19 pandemic?. Followed by the
question of what type of assistance this was, such as grocery shopping. Social capital was measured by the amount of
social contact, trust in people in general, knowing sufficient people who could provide help and provided help in the
neighborhood. Mental wellbeing was measured by questions about feeling more anxious, stressed and staying home
during the pandemic. Data was analyzed using descriptive statistics and logistic regression analyses.

Results 7,616 Older individuals participated in this study. About one third (32.9%) of the older individuals provided
help during the COVID-19 pandemic (56.2% female, 73.4% multi-person household, 60.4% in good health). The
majority provided the same (60.9%) or more (29.7%) help than before the pandemic and had a higher social capital,
and a better mental wellbeing, compared to older individuals who did not provide help.

Conclusions Overall, a third of the older individuals still provided help and remained socially involved during the
pandemic. They had high social capital and mental well-being, supporting their helping behavior. When developing
future restrictive measures, a distinction based on health and vulnerability should be prioritized over one based
primarily on age, to prevent the emergence of a different form of vulnerability.
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Background

The global expansion of the COVID-19 virus resulted in
radical policy interventions to minimize the risk of con-
tamination. In the Netherlands, the national government
implemented restriction measures, mainly focusing on
limiting social contacts, in order to protect vulnerable
groups [1, 2]. One group defined by the government as
vulnerable, were older individuals who were 65 and older.
This categorization seemed logical, because older indi-
viduals often have poorer overall health compared to
those younger than 65 years old. Older individuals are
also more likely to have one or more underlying health
conditions, such as hypertension, diabetes, cancer and
cardiovascular disease [1, 3, 4].However, recent studies
show that not all older individuals perceive themselves
or should be perceived as vulnerable [5, 6]. For example,
the Dutch study by Engbersen et al. concludes that older
individuals, with poor health, did not perceive them-
selves as vulnerable and that they experienced less fear
and stress about the virus (13%) compared to adults who
were 18 years and older and had poor health (27%) [6].
When following the definition of Ayres et al. and Wil-
len et al., we define ‘vulnerability’ as an increased sus-
ceptibility to disease or disability when an individual or
community is exposed to a range of conditions [7, 8].
Although older individuals belong to the same age cat-
egory, they show large differences in vitality, health and
vulnerability [9-11]. Overall, a high mortality rate as a
result of COVID-19 was observed among older indi-
viduals who used long-term institutional care (27%) and
home care (22%) [12]. The implemented measures did
not take diversity of the population into account and
assumed that all older individuals were vulnerable [6, 13—
16]. Indeed, figures from the national government show
a deterioration in older individuals overall health during
the COVID-19 measures due to the lack of physical and
mental stimuli in their new daily lives [17]. The lack of
these stimuli could affect different kinds of vulnerabil-
ity, such as social isolation, loneliness, stress, insecurity,
the loss of self-confidence and a deterioration of mental
well-being [18-21]. However, social capital can positively
affect functioning, physical and mental health of indi-
viduals [22-26]. Social capital can be seen as the quality,
nature and extent of social relationships and the trust in
people and parties as institutions that provide protection
against the consequences of disasters [22, 24, 27]. Previ-
ous studies show that people who have a lot of social con-
tact during an event that involves negative or threatening
feelings felt less threatened during and emotionally better
after that event in comparison to people who experienced
less social contact [24, 27]. In addition, social capital con-
tributes to the resilience of people who find themselves
in such an event, which is needed for people to return
to their ‘normal’ life after a pandemic [28, 29]. A global
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study found that trust in national and local institutions
may predict adherence to public health behavior. When
social contacts were maintained, the quality of relation-
ships were positively associated with the quality of life in
older American individuals [30]. Another study shows
that when contact was longer and with close individuals,
this slowed down the feelings of loneliness [31]. A study
from Japan concludes that older individuals were more
resilient, had a higher psychological well-being, and a less
disrupted social capital compared to younger individuals
during the pandemic [32].

As so, various studies during the COVID-19 pandemic
emphasize the importance of maintaining social capital.
In the Netherlands, Snel et al. suggest that social capi-
tal provides some protection against pandemic-induced
anxiety and stress, with differences observed between
genders [26]. Besides, the National Institute for Health
and Environment (RIVM), reports better emotional well-
being among socially involved older individuals who
received support during the pandemic [20]. However,
less is known about the social capital and well-being of
older individuals in the Netherlands who provided help
rather than receiving help during the pandemic. Besides,
the question arises whether the implemented restriction
measures may have resulted in framing older individuals
as vulnerable, overlooking their strengths and resilience,
and whether we should define this group as vulnerable
and homogenous in future pandemics with a serious virus
[5, 6, 13, 14, 16]. It is therefore important to examine
whether older individuals in the Netherlands provided
help despite the implemented measures, as we propose
that providing help to others allows older individuals to
remain socially engaged and mentally active, thereby pre-
serving physical and mental stimuli. We hypothesize that
older individuals who provided help during the pandemic
had higher social capital and better emotional well-being
than older individuals who did not provide help. How-
ever, as the measures were strict, we suggest that older
individuals faced challenges in maintaining social capital
and provided less help [5]. Additionally, we hypothesize
that older individuals with low social capital experienced
more stress and anxiety, stayed home as much as pos-
sible to protect themselves from the virus, and struggled
to cope with the pandemic compared to those with high
social capital [5, 16].

The aim of the study is to investigate the impact of the
COVID-19 pandemic and its restrictive measures on
provided help by community-dwelling older individuals
in the Netherlands; and to examine the cross-sectional
effect of social capital and mental wellbeing on the pro-
vided help.
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Methods

Data

This study used data from the “Impact Corona (Impact
COVID-19)” study, which aimed to examine the impact
of COVID-19 during the pandemic and in the longer
term on vulnerable groups in the Netherlands, of which
the three big cities: Rotterdam, The Hague and Amster-
dam. The FSW Research Ethics Review Committee
(RERC) of the Free University (VU) approved the study
[26, 33]. The data derived from an online question-
naire conducted in November 2020 by the Dutch politi-
cal research institute Kieskompas (“Election compass”)
which also obtained informed consent from the par-
ticipants. Participants were recruited from the national
Kieskompas panel which consists of a random selected
representative group of Dutch citizens, a city panel from
one of the cities, Facebook ads, and through a targeted
distribution of a participation link. Kieskompas’ panel
members voluntarily agreed to participate through online
Voting Advice Applications, and agreed to be contacted
for research surveys. An anonymous participation link
had to be opened in order to fill in the questionnaire and
participants were also able to share the link with others.
The median completion time of the questionnaire was
13 min. In November 2020 there was a second peak in
infections combined with restrictive measures and a par-
tial lockdown. We therefore assume that the effect of the
restrictive measurements on the help provided by older
individuals would be evident by that time.

During the third measurement, 25,185 respondents
completely filled in the questionnaire of whom 19,577
from the Kieskompas panel, 3,487 from the city panel of
Amsterdam and 2,121 from the anonymous participa-
tion link. We excluded participants with a missing value
for age which resulted in 22,696 participants left in the
study. Thereafter, as we were primarily interested in the
respondents aged 65 years and older, we excluded all par-
ticipants aged younger than 65 years old. This resulted in
a group of 7,616 participants. Further, data on help given
was available for 7,545 (99.1%) older individuals.

Measures

The variable ‘providing help’ was chosen as an indicator
for older individuals being socially involved, mentally
active, and how they coped with restrictive measures.
‘Providing help’ was measured by the question: To what
extent are you willing to offer help to (group) during the
covid-19 pandemic?” The defined groups were ‘Family
members who don't live at your house; ‘Friends, ‘Neigh-
bors’ and ‘Unknowns. Answer categories were: ‘I already
do, ‘Definitely, ‘Maybe, ‘Definitely not, ‘Inapplicable,
‘T don’t know/no opinion’. We selected the answers of ‘1
already do’ which had to be answered in at least one of
the defined groups to meet the requirements to provide
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help. All other answers were grouped as not providing
help. There was no information on providing help to indi-
viduals living in the same household. As so, being a care-
giver was not included in this study for providing help or
not.

The follow-up question was “If you already provide
help, what kind of help is this? (You can choose mul-
tiple answers)” The answer categories were: ‘Talking on
the phone or having contact in another way, ‘Doing gro-
ceries; ‘Cooking diner/bringing food;, ‘Help in making
contact with family or friends, ‘Help in doing my work;,
‘Financial support, ‘Bringing medicine;, ‘Physical care’
and/or ‘Different. Another follow-up question was “To
what extent do you provide more or less help than before
the COVID-19 pandemic?”. The answers were catego-
rized in ‘less help; ‘as much help” and ‘more help’

Social capital in this study was defined by four ques-
tions used by Snel at al., as part of Impact COVID-19
study [26, 34]. Trust in people was asked through the
following question: “Can you say how much confidence
you have in people in general?” (Answer categories:
not much, not much/not a little, a lot). Social contact
was measured by the question: “How much contact do
you have since the COVID-19 pandemic with (group)”
Social contact was formed by the average amount of
social contact with all of the categories: family, friends,
close neighbors, other neighbors, people from the inter-
net and colleagues or classmates. The average amount of
contact was formed by the options: never (0), less than
once a month [1], once a month [2], two or three times
a month [3], at least once a week [4] or almost daily [5],
to a minimum outcome of 0 (never) and a maximum of 5
(almost daily). The following two questions were: “I know
sufficient people who could provide help or give advice”
(answer categories: disagree, neutral, agree) and “People
in the neighborhood help one another if needed” (answer
categories: disagree, neutral, agree). These questions
were only compared between the group of all older indi-
viduals and older individuals who provided help, but due
to their relevance not included in the logistic analyses.

Mental wellbeing was measured by the questions:
“Since the COVID-19 pandemic I stay home as much
as possible’, “Since the COVID-19 pandemic I feel more
anxious” and “Since the COVID-19 pandemic I feel more
stressed” (all answer categories: disagree, neutral, agree),
“To what extent do you perceive COVID-19 as a threat
to: yourself/family?” (answer categories: not at all, a little,
surely, very much).

Demographics included gender (male, female), house-
hold (single, multi-person), age (65-69, 70-74, 75-79,
8084, > 85), self-reported health status' (very good,
good, moderate, bad), income variable (minimum,

! Question questionnaire: ‘In general, how would you describe your health?’
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minimum to average, average, average to 2x average, 2—3
times average, > 3 times average)” and education (low,
middle, high)?,

Statistical analyses

Using crosstabulation and t-test analyses we analyzed
the bivariate correlation between the variables in the
third measurement. In the descriptive analyses, sam-
ple weights, representing the Netherlands, were used
to adjust for differences in age and sex distribution. We
used descriptive analyses to represent characteristic dif-
ferences between the group of all older individuals, older
individuals who did not provide help and older individu-
als who provided help. To provide insight into change in
provided help during the COVID-19 pandemic, we used
crosstabulation for the question “To what extent do you
provide more or less help than before the COVID-19
pandemic?.

Multiple logistic regression analyses were used to
examine which variables were associated with providing
help, using the unweighted data. The first model included
the social capital variables ‘Social contact’ and ‘Trust
in people! In the subsequent models we added addi-
tional cofounding variables to analyze which confound-
ers mostly contribute to older individuals providing help
and how this affects the association with the social capi-
tal. In the second model we added cofounding variables
related to mental wellbeing, namely ‘more anxious since
COVID-19; ‘More stressed since COVID-19; ‘COVID-19
as a threat to yourself’ and ‘COVID-19 as a threat to fam-
ily’ In the third model we added the individual character-
istics, gender, age, health status, household composition
and educational level. In the final model only significant
variables (p>0,05) were added.

All analyses were conducted in IBM SPSS Statistics
Version 28.

Results

Participant characteristics

Most older individuals were in good health (59.7%), had
a Dutch nationality (95.1%), an above average income
(60.2%), lived in a multi person household (70.3%), were
female (51.8%), had a middle education level (39.0%) and
a mean age of 72 (SD =5.2, range 65-96).

32.8% of the older individuals indicated to provide help
during this second peak in infections combined with
restrictive measures and a partial lockdown, as repre-
sented in Table 1. The majority of these older individu-
als were female (56.2%), more often had a high education
level, lived in a multi-person household and were in very

2 Average income in 2021: 36,000 per year including holiday pay [35].

3 Low education: no education or participants with no ‘higher professional’
(Middle) or ‘ university’ (High) education.
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good health compared to older individuals who did not
provide help.

The majority of the older individuals who provided help
disagreed on being more anxious (67.1%) and stressed
(67.3%) since the COVID-19 outbreak than before. Nev-
ertheless, still 14.3% of older individuals who agreed with
the statement ‘I am more anxious since the COVID-19
outbreak’ and 13.1% of the older individuals who agreed
with the statement ‘I am more stressed since the COVID-
19 outbreak; kept providing help during the outbreak.

In addition, more than half (53.0%) of older individu-
als who provided help had a lot of trust in other people,
compared to older individuals who did not provide help
(46.6%). Also, the average number of social contact was
slightly higher in the groups of help providers (m=3.9,
SD =0.9) compared to older individuals who did not pro-
vide help (m=3.5, SD=0.9).

Overall, older individuals who provided help scored
higher on mental well-being and social capital than those
who did not provide help.

As represented in Fig. 1, most of the help was provided
to ‘relatives not living at the home of the older individu-
als’ (48.8%), followed by provided help to friends (24.1%),
to neighbors (22.7%) and to unknown persons (4.1%).
Most help was provided as a form of social contact, such
as ‘talking over the phone or having contact in some
other way’ (30.4%), and by ‘doing the groceries’ (19.8%).

Changes in provided help during the pandemic

Changes in the self-rated frequency of providing help
among older individuals who provided help were noticed.
29.7% of older individuals indicated that they provided
more help than before the COVID-19 pandemic. 60.9%
indicated to provide the same help and 11.8% indicated
to provide less help.

Regression analysis

In Table 2 the associations between the social capi-
tal, mental wellbeing and providing help are presented.
Model 1 shows that social contact (B=0.507; CI: 1.561—
1.764, p<0.001) and having a lot of trust in people
(B=0.201; CI: 1.021-1.465, p <0.05) were positively asso-
ciated with providing help.

Adjusting for mental wellbeing, model 2 shows that
the variable social contact (B=0.504; CI: 1.557-1.761,
p<0.001) and perceiving COVID-19 very much as a
threat to family (B=0.755; CI: 1.578-2.870, p<0.001)
have a positive significant association with providing
help, while perceiving COVID-19 very much as a threat
to yourself (B=-0.505; CI: 0.453-0.805, p<0.001) and
feeling more anxious since the COVID-19 pandemic
(B=-0.217; CI: 0.673-0.961, p<0.05) have a negative sig-
nificant association.
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Table 1 Characteristics of community-dwelling older adults, by total > 65, providing help, and not providing help n(%)
All =65 Providing help Not providing help Pvalue
n=5,515 n=1,811 n=3,704
(32.8) (67.2)
Age
65-69 2,461 (44.6) 868 (47.9) 1,593 (43.0) <0.001
70-74 1,824 (33.1) 602 (33.2) 1,222 (33.0)
75-79 858 (15.6) 273 (15.1) 585 (15.8)
80-84 281 (5.1) 52(2.9) 229 (6.2)
> 85 91(1.7) 16 (0.9 75 (2.0)
Gender
Male 2,659 (48.2) 794 (43.8) 1,865 (50.4)
Female 2,855 (51.8) 1,017 (56.2) 1,838 (49.6) <0.001
Education level <0.001
Low 2,143 (38.9) 630 (34.8) 1,513 (40.8)
Middle 2,150 (39.0) 717 (39.6) 1,433 (38.7)
High 1,223 (22.2) 465 (25.7) 758 (20.5)
Income
Minimum to average 934 (18.9) 304 (184) 630 (19.1) 0.032
Average 1,034 (20.9) 312(18.9) 722 (21.9)
Average to 2x modal 1.861(37.6) 626 (38.0) 1,235 (37.5)
2-3 Times average 844 (17.1) 303 (18.4) 41 (16.4)
> 3Times average 271 (5.5) 104 (6.3) 167 (5.1)
Household
Single 1,638 (29.7) 482 (26.6) 1,156 (31.2) <0.001
Multi-person 3,876 (70.3) 1,329 (734) 2547 (68.8)
Health status
Bad 322 (5.9) 53(2.9) 269 (7.3) <0.001
Moderate 1,282 (23.4) 370 (20.5) 912 (24.8)
Good 3,274 (59.7) 1,090 (60.4) 2,184 (59.3)
Very good 610 (11.1) 292 (16.2) 318 (8.6)
More anxious since COVID-19
Disagree 3,442 (62.9) 1,211 (67.1) 2,231 (60.8) <0.001
Neutral 1,077 (19.7) 355(18.6) 742 (20.2)
Agree 956 (17.5) 259(14.3) 697 (19.0)
More stressed since COVID-19
Disagree 3,559 (65.4) 1,205 (67.3) 2,354 (64.5) <0.001
Neutral 1,017 (18.7) 351(19.6) 666 (18.2)
Agree 864 (15.9) 234(13.1) 630(17.3)
COVID-19 as a threat to yourself
Not at all 961 (17.5) 602 (164)
Alittle 1,782 (32.5) 611(32.5) 1,171 (31.8) <0.001
Surely 2,006 (36.6) 644 (36.6) ,362 (37.0)
Very much 732 (13.4) 186 (13.4) 546 (14.8)
COVID-19 as a threat to family
Not at all 695 (13.0) 242(13.6) 453(12.7) 0.192
A little 1,695 (31.7) 533 (30.0) 1,162 (32.6)
Surely 2,282 (42.7) 784 (44.1) 1,498 (42.0)
Very much 670 (12.5) 217 (12.2) 453(12.7)
Staying at home as much as possible since COVID-19
Disagree 792 (14.4) 276 (15.3) 516 (14.0) <0.001
Neutral 896 (16.3) 307 (17.0) 589 (15.9)
Agree 2,573 (46.8) 875 (48.5) 1,698 (45.9)
Totally agree 1,240 (22.5) 347 (19.2) 893 (24.2)
Social contact, mean (SD) (0-5) ¢ 3.7(0.9) 3.9(0.9) 3.5(0.9) <0.001

Trust in people
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Table 1 (continued)
All =65 Providing help Not providing help Pvalue
n=5,515 n=1,811 n=3,704
(32.8) (67.2)
Not much 692 (13.0) 173 (9.9 519(14.9) <0.001
Not much/not a little 2,030 (38.3) 649 (37.1) 1,381 (38.8)
Alot 2,582 (48.7) 926 (53.0) 1,656 (46.6)
2 Social contact: scoring range from 0-5 (0: never, 5: almost daily)
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Fig. 1 Bar chart percentage of the kind of help provided by community-dwelling older adults in the Netherlands

Adjusting for personal characteristics, model 3 shows
that social contact (B=0.468; CI: 1.500-1.699, p<0.001),
perceiving COVID-19 very much as a threat to fam-
ily (B=0.636; CI: 1.395-2.2559, p<0.001), being female
(B=0.295; CI: 1.203-1.499, p<0.001) and living in a
multi-person household (B=0.282; CI: 1.177-1.493,
p<0.001) have a positive association with providing
help. Being more anxious about the virus (B=-0.215; CIL:
0.674-0.965, p<0.05), surely perceiving COVID-19 as a
threat to yourself (B=-0.237; CI: 0.627-0.992, p<0.05),
age (B=-0.030; CI: 0.960-0.980, p<0.001) and a bad
health (B=-0.765; CI: 0.338-0.641, p<0.001) have a neg-
ative association with providing help.

The fourth model shows only all of the significant
variables. Model 4 shows that bad health (B=-0.799;
CI: 0.329-0.615, p<0.001) has the most negative asso-
ciation, while perceiving COVID-19 as a threat to family
(B=0.612; CI: 1.368-2.485, p<0.001) and social contact
(B=0.481; CI: 1.523-1.717, p<0.001) have the most

positive association on providing help, which is in line
with our hypotheses.

Discussion

This study examined the impact of the COVID-19 pan-
demic and its restrictive measures on provided help by
community dwelling older individuals in the Netherlands.
A third of the older individuals reported providing help
during the pandemic, despite restrictive implemented
measures and high infection rates. Additionally, the
majority maintained the same level of help as before the
pandemic. These individuals had higher social capital and
were less anxious and stressed about the virus, suggesting
better mental wellbeing compared to those who did not
provide help.

Furthermore, older individuals who provided help
more often perceived COVID-19 as a threat to family,
but less of a threat to themselves, compared to those who
did not provide help. The positive association between
perceiving COVID-19 as a threat to their family and
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providing help may explain why older individuals primar-
ily helped family members. For instance, helping with
groceries would have minimized their family-members’
need to leave home and visit crowded places. However,
this perception also could have referred to family living in
the same household, to whom the older individuals may
have provided help. The large number of help providing
older individuals may show the potential positive effect
of providing help, such as an improved physical and men-
tal well-being from physical stimuli and social interac-
tion [6, 20-22, 27]. We suggest that older individuals who
remained socially involved by providing help came out
of the pandemic mentally stronger than older individu-
als who did not. Our findings resemble the study of Men-
denhall, who noticed a relatively low infection rate during
the pandemic within communities with a strong cohesion
and trust in leadership in contrast to the communities
which did not [35]. These differences can be understood
through community resilience, referring to a commu-
nity’s sustainable ability to respond to, withstand, and
recover from adversity by using available resources [36].
This seems to apply to our population of help providing
older individuals. Supporting the idea that providing help
during the pandemic served as a way to cope with restric-
tive measures and staying socially involved.

This study highlights that vulnerability is not solely
defined by poor health but also by anxiety about the
virus and the risk on social isolation, which became more
common due to the implemented measures. The restric-
tions emphasized ‘stay home as much as possible; ‘avoid
social contact’ and the closure of various public facilities.
Although the measures aimed to protect older individu-
als from a COVID-19 infection, they did not taken into
account the diversity of community-dwelling older indi-
viduals [5]. Moreover, our study demonstrates that dis-
tinction in age in corona-policies was not very accurate
in terms of social vulnerability, since there are significant
differences in terms of social capital and mental well-
being between the older population aged 65 and older.
While this age group may be more vulnerable in medical
terms, they are not necessarily in social terms. Our find-
ings confirms the analysis made by the Dutch Advisory
Council on Public Health & Society (RVS), which noted
society tends to divide life into phases of youth, adult-
hood and old age [15].

Nowadays, the renewed third phase refers to the period
from which someone retires, aged 65 years and older,
till the period one becomes vulnerable, in need of care,
comes to live in a nursing home and therefore makes a
transition to the fourth life phase. Some older individu-
als are vulnerable, but others, in the third phase, are still
vital, live at home, are not in need of care and are resilient
[15]. According to the RVS, these older individuals can
make an important contribution to society, for example
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by doing voluntary work and providing informal care or
help to their (grand)children, other relatives, friends or
neighbors, which can result in a reduction of the pres-
sure on those seeking help or care. Many older individu-
als find it important to give meaning to their existence,
to matter and staying connected [15]. One study noted
that older individuals found it particularly challenging
to miss social interaction during the pandemic in 2020
[37]. Despite of the fact that most of the older individuals
living in the Netherlands were in the third phase of life,
they were hardly seen or heard. This was not only unfor-
tunate in terms of possibilities in providing help during
the pandemic, but also in more general terms to value
the societal contribution of older individuals [15]. While
restriction measures that promoted social distance may
have deepen divisions within and between generations
and communities [38].

We believe that policymakers should focus not only
on age when implementing restriction measures during
a viral pandemic, but also on broader aspects of physi-
cal and mental vulnerability. In the Netherlands, the
Central Statistical Office reported that COVID-19 was
an underlying cause of death between 2020 and 2021 in
72% of COVID-19 related deaths [1]. It might be more
effective if future measures target those with poor health
and multimorbidity [12, 39-41]. Cardiovascular disease,
dementia and polypharmacy, the use of multiple medica-
tion types, were associated with increased risk on mor-
tality after infection with COVID-19 [39, 41]. Others
to be considered as vulnerable were individuals at risk
of developing multimorbidity, with overweight or with
working conditions which made it impossible to comply
measures [6, 26, 39, 40]. Another vulnerable group were
young adults who had a difficult time in dealing with the
implemented measures; a study found that young people
had a lower rated quality of life, wellbeing and life satis-
faction than older individuals during the pandemic [42,
43]. In the Netherlands, young adults aged 16 to 29 year
reported lower life satisfaction during strict measures
in 2020, while elderly, aged 70 years and older, showed
improvements [42]. In addition, among students, 80%
reported more loneliness since the COVID-19 pandemic
[44].

Our results show a positive association between social
capital, mental wellbeing and providing help by commu-
nity-dwelling older individuals. We therefore believe it is
important to include social capital and mental wellbeing
of older individuals when deciding on restrictive mea-
sures, with the aim of also protecting their well-being and
resilience, so they can more easily recover after a pan-
demic [6, 15, 29, 34, 39]. In addition, individuals with low
social capital or mental wellbeing deserve more atten-
tion as this group could be defined as more vulnerable.
As a recommendation, not only do we emphasize the
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importance of including the perspective of older individ-
uals, but also that of healthcare providers, social workers
and experts in the field. Over time, they should be given
the opportunity to share their knowledge and provide
recommendations for policy making [39].

A number of limitations of this study have to be
acknowledged. At first, the generalizability of our study
sample is important to address. Because we used an
online survey, only the individuals with internet skills
and (financial) access to the internet were able to par-
ticipate. However, our findings offer important insights
for further research, which should include a more heter-
ogenous group of older individuals with different socio-
economic backgrounds, health status and internet skills.
Lastly, questions in the questionnaire missed information
of whether or not individuals provided help to other indi-
viduals living in the same household and if they could be
defined as caregivers or not.

Despite of these limitations, the current study also has
several strengths. First, the respondents were recruited
during the second peak of infections of the pandemic,
allowing us to study the impact of COVID-19 on older
individuals at a later stage of the pandemic. Second, the
online surveys allowed us to easily reach a large sample
of older individuals across the country. The study has a
large number of older individual respondents from mul-
tiple big cities in The Netherlands. Third, the anonymity
and online accessibility of the survey may have lowered
the threshold to participate.

Conclusion

Our findings show that in the Netherlands some of the
community-dwelling older individuals found a way to
cope with the restriction measures and remained socially
involved by providing help during the COVID-19 pan-
demic. These older individuals had a high social capital
and mental well-being, supporting their helping behavior.
The study makes clear that social capital provides some
protection for older individuals their well-being, and pos-
sibly helps maintain their resilience. Restrictive measures
during a future pandemic should consider differences in
health and vulnerability of older community-dwelling
individuals, to prevent creating other forms of vulner-
ability. Therefore, when developing restrictive measures
to protect the resilience of society in general, various
perspectives should be considered in decision-making.
All in all, we should not label individuals and overlook
their strengths, but instead focus on strengthening their
resilience.
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