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Abstract: The COVID-19 pandemic has severely affected healthcare delivery across the world. How-
ever, little is known about COVID-19’s impact on home healthcare (HHC) services. Our study
aimed to: (1) describe the changes in volume and intensity of HHC services and the crisis manage-
ment policies implemented; (2) understand the responses and the experiences of HHC staff and
clients. We conducted an explanatory sequential mixed methods study. First, retrospective client
data (N = 43,495) from four Dutch HHC organizations was analyzed. Second, four focus group
interviews were conducted for the strategic, tactical, operational, and client levels of the four HHC
organizations. Our results showed that both the supply of and demand for Dutch HHC decreased
considerably, especially during the first wave (March–June 2020). This was due to factors such as
fear of infection, anticipation of a high demand for COVID-19-related care from the hospital sector,
and lack of personal protective equipment. The top-down management style initially applied made
way for a more bottom-up approach in the second wave (July 2020–January 2021). Experiences vary
between levels and waves. HHC organizations need more responsive protocols to prevent such
radical scaling-back of HHC in future crises, and interventions to help HHC professionals cope with
crisis situations.

Keywords: home care services; COVID-19 pandemic; management; nurses; patients; descriptive
statistics; focus groups

1. Introduction

The COVID-19 pandemic has led to radical changes in healthcare delivery across
the world since its onset in the beginning of 2020 [1]. Uncertainty about the course and
consequences of the disease, the risks of transmission, uncertainty about the effectiveness
of personal protective equipment (PPE), and the lack of PPE for healthcare professionals all
resulted in drops in the volumes of regular, non-COVID-19-related care provided [2]. This
has affected not only hospital settings, but also the home healthcare (HHC) sector.

In the Netherlands, HHC can be defined as ‘formal nursing services and personal
care provided by HHC professionals in clients’ own homes’ [3]. Nursing services can
be of a technical, supportive, rehabilitative, or preventive nature. Personal care services
relate to assistance with activities that are part of daily living, such as dressing, eating,
and washing [3]. Different types of care can be delivered to various types of patients, such
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as the chronically ill, disabled people, older adults, and people at the end of their lives.
HHC encompasses both long-term care at home and short-term care at home—following
discharge from hospital, for instance. HHC in the Netherlands is provided mainly by: (1)
registered nurses with either a Bachelor’s degree or a senior secondary vocational education
(i.e., European Qualifications Framework (EQF) educational level 6 or educational level
4, respectively); (2) certified nursing assistants (EQF educational level 3); and (3) care
assistants. District nurses (registered nurses with a Bachelor’s degree) are responsible
for formally assessing care needs for services covered by the Dutch Health Insurance Act
(HIA), taking account of clients’ self-reliance and the resources available in their social
network. The majority of Dutch HHC providers are not-for-profit organizations, acting in a
competitive environment in which the number of commercial providers is growing [4]. In
2018, approximately 3070 HHC organizations, including self-employed nurses, delivered
services to more than 580,000 clients in the Netherlands [5]. Since 2015, the HIA has made
health insurance compulsory and covers essential healthcare services, including HHC for
clients who need care less than 24 h per day [6].

Compared to hospitals, the HHC sector received much less guidance and protocols
with respect to how to provide care safely during the COVID-19 pandemic. To make
matters worse, only limited quantities of facemasks, disinfectants, or other PPE supplies
were distributed to HHC professionals [7]. Research has shown that during the first months
of COVID-19 infections, HHC professionals felt alone, undervalued, and isolated [8]. This
was a period when HHC organizations were focusing mainly on minimizing the risk of
transmitting the virus to frail clients and their caregivers (whether formal or informal).
Another priority was to relieve hospitals by ensuring that post-COVID-19 patients could
be cared for at home [7]. This resulted in the cancellation of much HHC that was regarded
non-essential or non-urgent [9,10]. However, little research has been conducted on the
extent to which the volume and intensity of HHC services changed over the course of the
pandemic. Neither do we know which factors determined these changes, i.e., how did HHC
organizations and professionals decide which types of clients or HHC services to prioritize,
and which alternatives—such as e-health or informal care—to offer? Even though these
factors could be attributed to client characteristics or the availability of informal care, it is
likely that regional or national policy also played an important role [11].

On the one hand, the scaling-back of HHC services had a major impact on clients and
informal caregivers, such as family members providing care to loved ones. For instance,
research has shown that the care burden of informal caregivers increased during the
first months of the pandemic, as they often had to replace care that had previously been
provided by HHC professionals [10]. On the other hand, even though changes in the
volume and intensity of HHC provision during the pandemic were generally unwanted
and viewed negatively, they could also provide some unique learning opportunities for
the future of HHC. For instance, alternative means of providing HHC—such as e-health
or tools that encourage clients to perform certain care tasks independently—could help
to keep HHC sustainable in the future. We conducted this study to understand and learn
lessons from the behaviors and experiences of those who have been providing, managing,
and receiving HHC during a period of crisis. Our first aim was to describe how Dutch
HHC organizations responded to the COVID-19 pandemic (March 2020–January 2021), in
terms of changes in the volume and intensity of HHC services, and the crisis management
policies implemented. Second, we aimed to understand these responses at all levels of
HHC—i.e., strategic, tactical, operational, and client levels—and to learn more about their
experiences. These aims will be addressed using an explanatory sequential design.

2. Materials and Methods
2.1. Design

This study was conducted in the Netherlands between March 2020 and January 2021,
thus covering the first two waves of COVID-19 infections in the Netherlands. The first
wave was between March and June 2020, and the second wave between July 2020 and
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January 2021. The study is based on a mixed methods design, and more specifically an
explanatory sequential design consisting of two phases [12]. The quantitative findings
based on descriptive analyses in the first phase were explained by the qualitative findings
from focus group interviews in the second phase. The objective of quantitative methodology
in the first phase was to describe the changes in volume and intensity of HHC services
due to the COVID-19 pandemic, herewith corresponding mainly to the first study aim. For
the qualitative methodology in the second phase, the objectives were to understand these
changes identified in the first phase, to describe crisis management policies implemented,
and to learn about the experiences of providing and receiving HHC during the crisis. This
corresponds to both the first and second study aims.

2.2. First Phase: Quantitative Methodology
2.2.1. Sampling and Data Collection

Four Dutch HHC organizations participated in this study. They were selected based
on their participation in a pilot study conducted previously regarding the development of
case-mix classification for HHC in the Netherlands [13]. The selected HHC organizations
operate in various regions of the Netherlands and provide services to relatively large client
populations (i.e., about 2000–4000 clients per organization at any given time).

For the first phase of this study, routinely collected, electronic health records (EHRs)
were used to extract retrospective client data for the four participating Dutch HHC or-
ganizations. All clients who received HHC (financed through the HIA) from the HHC
organizations were involved in the study. No exclusion criteria were applied in the selec-
tion of clients whose data were used for our study. The data used contained the per day
registration of formal HHC hours provided to each client (indicated by an anonymous
client ID) between June 2019 (i.e., the start date of the previously conducted pilot study)
and January 2021. In total, the data included 43,495 unique clients for this period, with an
average of 11,528 unique clients per month.

2.2.2. Data Analysis

The quantitative data were analyzed using R. Descriptive statistics were used to
determine and visualize trends in the care delivery and flow of clients during the COVID-19
pandemic in the period March 2020–January 2021, and compared to the previous year. Since
the data from the previous period (without exposure to COVID-19) were only available
from June 2019, comparison to the COVID-19 pandemic was only possible from that month
onwards (i.e., from week 23 of 2020 onwards; see Supplementary Material ‘Analyses on
trends in HHC use during the COVID-19 pandemic on Dutch HHC claims data’ for an
additional analysis on more aggregated claims data for which complete years 2019 and
2020 were available). Care delivery was operationalized using the parameters of total
HHC hours utilized and total number of clients receiving HHC, summed for the four
HHC organizations. To compare the trends before and after the start of the pandemic, we
calculated the average number of hours of HHC utilization and the number of HHC clients
in weeks 2–10 of 2020. In this way, we could express the numbers in the weeks after that
as percentage differences from this average. For clients who stopped receiving care, we
calculated the number of clients not utilizing HHC for 40 days or longer and defined these
clients as no longer receiving HHC. We also analyzed the trend in the intensity of HHC use
per client. Intensity was defined as the total hours of HHC used by a client every week. We
assigned the following categories: 0–0.5 h, 0.5–2 h, 2–4 h, 4–8 h, and more than 8 h of HHC
use per week.

2.3. Second Phase: Qualitative Methodology
2.3.1. Participants

In the second phase, a sample of stakeholders from various levels was recruited among
the four HHC organizations: (a) strategic level (i.e., member of board of directors of strategic
manager); (b) tactical level (i.e., operational managers or policy makers); (c) operational



Int. J. Environ. Res. Public Health 2022, 19, 2252 4 of 16

level (i.e., district nurses); (d) client level (i.e., client council members). Four focus groups,
each composed of members from all four HHC organizations, were established based on
stakeholder level to ensure that there was room for open communication. The aim was to
recruit at least four participants per focus group with a maximum of 12 participants [14],
which implied a maximum of three participants per organization. Potential participants
for each level were selected by the HHC organization. Subsequently, the participants were
invited to take part in the study by e-mail. If they were interested in participating, they
received a second email including an information letter and informed consent form.

We contacted between 6 and 12 participants for each level. The total numbers of
participants in each focus group interview ranged between 4 and 11 (see Table 1 for the
number of participants per level and their functions). For each level, all four organizations
were represented by at least one participant.

Table 1. The number and positions of focus group interview participants, per focus group.

Stakeholder Level

Strategic Tactical Operational Client

N = 4 N = 6 N = 11 N = 7

3 directors
1 manager

2 managers
2 policy advisors

1 crisis team member
1 team leader

11 district nurses 7 client council
members

2.3.2. Data Collection

Four semi-structured focus group interviews were conducted in November and De-
cember 2020. The interviews were led by two researchers (AvdB, MdK). After a short
introduction, the quantitative results of the first phase were presented to the participating
stakeholders followed by a semi-structured interview. For the interviews, a topic list was
used covering the following topics: (a) changes in the use of HHC (i.e., number of clients,
type of HHC, and amount of HHC); (b) explanations for these changes from the four per-
spectives (see Table 1) as well as the regional/national context; and (c) crisis management
policy (i.e., what was done, how was it determined, and how was it viewed). Due to the
pandemic, the focus group interviews were held using the online video conferencing tool
Zoom. The interviews took a maximum of two hours and were audio-recorded using a
voice recorder.

2.3.3. Data Analysis

The focus group interviews were transcribed and anonymized by replacing all the
names in transcripts with a code. An analysis of the interview transcripts was carried out
using Atlas.ti to help the researcher understand, organize, and interpret the data. The
first step in the coding was to apply a combination of deductive coding, using a coding
scheme based on research aims, and inductive coding. This was completed by three
researchers (AvdB, MdK, IE) for the first interview. Next, one researcher (MdK) coded the
remaining interviews. In the second step, a thematic analysis [15] of the coded quotations
was conducted by pairs of researchers: MdK and MM focused on changes in volume and
intensity and possible explanations, AvdB and AE analyzed the data on crisis management
policies and experiences, and finally MdK and AvdB studied the quotations resulting
from the inductive coding. Throughout the analysis, we were interested in determining
similarities and differences between findings on the different levels, i.e., the strategic,
tactical, operational, and client levels. Therefore, data saturation on the identification of
themes of findings was determined across the focus group interviews. The main findings
are presented for each theme, supported by quotes.
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2.4. Data Management

The quantitative data was transferred from the participating HHC organizations to the
Dutch Healthcare Authority using a secure route and was only accessible to the researchers
involved at the Dutch Healthcare Authority. The quantitative data was anonymized by
using a unique client identifier rather than a name or social security number. The data was
stored on the secure network drive of the Dutch Healthcare Authority and will be archived
by the Dutch Healthcare Authority for a period of at least 10 years after the publication of
this study.

The qualitative data was stored in a folder on the secured Maastricht University
server with no intermediate cloud storage. All recordings were labeled with a unique ID
that corresponds to the date on which the focus group took place and the name of the
relevant level, and therefore includes no information that could be used to trace individual
participants. The data was only accessible by the researchers involved at Maastricht
University and the Dutch Healthcare Authority. The data will be archived at Maastricht
University for a period of at least 10 years after publication.

2.5. Ethics

Ethical approval for this study was granted by the medical ethical committee FHML-
REC of Maastricht University. The research was classified as not subject to the Dutch
Medical Research Involving Human Subjects Act (i.e., WMO) (reference number: FHML-
REC/2020/112).

The quantitative data was processed without the explicit consent of participants on
the basis of the Dutch Healthcare Authority’s legal obligation to supervise healthcare
markets (article 16(a), Healthcare Market Regulation Act). Any information that could be
used to identify individual persons was removed or anonymized prior to data collection.
Participating organizations were provided with materials to inform clients about the
purpose of this study in accordance with the General Data Protection Regulation. An
opt-out form was created to allow nurses to flag clients who did not want to participate.

Participants in the focus groups were sent an information letter and an informed
consent form by email. Participation in the study was completely voluntary and with-
drawal was possible at any moment prior to, during, or after the focus group, with or
without providing a reason, by contacting one of the researchers. In the informed consent
statement described, the participants agreed that the focus group would be recorded as
they started the discussion. They were again asked for their consent at the start of each
focus group. At all times, the participants were able to ask any questions they might have.
No reimbursement, remuneration, or reward was given for participating in the study.

3. Results

The first part of the results section will focus on describing to what extent the volumes
and intensity of HHC changed due to the COVID-19 pandemic, which was identified from
the quantitative data. The second part of the results section will focus on understanding
the responses from HHC staff and clients regarding the COVID-19 pandemic, and learning
about their experience of providing or receiving HHC during the crisis.

3.1. Impact of the Pandemic on HHC Utilization

Figures 1–4 show the changes in HHC utilization and the overall numbers of clients.
In all the figures, two vertical dotted lines show the key moments at the beginning of the
COVID-19 pandemic in the Netherlands. The black dotted line indicates the moment when
the Dutch government first announced the start of preventive measures of COVID-19 (i.e.,
12 March 2020). The grey dotted line indicates the closure of nursing homes to visitors
and other non-essential persons, announced on 19 March 2020. Overall, the participants in
the focus group interviews confirmed the quantitative findings that are described in the
following paragraphs (note: in cases where their view differed, this is indicated clearly).
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3.1.1. Changes in Hours of HHC Utilized

The blue line in Figure 1 shows the trend in the total hours of HHC provided by the four
HHC organizations in the year 2020 and the beginning of 2021. We see a decrease in HHC
utilization of 13.4% in week 13 and 19% in week 17 compared to the preceding weeks. After
week 18, the total hours of HHC increased slowly again. On average, the HHC organizations
provided 5.7% fewer hours of HHC from week 23 until the end of the 2020 (shown by the blue
line) compared to the same weeks in 2019 (shown by the brown line). The sudden decline and
increase (in both years) around week 52 is due to the Christmas holidays.
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3.1.2. Changes in the Number of HHC Clients

The total number of clients using HHC decreased by 10.3% in week 13 and by 13.4%
in week 17 compared to the average for the preceding weeks, as shown by the blue line
in Figure 2. After week 18, the number of clients increased again, almost returning to the
level of 2019 (i.e., the brown line) in the subsequent weeks.
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Both the trend in the total HHC provided (Figure 1) and number of clients (Figure 2)
(see Supplementary Materials, Figure S1: Average HHC hours per client) appear to show
that the average number of HHC hours per client decreased following the start of the
pandemic and remained lower until at least January 2021.

Figure 3 shows the trend in the number of HHC clients who stopped receiving home-
care, which peaked between weeks 11 and 14. After that, the usual (according to the
participants) and somewhat unpredictable trend resumed. According to the participants, it
is likely that the increase in the number of clients no longer receiving care after the start
of the pandemic was an underestimate. For example, clients who themselves decided to
stop receiving HHC due to the pandemic would still be checked on by district nurses by
telephone or video call, but these checks were still registered as HHC hours so these clients
were not counted as having stopped receiving homecare.
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3.1.3. Changes in HHC Intensity of Clients

In Figure 4, we see an increase in the number of clients receiving 0–0.5 h HHC per week
after the start of the pandemic, and a decrease in HHC hours in the categories requiring
heavier care. These trends did not seem to occur in the second wave of the pandemic. The
heaviest category of care (over 8 h HHC per week) remained stable overall.

Clients utilizing less HHC after the start of the pandemic often moved down by just
one category, such as from ‘4–8 h’ to ‘2–4 h’ (see Supplementary Materials, Figure S2:
Changes in HHC intensity per client). In addition, there were some clients who actually
received more HHC after the start of the pandemic.
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Figure 4. Intensity of HHC in 2020–2021, according to the number of HHC clients per category of
hours of HHC utilized.

3.2. Providing and Receiving HHC during a Crisis

The qualitative analysis focused on understanding the changes in HHC utilization
throughout the first and second waves of the COVID-19 pandemic. Based on our analysis
of the causes, consequences, and experiences, we were able to identify three main themes:
(1) at home, alone? (2) managing uncertain demands; (3) being a nurse in times of crisis.
Each theme covers a number of subthemes. Figure 5 provides an overview of these themes
and the accompanying subthemes, on which we will elaborate below.
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Figure 5. Themes (grey boxes) and sub-themes (white boxes) derived from the qualitative analyses.

3.2.1. Theme 1: At Home, Alone?

A considerable proportion of the decline in HHC utilization during the first wave
of COVID-19, as shown in Figure 1, was caused by the reduced demand for care by non-
COVID-19 clients, both new and existing. This was driven by fear of infection, with many
clients opting out of the HHC services themselves offered by registered nurses, certified nurse
assistants, or care assistants. Instead, these clients chose to rely more on self-care and/or on
support from informal caregivers, such as family members, friends, or neighbors. For clients
who did not opt out of care, in many cases HHC organizations scaled back their service
provision, either completely or partially depending on the level of need (this corresponds
to what we see in Figure 4). This meant that clients were approached by a district nurse to
discuss which services could be provided less frequently, eliminated completely, and/or
provided through video calls or informal care. There was thus a formal needs re-assessment of
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all existing clients aimed at scaling back formal care delivery as much as possible. Clients
generally felt well informed and actively involved in the decision-making process around
scaling back care:

“I have the impression that scaling back care was discussed properly with the clients
and informal caregivers. They really have a say in that, resulting in a genuine dialogue
[between the client, informal caregiver, and the nurse about scaling back care] that resulted
in a solution.” (client council member D4a)

Regardless of whether it was driven by personal choice or supply constraints, the
scaling back of formal care provision had direct consequences for HHC clients. Clients
became more dependent on self-management and informal care. Especially for potential new
clients, the fear of infection was a reason for relying more on themselves or on informal
caregivers, rather than opting to receive HHC. For some existing clients, increased self-
reliance and use of informal care has worked out positively and they have continued to
receive less HHC or no HHC at all. Encouragement to be more self-reliant was much
more readily accepted by clients than before the pandemic, for example, for those who had
been receiving the same low-complexity care for years. The aspects above were shared
widely across all levels in the focus group interviews. For some existing clients who might
have become eligible for admission to a nursing home during the pandemic, the closure of
nursing homes to visitors and other non-essential persons (from March 19 2020 onwards)
was a reason for them to continue to live at home and receive HHC for longer. According
to nurses, most clients experienced no major adverse effects from the changes in HHC
provision. However, some informal caregivers reported a higher burden, with the potential
risk of becoming overburdened, after formal care had been scaled back.

“As a district nurse, when you carry out a needs assessment you always look at [ . . . ]
how a client could become more independent, but not every client is open to that. Now
[during the pandemic], clients were much more receptive.” (manager A2a)

“A few weeks after care was scaled back, we had informal caregivers contacting us
saying: ‘I said I could take over [the care for the client], but I am having a tough time’.”
(director D1a)

However, according to all the nurses, for some clients the reduction in formal care
(including in other healthcare sectors) led to undertreatment, eventually resulting in an
even higher need for HHC. The consequences of limited formal care were felt particularly
by clients with cognitive decline. Some other significant adverse effects of the pandemic and
the associated care restrictions were reported mainly by the nurses and the members of
the client councils. As the scaling back of HHC took place at the same time as many other
restrictions in the social environment—such as the closure of daycare facilities, restrictions
on social contact, and so on—this led to more loneliness among clients.

“[Due to the COVID-19 pandemic,] the daily routine for clients with dementia has
changed, making them more depressed, confused, and lonely. That does not necessarily
mean that they need to be admitted to a nursing home, but we are doing a lot to help these
clients”. (district nurse B2b)

3.2.2. Theme 2: Managing Uncertain Demands

Across the HHC organizations studied, for managers, the first wave of the COVID-19
pandemic was an unprecedented crisis that unfolded at great speed. Communication
between HHC organizations intensified, and active regional collaboration was initiated.
Directors and managers very much valued this sense of solidarity between organizations.
Internally, all organizations responded in a top-down manner to start with, creating a crisis
team to bring together high-level management functions, including directors, operational
managers, and policy advisors. For managers, communicating with HHC professionals
was difficult. This was because they had to work from home and thus felt more distant from
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HHC professionals. It was also hard to structure the very large amounts of information
they received from within and outside of their organization.

“HHC professionals couldn’t see the wood for the trees, and neither could we as managers
when we were getting 80 e-mails just about ever-changing COVID-19 policies.” (crisis
team member C2a)

Of the many policy decisions made by the crisis team, two were raised the most
frequently and discussed in the most detail during the focus group interviews. First,
the decision to scale back regular care to the absolute minimum in anticipation of massive
COVID-19-related demand for care from the hospital sector. Due to the high demand for
COVID-19-related hospital care, hospitals were already scaling back planned non-COVID-
19-related care, such as minor surgery, leading to a decrease in post-hospital HHC.

In the first wave, the needs of all (regular) HHC clients were re-assessed and sub-
sequently categorized depending on how essential their care needs were (known as the
‘traffic light system’ by some organizations). This meant that essential, medically nec-
essary care—such as palliative care and technical nursing care (e.g., dressing a wound
or providing medication)—had to be continued under all circumstances. Other types of
care—such as personal care, preventive home visits—were categorized in terms of necessity
and alternative forms of care provision were suggested. Examples include teaching an
informal caregiver to give a client’s eye drops, decreasing the frequency of showering or
washing from three times to once a week, or regular telephone contact to check how a client
was doing. The re-assessment of care needs and types of care went hand in hand with
a rise in the use of e-health tools and assistive equipment in three out of the four HHC
organizations.

“In the first wave, we had no idea what to expect, so we developed and introduced scenarios
for scaling back, because we thought we might not have enough HHC personnel available.
But actually the situation wasn’t as bad as expected for us.” (crisis team member C2a)

“For clients whose care provision was scaled back, our organization made sure they had
weekly telephone contact with them to support them as well as possible.” (client council
member B4b)

The end of the first wave was characterized by a fall in the number of COVID-19
cases. According to the directors, it became clear in hindsight that the scaling back of HHC
during the first wave had been too rigorous. HHC organizations learned from the first
wave, resulting in much less scaling back of HHC services during the second wave. This
was in line with our quantitative findings (i.e., Figures 1–4), in which we did not observe
any declines as pronounced as during the first wave.

“Based on the numbers [of infections] in our region, we expected a huge wave of clients
[to be discharged from the hospital] who would need HHC. From all sides, we were being
told: ‘Get ready for [clients coming out of the] hospitals, scale back your care!’ However,
this huge wave never came. [ . . . ] Looking back, we scaled back more than was strictly
necessary, but nobody knew that at the time. [ . . . ] You assumed that [the need to scale
back care] would only last for a few weeks, and that we’d manage it.” (director D1a)

Second, the role and responsibilities of management in the limited information and
resources available to protect nurses in the HHC setting was addressed. In the first wave,
there was a lack of knowledge and experience within HHC organizations and among clients
regarding what COVID-19 was and how to work with COVID-19-infected clients. Clients
(suspected of) having COVID-19, therefore, received HHC separately from other regular
clients, from special COVID-19 teams. For most organizations, nurses could join the COVID-
19 teams voluntarily. During this first wave, HHC organizations had to deal with a severe
shortage of PPE, such as facemasks and gloves. According to national guidelines, HHC
professionals were not supposed to use PPE with all HHC clients, but only when visiting a
client infected with COVID-19. Policy advisors and directors of the HHC organizations
found themselves in a dilemma: either stick to the national policy—which most of them
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did—or make their own decisions. For example, some managers indicated that they would
sometimes disregard national policy in individual cases, using their own professional
insight. Some HHC organizations also tried to purchase extra equipment themselves rather
than waiting for action at the national level.

“[Our HHC professionals] felt extremely unsafe, and there was nothing we could do
about it because the resources just weren’t there. [ . . . ] As a manager, I found that very
difficult.” (manager A1a)

“At a certain point, we [our organization] bought PPE ourselves because we weren’t
getting anything from the regional distribution of equipment. [ . . . ] That degree of
divergence between organizations—that shouldn’t be allowed to happen in my opinion.”
(director C1a)

Since the second wave began, PPE became more widely available again and all pro-
fessionals were able to wear the equipment when this was considered necessary. This—
together with increased knowledge on how to live and work with COVID-19 and the fall
in the number of cases—made it possible to return COVID-19-related care to the regular
HHC teams. This also fulfilled the need for HHC organizations to implement a longer-term
solution than COVID-19 teams.

3.2.3. Theme 3: Being a Nurse in Times of Crisis

On the one hand, the top-down approach in the first wave was generally viewed
positively by both managers and nurses because it enabled fast decision making. However,
nurses also indicated that it did not allow for their professional expertise to become an integral
part of the decision-making processes and limited their autonomy in care provision. During
the pandemic, nurses functioned as a link between management and clients. They had
to communicate decisions on crisis management policies made by management to the
individual clients. This was to provide personalized information and avoid unrest among
the clients as much as possible. Due to the overall discontent with the top-down approach
and the nurses’ central role, most organizations added nurses to the crisis team—and client
council members too—to ensure a more bottom-up approach in the second wave.

“We received feedback from our employees that they felt there was a major gap between
them and their managers in the first wave. So in the second wave, [ . . . ] we introduced
all sorts of initiatives for our employees to be more involved in decision making on our
policy.” (manager A2a)

Nurses experienced heavy workloads during the pandemic. Particularly those working
in the COVID-19 teams, but also nurses in teams where more colleagues were absent
due to sickness, for example, worked longer hours than normal (some nurses mentioned
15 h working days) and were unable to take any days off. Nurses in regular HHC teams
also faced additional tasks at work due to the scaling back of care in other settings such
as hospital care and nursing homes, arranging COVID-19 tests for their HHC clients, or
re-organizing schedules due to colleagues who were sick.

“I received many phone calls in my own time, from colleagues asking for help or telling
me about clients who were infected. [ . . . ] I was constantly thinking about who was or
might be infected, who could come out of quarantine, etc. [ . . . ] And arranging for clients
to be tested for COVID-19 by their GP took up a lot of my time.” (district nurse D3a)

During the first wave, the working environment was considered very unsafe by nurses.
According to nurses, their organizations were following national policy guidelines on PPE
for much too long, and they should have been doing more to protect their employees.
Many nurses and other HHC professionals felt let down by the government and their
employers. Nurses were afraid of getting infected and spreading the virus to clients or
to their own families. This also led to frequent testing for the virus, which further added
to the perceived stress. In addition to the unsafe working environment, the information
overload from managers and continuously changing procedures and protocols led to unrest
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among nurses, especially during the first wave. Nurses were not always aware of the latest
procedures and protocols, which sometimes affected clients negatively. During the second
wave, although more knowledge and PPE were available and changes in procedures and
protocols were less frequent, the return of COVID-19-related care to the regular HHC teams
increased uncertainty among the nurses once again. Good dissemination of knowledge
from the COVID-19 teams to the regular HHC teams and the availability of experts on
COVID-19-related care to answer questions were helpful in these cases, and reduced levels
of anxiety and uncertainty. Even though the working conditions were considered tough
by nurses, they also acknowledged the difficulties that managers and directors must have
been experiencing.

“As employees, we were obliged to go to work, even if you had a family member at
home who had tested positive for COVID-19. I felt pressure because of that.” (district
nurse D3a)

“[The level of unrest during the second wave] was different in each team. Some teams
said: ‘We have PPE now. We know who has tested positive and what to do.’ But other
teams still panic a little if a client tests positive, wondering ‘What should we do now?!’”
(policy advisor B2a)

Nurses indicated that their resilience and wellbeing had been negatively impacted by
the difficult working conditions and the difficult ethical choices that had to be made when
scaling back HHC provision to clients in need. Nurses were and continue to be emotionally
impacted by these difficulties, especially those who had a high number of sick colleagues
in their teams. While in the first wave, nurses were able to soldier on, their resilience by
the end of the second wave was felt to be just enough to carry on. The uncertainty around
future waves of COVID-19 was putting a strain on all those involved in HHC. Nurses, as
well as directors, managers, and clients, wondered if people could cope with the COVID-19
situation any longer. Monitoring long-term effects, which are to be expected, at a personal
level would be a valuable exercise.

“Some of my colleagues believe that they infected clients. They still have that on their
mind and it’s a source of stress, and as a result they are currently on sick leave.” (district
nurse C3b)

“[In the second wave,] the capability to carry the burden [of the COVID-19 pandemic]
was lower compared to the first wave, but we all still just got on with it.” (manager A1a)

“When I see how everything is going now, I wonder how the next wave will turn out.
[ . . . ] [The HHC organizations] made it through the second wave, but whether it will
continue to work and whether they have the resilience to absorb the next hit . . . I find
that a frightening thought to be honest.” (client council member D4a)

4. Discussion

The main findings of our research are that particularly during the first wave of the
COVID-19 pandemic (i.e., between March and June 2020), both the demand for and supply
of HHC decreased considerably. The different perspectives in the focus group interviews
enabled us to understand these changes in light of the responses to and experiences of HHC
staff and clients to the COVID-19 pandemic in 2020. Both clients newly eligible for HHC
and existing clients opted out of formal care and relied (more) on self-care and informal
care. At the same time, HHC organizations reduced the provision of care in anticipation
of very high demand for COVID-19-related care from the hospital sector and a lack of
PPE. During the period of reduced supply, nurses monitored their clients and adjusted the
supply of HHC on the basis of clients’ needs. During the first wave, HHC organizations
used a centralized, top-down approach to cope with the unanticipated crisis. After the first
wave, HHC organizations granted more professional autonomy to nurses. Additionally,
HHC organizations learned lessons from the first wave with regard to scaling back care,
making smaller reductions in HHC services during the second wave compared to the first
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wave. Experiences of working in HHC during the COVID-19 pandemic differed between
participants and between waves. While there was a prevailing sentiment of ‘we survived’,
there were also fears about how to deal with potential future waves.

We saw the use of HHC decline significantly across the board between March 2020 and
January 2021, with the most significant decrease in production occurring during the first
COVID-19 wave. While all HHC organizations participating in our study scaled back care in
a structured manner, our findings suggest that in retrospect the steps taken were ‘too much,
too soon’. Although we do not know what proportion of the reduction in the use of services
was due to clients preferring to avoid medical care, this is likely to have been a significant
factor. However, based on our focus group interviews, one overarching factor clearly
influenced all stakeholders (i.e., managers, nurses, and clients): fear. Similar to our findings,
studies in other countries suggest that many clients—and/or their informal caregivers—
were unwilling to allow HHC professionals into their homes during the first wave of the
pandemic because they were so concerned about being infected [16]. At the same time, the
fear of unprecedented demand for HHC from COVID-19 patients discharged from hospital
led managers in Dutch HHC to drastically scale back service provision. However, this fear
ultimately proved unfounded, and many focus group participants criticized the timing
and extent of the scaling back of HHC services, in retrospect. Future crisis management
protocols should enable managers to scale back where needed, responding rapidly and
flexibly, rather than in anticipation of uncertain demand.

There was an expectation that service levels might remain at a lower level after the
reduction in HHC because of clients’ increased self-reliance; however, our findings suggest
that has not happened. As in other studies [2], service provision was almost back to its
original levels by the time of the second wave of the pandemic. It seems that informal
caregivers took on most care activities during the first wave. Research among informal
caregivers of patients with dementia living at home in Norway, for example, also showed
that almost 70% of relatives reported an increase in their care responsibilities [4]. The
major staff shortages within HHC [17]—which were exacerbated further by the COVID-19
pandemic due to people’s fear of infection [3] and high rates of sick leave [18]—underline
the importance of shifting services from HHC professionals to informal caregivers or
encouraging clients to become more independent. However, the increase in the intensity of
informal care provision also resulted in a higher burden for informal caregivers. Reviews
of the impact of the COVID-19 pandemic on informal caregivers have indicated that it had
a major impact on informal caregivers—including higher stress levels, pain, depressive
symptoms, sleep problems, and greater social isolation—and 72% of the informal caregivers
in the US are feeling more burned out than ever [19,20]. Additional research is therefore
needed to learn more about which formal care services provided by HHC professionals
can be sustainably substituted by self-care or informal care, and for which clients, under
which circumstances.

There are widespread reports of increased stress, burnout, and mental health prob-
lems among healthcare professionals caring for COVID-19 patients, including depression,
insomnia, and post-traumatic stress disorder [21–23]. Studies based on survey data have
attributed these problems to the fear of infection, fear of transmitting the virus to others,
excessive workloads, and social stigmatization [24]. Indeed, the district nurses in our focus
group reported significant anxiety around infection, exacerbated by the lack of proper
PPE. As frontline workers whose profession involves significant physical contact, nurses
felt frustrated by the lack of protection of their own health and safety provided by their
employers, and—consequently—the lack of protection of their clients’ health and safety
too. They reported heavy workloads, high absenteeism due to illness, and long working
hours. Despite these dire circumstances, district nurses went to great lengths to offer
meaningful support to their clients, either in the homes or from a distance, to prevent po-
tentially irreversible declines in their health. It is essential that we develop and implement
interventions to help nurses cope with the resulting mental and physical problems, both in
order to control the pandemic and to ensure the long-term sustainability of high-quality
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HHC. Future research, for example a systematic literature review on certain supporting
interventions and/or qualitative research with HHC professionals, might be needed to
gain more insights into how the HHC professionals can be supported in their work and
experiences during and after a crisis. Moreover, HHC professionals should play a central
role in crisis management to ensure that their sustainability and well-being are taken into
account in decision making.

Additionally, decisions regarding the discontinuation of care cannot be taken on the
basis of a one-size-fits-all approach and the expertise of district nurses should be utilized if
we are to prevent adverse outcomes for vulnerable and already disadvantaged populations
of HHC clients [25]. It seems promising, in this sense, that nurses were given a formal role
in the crisis teams set up by all the participating HHC organizations following the first wave
of the pandemic. In that respect, the HHC organizations in our study were already using
the professional expertise of district nurses in scaling back services: nurses re-assessed their
clients’ needs and made informed decisions on whether discontinuation was possible. Our
quantitative findings suggest that—at least from a medical perspective—this was a success:
service use fell the most in subgroups of clients with relatively low care needs. Still, it is
important to examine whether existing health inequalities in the HHC population were
exacerbated due to the discontinuation of service resulting from the decisions made by
clients or staff. Recent research from the UK suggests that the government’s approach to
the lockdown predominantly impacted women, ethnic minorities, and those with chronic
illnesses, thus reducing access to care for groups that were already vulnerable [26].

Finally, although telehealth has been described as a potentially valuable tool for
enabling HHC visits without exposing clients and nurses to the risk of COVID-19 infection,
our participating organizations turned to a simpler solution in order to maintain contact
with vulnerable clients: phone calls. A recent study in the US found that a phone-based
outreach program during the COVID-19 pandemic is a relatively simple intervention
with a potentially far-reaching consequences [27]. It facilitated clinical assessment and
intervention in at-risk groups and enabled the delivery of patient education and—perhaps
most importantly—social connection for vulnerable and emotionally isolated clients and
families. For older adults living at home who are unfamiliar with e-health and digital forms
of communication, phone calls are often more accessible. An initial, small-scale evaluation
of a similar program in which volunteers called rather than healthcare professionals showed
promising effects on participants’ social and emotional well-being, as well as overall self-
reported health [28]. Continuing such telephone-based interventions, even after the current
pandemic, could be an effective way of supporting the health and well-being of older adults
living at home.

The strength of our study was its combining of quantitative data with in-depth focus
group discussions that included a range of perspectives—including nurses, management,
and clients—by studying a large amount of quantitative client data from four organizations.
First, we were able to obtain feedback from those organizations and direct the discussion
during the focus group interviews. Although we believe that the HHC organizations
involved in this research are representative of the Netherlands, and only minor differences
were noted between organizations in the focus group interviews, we cannot exclude the
possibility that other organizations may have responded differently to the crisis. We must,
therefore, be cautious regarding the generalizability of these results. A further limitation
of our study is the relatively short timeframe in which it was conducted, especially given
that the pandemic is still ongoing. It would be interesting to investigate the longer-term
effects of the COVID-19 pandemic on HHC. Future research would therefore be valuable,
in which possibly other quantitative analyses are applied on a more extensive dataset of,
for example, multiple years, to assess these effects. However, we believe that the insights
that we have gained into the first and second waves provide valuable lessons for future
crises and for subsequent waves in this pandemic.
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5. Conclusions

This study shows that HHC organizations had to deliver HHC to vulnerable clients
in difficult times during the first two waves (March 2020–January 2021) of the COVID-19
pandemic. In retrospect, HHC organizations scaled back the delivery of HHC too drastically
in the first wave. In the future, more responsive crisis management protocols should be
made available that scale back care only if this is truly needed. Nurses monitored and
adjusted the provision of HHC on the basis of individual needs. However, future research
will need to demonstrate whether certain HHC clients were particularly impacted by the
scaling back of HHC and for which groups self-care, informal care, or e-health solutions
might be appropriate. Notwithstanding all the efforts to provide the best HHC possible
tailored to clients’ needs, if those providing the care do not receive sufficient support, there
is nobody else to act during times of crisis. Developing and implementing interventions
to help HHC professionals cope with the effects of a crisis is therefore essential for the
long-term sustainability of high-quality HHC.
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22. Raudenská, J.; Steinerová, V.; Javůrková, A.; Urits, I.; Kaye, A.D.; Viswanath, O.; Varrassi, G. Occupational burnout syndrome
and post-traumatic stress among healthcare professionals during the novel coronavirus disease 2019 (COVID-19) pandemic. Best
Pr. Res. Clin. Anaesthesiol. 2020, 34, 553–560.

23. Miguel-Puga, J.A.; Cooper-Bribiesca, D.; Avelar-Garnica, F.J.; Sanchez-Hurtado, L.A.; Colin-Martínez, T.; Espinosa-Poblano, E.;
Anda-Garay, J.C.; González-Díaz, J.I.; Segura-Santos, O.B.; Vital-Arriaga, L.C.; et al. Burnout, depersonalization, and anxiety
contribute to post-traumatic stress in frontline health workers at COVID-19 patient care, a follow-up study. Brain Behav. 2021, 11,
e02007. [CrossRef] [PubMed]

24. Rücker, F.; Hårdstedt, M.; Rücker, S.C.M.; Aspelin, E.; Smirnoff, A.; Lindblom, A.; Gustavsson, C. From chaos to control–
experiences of healthcare workers during the early phase of the COVID-19 pandemic: A focus group study. BMC Health Serv. Res.
2021, 21, 1–13. [CrossRef] [PubMed]

25. Giebel, C.; Hanna, K.; Cannon, J.; Eley, R.; Tetlow, H.; Gaughan, A.; Komuravelli, A.; Shenton, J.; Rogers, C.; Butchard, S.; et al.
Decision-making for receiving paid home care for dementia in the time of COVID-19: A qualitative study. BMC Geriatr. 2020, 20,
1–8. [CrossRef] [PubMed]

26. Topriceanu, C.-C.; Wong, A.; Moon, J.C.; Hughes, A.D.; Bann, D.; Chaturvedi, N.; Patalay, P.; Conti, G.; Captur, G. Evaluating
access to health and care services during lockdown by the COVID-19 survey in five UK national longitudinal studies. BMJ Open
2021, 11, e045813. [CrossRef] [PubMed]

27. Miner, S.; Masci, L.; Chimenti, C.; Rin, N.; Mann, A.; Noonan, B. An Outreach Phone Call Project: Using Home Health to Reach
Isolated Community Dwelling Adults During the COVID 19 Lockdown. J. Community Health 2021, 1–7, online ahead of print.
[CrossRef] [PubMed]

28. Lee, K.; Fields, N.; Cassidy, J.; Kusek, V.; Feinhals, G.; Calhoun, M. Caring callers: The impact of the telephone reassurance
program on homebound older adults during COVID-19. Home Health Care Serv. Q. 2021, 40, 247–261. [CrossRef] [PubMed]

http://doi.org/10.1016/j.lanepe.2021.100197
http://doi.org/10.1016/j.ajic.2021.08.004
http://www.ncbi.nlm.nih.gov/pubmed/34391871
https://www.venvn.nl/nieuws/afschalen-wijkverpleging-wat-heeft-deze-client-echt-nodig
https://www.venvn.nl/nieuws/afschalen-wijkverpleging-wat-heeft-deze-client-echt-nodig
http://doi.org/10.1177/1084822320980415
http://doi.org/10.1136/bmjopen-2019-035683
http://www.ncbi.nlm.nih.gov/pubmed/32071192
http://doi.org/10.1191/1478088706qp063oa
http://doi.org/10.1186/s12913-021-07076-x
http://www.ncbi.nlm.nih.gov/pubmed/34610836
http://doi.org/10.1186/s12913-021-07041-8
http://www.ncbi.nlm.nih.gov/pubmed/34551783
https://www.aovvt.nl/wp-content/uploads/2020/09/k211_VernetFactsheet.pdf.
https://www.aovvt.nl/wp-content/uploads/2020/09/k211_VernetFactsheet.pdf.
http://doi.org/10.1177/23337214211020164
http://www.ncbi.nlm.nih.gov/pubmed/34104687
http://doi.org/10.1016/j.bbi.2020.05.026
http://www.ncbi.nlm.nih.gov/pubmed/32437915
http://doi.org/10.1002/brb3.2007
http://www.ncbi.nlm.nih.gov/pubmed/33319496
http://doi.org/10.1186/s12913-021-07248-9
http://www.ncbi.nlm.nih.gov/pubmed/34758837
http://doi.org/10.1186/s12877-020-01719-0
http://www.ncbi.nlm.nih.gov/pubmed/32900360
http://doi.org/10.1136/bmjopen-2020-045813
http://www.ncbi.nlm.nih.gov/pubmed/33737441
http://doi.org/10.1007/s10900-021-01044-6
http://www.ncbi.nlm.nih.gov/pubmed/34751895
http://doi.org/10.1080/01621424.2021.1997861
http://www.ncbi.nlm.nih.gov/pubmed/34747329

	Introduction 
	Materials and Methods 
	Design 
	First Phase: Quantitative Methodology 
	Sampling and Data Collection 
	Data Analysis 

	Second Phase: Qualitative Methodology 
	Participants 
	Data Collection 
	Data Analysis 

	Data Management 
	Ethics 

	Results 
	Impact of the Pandemic on HHC Utilization 
	Changes in Hours of HHC Utilized 
	Changes in the Number of HHC Clients 
	Changes in HHC Intensity of Clients 

	Providing and Receiving HHC during a Crisis 
	Theme 1: At Home, Alone? 
	Theme 2: Managing Uncertain Demands 
	Theme 3: Being a Nurse in Times of Crisis 


	Discussion 
	Conclusions 
	References

