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Background: Despite their integral role, Home Health Aides (HHAs) are largely unrecognized as essential to
implementing effective infection prevention and control practices in the home healthcare setting. We sought
to understand the infection prevention and control needs and challenges associated with caring for patients
during the pandemic from the perspective of HHAs.
Methods: From June to August 2020, data were collected from HHAs in the New York metropolitan area using
semi-structured qualitative interviews by telephone; 12 HHAs were interviewed in Spanish. Audio-recorded
interviews were transcribed, translated and analyzed using conventional content analysis.
Results: In total, 25 HHAs employed by 4 unique home care agencies participated. HHAs had a mean age of
49.8 (§ 9.1), 24 (97%) female, 11 (44%) Black, 12 (48%) Hispanic. Three major themes related to the experi-
ence of HHA’s working during the COVID-19 pandemic emerged: (1) all alone, (2) limited access to informa-
tion and resources, and (3) dilemmas related to enhanced COVID-19 precautions. Hispanic HHAs with
limited English proficiency faced additional difficulties related to communication.
Conclusions: We found that HHA communication with nursing staff, plays a key role in infection control
efforts in home care. Efforts to manage COVID-19 in home care should include improving communication
between HHAs and nursing staff.
© 2021 Association for Professionals in Infection Control and Epidemiology, Inc. Published by Elsevier Inc. All

rights reserved.
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The current pandemic of coronavirus disease 2019 (COVID-19),
has caused major strain on the UStates healthcare system, including
home healthcare (HHC) agencies. HHC agencies faced numerous chal-
lenges during the early phase of the pandemic, including limited
availability of personal protective equipment (PPE) and disinfectants
necessary to ensure minimal risk of infection for staff caring for
patients with COVID-19.1 Nurses, therapists, social workers, and
home health aides (HHAs) make up the HHC workforce2; however,
HHAs are unique because they spend considerable time with patients
in their homes providing critical personal care services essential to
support activities of daily living and to enable homebound older
adults live in their homes and communities.3

Qualitative studies suggest that HHAs also perform health-related
tasks, including reminding patients about clinical instructions and
updating clinicians regarding changes in patients’ clinical status.4

Nevertheless, HHAs are largely unrecognized as part of the healthcare
team and prior work suggests that communication between HHAs
and other healthcare team members is limited.5,6 Indeed, amid the
current pandemic, early work by Sterling and colleagues showed that
HHC workers like HHAs provide frontline care, often at personal risk
to support their patients.6 HHAs are overwhelmingly Black and/or
Hispanic women,7,8 with lower educational attainment, earning near
poverty wages.9, 10 Many Hispanic HHAs speak Spanish and have lim-
ited English proficiency.11 This demographic profile represents a key
segment of the HHC workforce which already experiences high levels
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of marginalization, and faced greater risk for COVID-19 given the dis-
proportionate impact of the pandemic on Black and Hispanic commu-
nities.12-14 Developing strategies to better support this diverse direct
care workforce is critical to meeting the needs of an increasingly
diverse aging population in the United States.15,16

Despite the integral role of HHAs in the care of homebound
patients, limited research attention has focused on exploring their
experiences, particularly during the COVID-19 pandemic. Addition-
ally, no study has focused on the experiences of Spanish-speaking
HHAs with limited English proficiency during the pandemic. As the
COVID-19 pandemic expedites existing trends to move long-term
care patients from facilities to community-based care,17 better under-
standing of the challenges faced by HHAs is necessary to inform the
development of improved practices and policies to better support
this marginalized group. This qualitative study sought to understand
the infection prevention and control needs and challenges associated
with caring for patients during the pandemic from the perspective of
HHAs employed by Licensed Home Care Service Agencies.

METHODS

Study design and population

This study was part of a larger, qualitative study designed to
describe the care planning process for HHC nurses and HHAs for
patients with Alzheimer’s disease and related dementias. From June
to August 2020, we conducted in-depth, semistructured interviews
with HHAs. HHAs were eligible if they cared for HHC patients during
the pandemic (from March 2020), spoke English or Spanish, worked
in the agency for at least a year and had cared for patients with Alz-
heimer’s disease and related dementias. HHAs were recruited from 4
agencies (2 private for-profit, 2 nonprofits; 3 in New York City, 1 in
Westchester County). Recruitment efforts were conducted in English
and Spanish and included flyers mailed to eligible participants by
agency administrators, in addition to text messages. In addition, in
one site, research staff screened 24 HHAs from the agency’s employee
list to confirm eligibility, with 10 agreeing to participate in the study.
Participants were reimbursed a $20.00 e-gift card for interview com-
pletion. The study was approved by the Adelphi University’s Institu-
tional Review Board and informed consent was obtained from all
participants.

Data collection

Interview guides that informed this substudy were developed
from a review of the literature related to infection prevention and
control, and informed by Donabedian’s conceptual framework of
health care quality.18-22 Donabedian's framework is applicable to
understanding factors associated with health care environments (eg,
HHC) and how they impact care processes and outcomes.22 Thus, par-
ticipants were asked about the following areas related to infection
prevention and control during the COVID-19 pandemic: (1) hand
hygiene in the HHC environment, (2) utilization of COVID-19 related
infection prevention information and its impact on the processes of
care, and (3) barriers to the provision of care. Questions related to
infection prevention and control in this sub-study included: (1) Tell
me about challenges you have encountered in receiving COVID-19
infection prevention information, (2) I’d like you to list all the things
that you can think of that make it difficult to take care of your patient
with Alzheimer’s/dementia since the COVID-19 outbreak, and (3)
What, if any, barriers to practicing hand hygiene or infection preven-
tion do you encounter in the patient’s home environment?

Interviews were conducted via telephone and lasted 25 minutes,
on average. Sociodemographic data including age, gender, and race
were collected following the semistructured interview. Twelve HHAs
were interviewed in Spanish. Interviews were digitally recorded and
transcribed verbatim; transcripts in Spanish were subsequently
translated to English by a medical interpreter. Interviewers (A.C. and
Z.T.O.) debriefed after conducting 1 to 2 interviews to discuss emerg-
ing content, summarize material in analytic memos, and assess
degree of data saturation to evaluate the need for additional inter-
views. Upon completion of 23 interviews, interviewers speculated
whether a stage of “informational redundancy” was being reached,23

because new interviews were tending to repeat information previ-
ously collected on key topics.24 Completion of an additional 2 inter-
views solidified confidence that data saturation was reached and
sampling was stopped.

Data analysis

Data analysis was conducted using a conventional content analy-
sis approach that consists of coding and identifying patterns in the
data to describe the experience of HHAs during the COVID-19 pan-
demic.25 After personal identifiers were removed, transcripts were
entered in NVivo qualitative data analysis software (QSR Interna-
tional Pty Ltd. Version 10, 2012). Two members of the research team
(J.O. and Z.T.O.) read half of the transcripts independently to further
develop in-depth familiarity with the data, and to develop a prelimi-
nary codebook. Codes represented categories or concepts emerging
from transcripts that served to label and group the data in meaning-
ful ways (eg, communication about COVID-19, infection control in
the home, and COVID-19 fears). To ensure the codes were grounded
in the qualitative data, codes were systematically refined, eliminated
or added through several iterations of transcript reviews and coding
until a final codebook was established. Six transcripts were initially
coded by each of the 2 coders who subsequently met to resolve cod-
ing discrepancies through consensus in order to maximize their con-
sistency of applying codes. The remaining 19 transcripts were then
coded by both coders. Finally, to generate themes and subthemes, all
authors read coded excerpts, discussed emerging patterns, and col-
lapsed and organized codes into broader topics and themes through
iterative discussion.

RESULTS

Sample characteristics

Participants (n = 25) were predominantly female (96 %), with a
mean age of 49.8 (§ 9.1) (Table 1). Participants largely identified as
racial/ethnic minorities: 44% were Black and 56% were Hispanic.
Thirty-six per cent of our participants had a high school degree or
more. On average, participants had 8.6(§ 7.3) years of experience
working as HHAs. Spanish-speaking participants were specific to
Agency 2 and 3.

Qualitative themes

Analyses yielded 3 major themes related to the experience of
HHA’s working during the COVID-19 pandemic: (1) all alone, (2) lim-
ited access to information and resources, and (3) dilemmas related to
enhanced COVID-19 precautions (Fig 1). Each of these themes had
associated subthemes (Fig 1), which are described in detail below.
Notably, all themes reflect circumstances wherein the HHAs lived in
constant fear while working during the pandemic.

Theme 1: All Alone. HHAs reported challenges they confronted
because of the nature of the home healthcare practice environment,
which confined them to work in solitude in their patient’s home.

Working Alone and Feeling Isolated. —HHAs worked as the only
staff in the patient’s home for extensive periods, with shifts ranging
from 4 to 12 hours. Working in such an environment required a lot of



Table 1
Characteristics of participating agencies and HHAs

Characteristic (N=25)

HHA agencies (N = 4)
Agency 1 (private for-profit) 8
Agency 2 (private for-profit) 5
Agency 3 (nonprofit) 2
Agency 4 (nonprofit) 10
Age n (%)
Mean (SD) years 49.8 (9.1)
Gender
Female 24 (96)
Male 1 (4)

Race/ethnicity
Black 11 (44)
Hispanic 14 (56)

Education level
≥ High school 16 (64)
< High school 9 (36)

Years of experience working as HHA
Mean (SD) years 8.6 (7.3)

HHA, home health aide; SD, standard deviation.
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autonomy because there was no back-up staff in the patient’s home.
Most HHAs described how they felt isolated and undervalued in their
job role as HHAs in general:

“This job of aide you pretty much...do it alone. And I don't speak
for myself, I speak for all, because the nurses don't come to tell you
instructions. They make you feel like you're not worth it, like you are
not anything there. . .that's how I feel. That's the experience I have.”
(Spanish- speaking HHA, nonprofit agency). Another English-speak-
ing HHA added, “Nobody comes and says, this is what you are sup-
posed to do, this is this or this is that. And I am not making reference
to COVID, this has been going on for a while. . .so it is not to say it is
the COVID time. It has been going on for a while.”

While HHAs reported the perception of working alone and isola-
tion in a HHC setting in general, they emphasized that it was exacer-
bated during the pandemic:

“HHAs are facing the same issues as those in the hospital and
nursing home but we are not given the same treatment. . . people
Fig 1. Emergin
don’t mention HHA as first responders. . .remember you are alone in
the home with the patient. . .” [English-speaking HHA, for-profit
agency].

Another HHA noted the burden of working alone in a setting with
no other members of the HHC team physically present: “Everything
is on you, because the weight is on you. Because you alone are there
with the patient.” [English-speaking HHA, for-profit agency]

Alone in patients’ homes with limited physical support to help with
patient care. HHAs provided personal care to patients who had func-
tional limitations. HHAs consistently stated that they had no other
health care professional to rely on to help with difficult tasks in
patients’ homes, which may require assistance in other settings, such
as turning or positioning physically dependent patients. While pro-
viding such care, HHAs had fears related to COVID-19 exposure risk.

“It is difficult because you have to feed the client and take care of
them. . .and certain interactions are hard, I try to stay away when I
talk to them, but it does not work because some have vision
impairment. Social distancing is absolutely impossible because they
are completely dependent on you.” [English-speaking HHA, for-profit
agency]

Another HHA from a for-profit agency explained:
“. . .You never know, you have your mask on, but the patient is in

your face, remember the patient is bed bound and when you try to
help them out of bed, they are in your face. It was the scariest
thing. . .only by the grace of GOD. . .it is not a good experience.”

Limited emotional support during the pandemic. Working as a HHA
during the pandemic posed substantial stressors, yet limited access
to emotional support was frequently mentioned by most HHAs. To
illustrate the lack of emotional support, participants compared their
roles to non- HHC staff. Certified nursing assistants who have similar
roles in hospitals and nursing homes benefitted from the opportunity
to interact with other healthcare workers,26 potentially receiving
emotional support from such interactions. HHAs highlighted that
during the peak of the pandemic, they received limited emotional
support from other members of the HHC team.

“People who work in nursing homes and hospitals are better. They
have more support. We go through worse, there is no support.
Because sometimes you need someone to talk to, because sometimes
you are so burdened. . .now nurses don’t visit patients often any
g themes.
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more. . .” (English-speaking HHA, for-profit agency) One HHA from a
not-for profit agency explained this further with respect to lack of
support from other HHC staff: “There is no communication. The only
communication is if something happened, and when you call they
may call you back. Sometimes it takes a day or 2 or may be a week. It
is you, the patient and maybe the patient’s family.”

Availability of HHC staff nurses was seen as important in estab-
lishing a positive relationship with the HHAs needed for emotional
support. Some HHAs shared how the use of telephone calls can be
used to enhance proactive communication with HHAs and leveraged
to provide them emotional support:

Another HHA from a for-profit agency stated. “The nurse should
take care of the HHA, make sure we are taking care of ourselves. . .lit-
tle, small details of self-care with the COVID situation. . .”

Theme 2: Limited Access to Information and Resources. Limited
access to information and resources was reflective of the limited
organizational support HHAs encountered related to infection control
during the COVID-19 pandemic.

Lack of information about patient/family member or other HHAs
COVID-19 status. HHAs indicated that they wanted to know if their
patient or patient’s family had tested positive for COVID-19 but
emphasized that this information was not available. They also
expressed concern regarding the lack of information about the
COVID-19 status of other HHA colleagues who also care for their
patient and how this might put them at risk for exposure to COVID-
19. A HHA from a for-profit agency explained:

“It’s difficult because no one test the family and friends of the
patient, no one is testing the patient. You don’t know what the
patient has going in, but you have to be in there day in, day out. You
don’t know if the patient even has contracted COVID-19. Nobody is
testing them.”

Another HHA said: “I am with a patient, and she has all this differ-
ent aide coming in and out. No one tells you if an HHA had COVID, I
do not know if my patient had it.. . .”

Not knowing own COVID-19 status and limited information about
COVID-19 testing for HHAs. In addition to uncertainty regarding the
COVID-19 status of others, HHAs worked with a fear of not knowing
their own COVID-19 status because they had not been tested:

“It was like hell going to work every day. It is difficult, because
every day, you are thinking, and you want to know if you have con-
tracting something. It was a torment.” HHAs expressed frustration
with the limited information they received from HHC nurses or their
agency about getting tested: “. . . they remind you every day ‘if you
feel sick, don’t go to work.’ If you are at work, you can call the head
nurse, all she would say is ‘check temperature, if you’re sick stay
home.” (English-speaking HHA, non-for-profit agency) Another HHA
from a for-profit agency stated, “Nobody is there checking on you or
giving you information about test.”

A HHA from a for-profit agency recommended that HHC agencies
develop clear processes that would facilitate staff access to testing.

“The only thing I would have really wanted them to do, is to have
really provided us some way for us to get tested. . . because just like
they got us an appointment for us to get fitted for the N95 mask. I
wish they could have done the same thing to get us tested.”

While HHAs expressed concerns about lack of access to testing,
many HHAs appreciated the daily screening COVID-19 which their
agencies conducted via telephone. One Spanish-speaking HHA from a
non-for-profit agency stated: “No difficulties because the company is
well organized, we have cellular communication, apps. Daily, we get
tips and techniques on how to stay safe and keep the patient safe.
There is a lot we can do. It’s sent to us via internet, and we can take
care of ourselves better.” One HHA (English-speaking) from a for
profit agency emphasized: “Every morning there is a recording, with
the agency, wash your hands, wear a mask. . . blabla bla that’s all the
information we get. Wash your hands, remember to wear a mask
when you’re in the presence of the patient. Nothing about the patient.
All of us get it. As soon as you clock in that’s what you get.”

Limited Access to PPE and Hand hygiene products. Many HHAs expe-
rienced challenges with having an adequate supply of PPE during the
pandemic. Some noted structural barriers related to the HHC office
being closed when their shifts end, making it hard to get access to
supplies. One HHA from a nonprofit agency stated:

“Amask alone is not enough protection to me when I have to be in
that home every day. A mask is not supposed to be worn more than
8 hours a day, and you are not given enough. During the weekend, if
you don’t go, you don’t get it. You have to go to the office to pick it
up. If you work 9-5, and the office closes at 5 pm, when you close
from the case, the office is closed. How are you going to get to the
office before you go to work? They are not mailing supplies after
COVID, you have to go in and get it.”

Further exacerbating this challenge was the limited availability of
adequate hand hygiene products in patients’ homes, as a HHA from a
nonprofit agency stated: “[The patient] has a lot of hand bar soap. So,
I spoke to the wife, and I told her to please get us hand washing soap
like a pump.” While many participants verbalized acceptance of the
HHC process, which, as noted, generally requires HHC staff to travel
to a central office location to pick up supplies (eg, PPE), HHAs sug-
gested that nurses could help facilitate access to PPE: “The nurse
should take care of the HHA . . . ensure that we are not running low.”
(for-profit agency)

More expenses, no extra incentives. HHAs shared that health care
employees on the frontline in hospitals and nursing homes received
financial incentives or bonuses during the COVID-19 pandemic. In
contrast, HHAs noted that they incurred extra financial expenses and
received no incentives during the pandemic. One HHA described the
extra costs associated with purchasing PPE and hand washing sup-
plies, given the limited access from agencies’ and in patients’ homes,
as noted above: “I buy all my supplies, my soap, and everything
because I have to protect myself even though it is expensive. I don’t
want to bring these things back to my house.” Despite the increased
personal costs, another participant emphasized how no reimburse-
ments or financial incentives were made available: “We went
through so much during COVID-19, there was no relief, nothing at all
. . .. CNAs in the hospital or nursing home, they got special pay for
COVID-19. . .we did not get that.”

Difficulty communicating with non-Spanish-speaking nurses and
family members (Spanish-speaking Participants). Among Spanish-
speaking participants, gaining access to COVID-19 related informa-
tion necessary to facilitate patient care was a challenge. Spanish-
speaking HHAs preferred working with Spanish-speaking patients:
“Don't send me where I can't communicate. The first thing I have to
do is communicate with that person.” Another HHA expressed how
language posed a barrier to effective communication with non-Span-
ish-speaking HHC nurses: “almost always, the nurses who arrive
speak English, do not speak Spanish. And I don’t speak much English,
very little.” Other HHAs recommended that COVID-19 trainings,
teaching material, and other information should be provided in
English and Spanish: “I consider that they should have a bilingual
person. Give training to bilingual person and to people who do not
speak the language, explain it in English and Spanish.” Another HHA
similarly emphasized, “it would be good if the agencies had the same
thing that the hospital has, which gives you (COVID-19) information
in Spanish and English.”

Because of limited English proficiency, Spanish-speaking HHAs
had to locate resources to facilitate communication with patients,
families and the health care team, and to understand COVID-19
related information. Many Spanish-speaking HHAs thus relied on
their family members to translate care plans or clinical information:
“When they send it to me in English, I send it to my daughter. My
daughter explains it to me. I was once sent an English case from the
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same agency.” HHAs indicated a need for more resources to facilitate
communication. When asked if being a Spanish-speaking HHA
impacts a HHAs job role, another HHA explained:

“Of course, it does. To understand a plan of care, it would be good
if we were given Hispanic people because who could do it in Spanish.
As a Spanish-speaking person you're going into a house, the care plan
is in English, and you won't be able to read it.”

Theme 3. Dilemmas related to enhanced COVID-19 precautions.
Participants described constantly trying to balance the risk of work-
ing as HHAs and their own health.

Tradeoffs between hand hygiene and monitoring patients to avoid
falls. HHAs placed high priority on keeping patients safe at home and
free from falls. This effort frequently compromised their ability to
maintain hand hygiene practices, thus increasing potential COVID-19
risk. One HHA, from a non-for profit agency explained how this
dilemma manifests while caring for her patient with unsteady gait:

“You can’t even get up and go to the bathroom. Most of the time,
they don’t stay put and they are not steady on their feet, so most of
the time you have to be with them. You have to be there with the
walker because they will not stay put. . .you can’t even leave to go to
the bathroom to wash your hands because she's going to get up and
she's going to fall.”

Maintaining mask-wearing amidst patient complaints about its
impact on communication. Many HHAs described the unique chal-
lenge to keep their masks on in patients’ homes and the conflict with
patient satisfaction. Mask wearing made it difficult for patients with
hearing impairments to fully understand HHAs when speaking. As a
result, HHAs reported being caught between maintaining infection
prevention practices at the risk of achieving high patient satisfaction
—a factor critical to being retained as a HHA with patients. One HHA
from a for profit agency stated.

“I keep my mask on 99% of the time. . .She asks me about my mask
and says she doesn’t understand what I am saying, I should take it
off. I explain and explain why I wear my mask.. . . but she doesn’t like
the mask and I tell her it is necessary. If I have to speak clearly, I
remove it off my mouth and then put it back. She doesn’t like the
mask. It is a challenge.”

HHAs also feared that their vulnerability to COVID-19 was greater
because patients sometimes did not adhere to wearing masks:
“Patients remove masks, they touch everything. They sit outside.
They don’t wash hands at home. . .” (HHA from for profit agency)

Constantly taking enhanced precautions (eg, use of bleach) to avoid
contracting the virus exacerbated PPE shortages. HHAs discussed how
enhanced infection practices during the COVID-19 pandemic even
more rapidly depleted the already limited supplies available:

“We have more burden to change gloves, washing hand. . .”
Another HHA described increased reliance on the use of bleach and
disinfectants to mitigate the spread of COVID-19 in the patient’s
home during her shift: “When I start, I spray the air, bleach the area. I
re-clean everything once I start a case. COVID has made me rethink
how I do things. . .. I bleach the kitchen, bathroom. I am a bleach
user.” (HHA from for profit agency)

Another HHA from a for profit agency described extensive
increased use of Lysol and alcohol for infection control:

“Because when he sneezes it spreads. . .. I back off, I Lysol the area,
get alcohol to kill the germ when he sneezes. Then I have to clean the
table, I have to throw away the food. Clean everything up with alco-
hol. Then I clean his hands and brush his teeth. I have to clean the
germs because I am breathing the air he is breathing in the
apartment.”

DISCUSSION

To our knowledge, this is the first study to describe the experien-
ces of English and Spanish-speaking HHAs working during the
COVID-19 pandemic. Our findings suggest that as HHAs worked in a
patient’s own home environment in isolation from the rest of the
healthcare team, they often had limited access to information and
resources, encountered various dilemmas related to COVID-19 pre-
cautions, and worked amid constant fear during the COVID-19 pan-
demic. Findings suggest that infection prevention and control during
the pandemic relied on effective communication processes, particu-
larly between the nurse and HHAs. Overall, HHAs offered valuable
insights which were consistent with prior qualitative work exploring
the experiences of HHAs.6,27

In particular, our results were similar to a recent qualitative
study where Sterling and colleagues examined HHC workers’ expe-
riences of caring for older adults during the COVID-19 pandemic.
Sterling et al. described difficulties owing to shortage of PPE, risk of
contracting COVID-19 from public transportation, transmission to
their patients and families, and lack of emotional support and rec-
ognition for their role as essential workers.6 However, in our study,
an additional theme of dilemmas related to enhanced COVID-19
precautions emerged, and for Spanish-speaking participants, diffi-
culty communicating with non-Spanish-speaking nurses and family
members.

Prior studies have found that, even before the pandemic, HHAs
experienced difficulties communicating with the HHC team, includ-
ing nurses. 5,6,27,28 Consistent with our study, previous research prior
to the pandemic suggests that HHAs have limited interactions with
nurses or other members of the healthcare team.3,27 These limited
interactions placed additional strain on HHAs during the pandemic,
as this had an impact on their limited access to information or resour-
ces to deliver patient care and their emotional wellbeing.

HHAs emphasized a need for more ongoing contact with supervi-
sors and nurses, including via telephone for COVID-19 related guid-
ance and emotional support. HHAs felt supported if nurses called to
check on them to ask if they had adequate PPE or find out how they
were navigating COVID-19 precautions in patients’ homes. Our find-
ings suggest that additional efforts to expand nurse-HHA communi-
cation are clearly needed to support HHA emotional well-being and
preparedness both during and post-pandemic. HHA supervisory visits
by nurses, as mandated by the Department of Health,29 offer an
important opportunity to connect and engage HHAs in training and
education about infection prevention guidelines related to COVID-19
in addition to providing feedback from nurses. Of note, during the
pandemic, the Centers for Medicare and Medicaid Services issued
waivers for supervision of HHAs,28 these waivers removed the
requirement for in person HHA supervision by home care nurses and
may have led to a reduced the presence of home care nurses
highlighted by our participants. Most HHAs in our study expressed
favorable attitudes to receipt of daily screening of COVID-19 symp-
toms via text messaging systems. Such technology can be leveraged
to augment trainings, supervise HHAs, and monitor availability of
PPE for HHAs.

When comparing interviews with English- and Spanish-speaking
participants, we found a number of important differences. For exam-
ple, English-speaking participants indicated much higher expecta-
tions for additional training and incentives relative to Spanish-
speaking participants. In contrast, among Spanish-speaking partici-
pants, concerns appeared to be primarily linked to limited English
proficiency and in part, led to limited effective communication with
the healthcare team. Interviews conducted in English reflected more
concerns related to better working conditions compared to inter-
views in Spanish. Although previous research has not explored how
challenges HHAs experienced during the pandemic might differ
according to language, our findings are similar to other studies that
have identified language as a barrier to infection prevention and con-
trol among certified nursing assistants in the nursing home setting.30

Our findings suggest that language preference might be a particularly
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relevant factor in ensuring effective infection control practices among
HHAs during the COVID-19 pandemic.

Challenges experienced by HHAs working during the pandemic
were further exacerbated for Spanish-speaking HHAs in our study
who navigated language barriers while working during the pan-
demic. These language barriers resulted in more work-related time
spent navigating communication differences—further magnifying
existing disparities among this group.31 Amid the pandemic, HHAs
with limited English proficiency highlighted that they were assigned
to patients who did not speak Spanish. During the pandemic, HHC
agency leaders, similar to other health care leaders, were confronted
with staffing and resource shortages to meet agency needs.12 Thus,
Spanish-speaking HHAs may have been assigned to non-Spanish-
speaking patients to ensure adequate patient coverage, exacerbating
the need for interpreter services. HHAs in our study highlighted the
need for enhanced access to medical interpreters as important to the
provision of high-quality care. Participants in our study also
highlighted difficulties associated with being assigned to a case with
a non-Spanish-speaking nurse. Researchers have found that language
concordance, even with co-workers (eg, HHA to nurse), is associated
with job satisfaction and lower turnover among HHAs,7 lending sup-
port to the need to invest in building diverse HHC teams and inter-
preter services. The variety of resources HHAs used for interpretation
also raise concerns about privacy of health information. Given that
our interviews illustrated how iPADs, internet and cell phones were
frequently utilized for work-related purposes, this technology may
represent an additional avenue for agencies to ensure consistent
access to medical interpreter services for Spanish-speaking HHAs
and the HHC team.

The U.S Centers for Disease Prevention and Control (CDC) put
forth a communication plan that recommends that employers com-
municate information about the pandemic in employees’ preferred
languages and at their reading levels.32

As voiced by participants in our study, HHAs must navigate infec-
tion control issues similar to those in hospitals or nursing homes, but
with even more limited access to a healthcare team or resources, in
addition to being isolated in a patient’s home environment. In our
sample of HHA participants, we did not find any differences by
agency ownership. Overall, HHAs are a marginalized workforce that
endures physically demanding work and high levels of economic
stress, exacerbated during the pandemic. Sterling and colleagues also
found that home care workers expressed anxieties stemming from
multiple stressors including limited economic resources.6 These find-
ings are consistent with prior studies, even in nonpandemic times,
that show that HHAs experience high levels of economic stress.33,34

Nevertheless, it is alarming that a significantly disadvantaged work-
force, with very low income, had to incur additional expenses to pay
for PPE to ensure their own occupational safety and protection from
the virus. Further inequities exist as HHAs who faced greater risk dur-
ing the pandemic are also more likely to live in poverty and experi-
ence work-related strain.13,33 Despite the integral role of HHAs to the
aging population and long-term care system, the median wage for
direct care is $12.27 per hour; at that wage, a full time HHA lives
below the poverty line.10,35 Today, progress toward increasing the
wages of HHAs is in sight with the American Rescue Plan Act of 2021,
recently signed into law.36

Insights gained from our study suggest strategies to better sup-
port HHAs and guide infection prevention practices in HHC settings
as the pandemic evolves, and even post-pandemic. First, it is clear
that HHC administrators need to bridge the gap in communication
between HHAs and nurses to enhance infection prevention and con-
trol practices during the pandemic. Most urgently, HHC administra-
tors and infection control nurses need to build better workflows with
HHA input to enhance communication. Second, clear, concise, and
easily accessible knowledge must be disseminated to all HHAs with
recognition of the language preference of employees with limited
English proficiency. Related, with the growing Hispanic HHA work-
force, including those with limited English proficiency,11 ongoing
efforts are necessary to ensure access to interpreter services in the
HHC setting. Third, because HHC staff generally need to travel to their
central office location to get access to PPE, efforts to ensure access to
PPE and home care supplies should consider on-going use of mailing
systems to the homes of home care staff or patients—a strategy used
during the early phase of the pandemic in one of our study agencies.
Finally, as HHC providers move beyond the current crisis, future
infection and control efforts in HHC agencies may consider expanding
the use of information technology to facilitate communication
between HHA and HHC staff (eg, nurses, supervisors, and coordina-
tors).
LIMITATIONS

A number of study limitations need to be acknowledged. Recruit-
ment relied on agency leadership reaching out to their teams, which
may have limited who expressed interest in participating. Addition-
ally, we interviewed HHAs who had experience working with
patients with ADRD, which may not be representative of the general
HHA population. We only interviewed HHAs and future studies
should solicit the perspective of other stakeholders (eg, HHC nurses,
nurse managers) to understand their role in infection prevention and
how it intersects with the HHAs.
CONCLUSIONS

This study contributes to the understanding of experiences of
both English- and Spanish-speaking HHAs, across 4 agencies in the
New York metropolitan area serving a diverse patient population
during the COVID-19 pandemic. We found that the pandemic further
exacerbated HHAs sense of being alone, PPE and information short-
ages, financial stress, and feelings of being undervalued, while trig-
gering new dilemmas in patient care, which all contributed to
working in a state of fear and anxiety. We also found that communi-
cation with nursing staff - broadly defined - plays a key role in infec-
tion prevention and control efforts in HHC. The use of information
technologies, specifically phone text messaging was a valued and
accepted strategy for screening of COVID-19 symptoms among our
HHA participants. This study has affirmed the relevance of further
exploring infection prevention structures and processes focused on
the HHA workforce, particularly amid the current pandemic.
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