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Abstract: Background: Healthcare workers (HCWs) are central and serve in the frontlines when
epidemics threaten public health. Thus, certain communities may be hardest hit by these challenges.
Interventions supporting HCWs are important, and to develop these, understanding their experiences
is essential. Aim: To explore how HCWs in Norwegian public in-home services experienced work
during the COVID-19 pandemic over time. Method: A longitudinal qualitative study with two data
collections approximately one year apart (2021 and 2022) was performed. Individual interviews were
conducted with HCWs. Results: The analysis resulted in six main themes: Changing everything, Re-
defining ‘necessary tasks’, Distancing and loneliness, Cooperation and coordination, More infections
and fewer worries and Lessons for the future. These indicate capabilities and processes, how they are
evolving over time, and outcomes. The first two themes focus on the first period of the pandemic, the
next two on the ongoing intermediate period, and the final two cover the last period. Conclusion: The
HCWs’ narratives have demonstrated their collective coping based on adaptive and transformative
capacities. Further, they have enlisted experienced social resilience in their strategies for coping with
the COVID-19 challenges.

Keywords: capabilities; crises; distancing; hygienic routines; mental health; properties; stress;
resources; virus; work experiences

1. Background

At the time of this writing, the most-recent statistics report 589,680,368 confirmed cases
of COVID-19, including 6,436,519 deaths, reported to the World Health Organization (WHO)
and a total of 12,409,086,286 vaccine doses administered [1]. The COVID-19 pandemic
has affected all members of societies worldwide, putting healthcare systems at all levels
under pressure and testing their resilience. The WHO points out that healthcare workers
(HCWs) represent one of the six building blocks of health systems [2]. Moreover, they are
central to a health system’s ability to respond to highly significant public health challenges
such as outbreaks of a pandemic. As personnel working in the frontlines are often hit
hardest by these demands, interventions supporting HCWs in various ways are necessary
to strengthen health systems’ resilience [3].

To develop effective interventions to support this group, several recent reviews have
focussed on HCWs’ experiences during the COVID-19 pandemic and its impact on their
well-being and mental health. Most of these reviews refer to psychological scales used
to provide quantifiable information on HCWs’ well-being and mental health [4–7]. In
addition, a scoping review including qualitative studies pointed out that this pandemic has
presented HCWs with a number of challenges that have affected them and their experiences
of needs for support [8].

Healthcare 2022, 10, 2518. https://doi.org/10.3390/healthcare10122518 https://www.mdpi.com/journal/healthcare

https://doi.org/10.3390/healthcare10122518
https://doi.org/10.3390/healthcare10122518
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/healthcare
https://www.mdpi.com
https://orcid.org/0000-0002-7686-7263
https://doi.org/10.3390/healthcare10122518
https://www.mdpi.com/journal/healthcare
https://www.mdpi.com/article/10.3390/healthcare10122518?type=check_update&version=1


Healthcare 2022, 10, 2518 2 of 12

In Norway, the signs of a global pandemic were perceived and rather clear by 30 Jan-
uary 2020, and by the end of February, the first patient to test positive for the coronavirus
was hospitalized [9] (p. 88). On 12 March, the most radical peacetime steps were put into
place [9] (p. 124), and Norway’s Health Directorate legally regulated the lockdown of the
country’s workspaces and schools, requested that people remain at home, and advised
them to quarantine there if they fell ill and to stay away from vulnerable persons and be
tested for COVID-19 [10]. Several additional regulations were implemented after a steep
increase in the number of severely ill patients in Norway. The testing, rules and regulations
seemed to be somewhat efficient in reducing the spread of the virus among Norwegians [9]
(p. 306), although wide variations in COVID-19 infection rates were identified between
municipalities, with smaller municipalities faring better in the early phase of the pandemic.

Most studies on the effects of the pandemic on HCWs’ health have focussed on
negative outcomes, especially for mental health, reporting increased levels of distress, de-
pression, anxiety and sleep disturbances [11,12]. However, while two of every five HCWs
have reported such problems, three of five have not reported elevated stress, even during
extraordinarily challenging working conditions and societal transformations caused by
the pandemic [11,12]. Overall, they have been found to be coping (managing stress and
demonstrating resilience [13] (pp. 53–79). The common understanding of resilience is that it
is a multifaceted concept with complex dimensions and relates to the ability to bring about
positive outcomes when faced with external adversities [14]. Resilience has mainly been
considered a psychological concept that has been studied as an individual capacity [15].
As pointed out by Fan and Lyu [16], in the last decades, resilience research has gradually
become ‘a hot topic’ in many disciplines including developmental psychology, mental
health, management and environmental research. The concept has been expanded into
the level of ‘social units’ and communities, summarized by the concept of social resilience.
The social unit demonstrating resilience can be studied at individual, household/family,
organization, community and system levels, depending on the research focus [14]. Fur-
thermore, social units may include multiple social sub-entities and/or interact with other
social entities. The concept of social resilience encompasses a time perspective and includes
both the abilities to cope with unexpected risk events in advance [16] (p. 2) and to manage
their consequences during and after the event. Two specific properties for social resilience
have been identified, risk sensitivity and regenerative properties, and communities and
social institutions need both to prepare for emerging risks and to manage and overcome
events [14]. Resilience can be understood as an attribute (like a capacity), a process and/or
an outcome associated with successful adaptation to—and recovery from—adversity [17].

Keck and Sakdapolrak [18] (p. 5) have suggested that social resilience capacities
have three dimensions: coping, adaptive and transformative (CAT) dimensions. Coping
capacities entail the ability of social actors to cope with and overcome all kinds of adversities.
Adaptive capacities involve one’s ability to learn from past experiences and adjust to future
challenges in everyday life. Transformative capacities address the ability to craft sets
of institutions that foster individual welfare and sustainable social robustness for future
crises. Thus, social resilience capacities are seen as more than coping with, adapting to and
recovering from hazardous events; they also involve the capacity for the transformation of
social systems to another state. Social resilience is, therefore, conceptualized as a collection
of proactive as well as reactive capacities for transformation [19].

The social resilience process includes the social mechanisms at the system level and
may involve decision-making and the use of resources, features and community action [14].
The outcome related to social resilience may be the experiences of the COVID-19 pandemic
actions in evaluations of how the immediate challenges were handled as well as the (greater)
preparedness for future hazards.

Based on previous research related to hazards including COVID-19 [14,16], it is recom-
mended that future research regarding social resilience include personal and organizational
perspectives, as well as the cultural context, to better understand how social resilience is
developed and preserved. Applied to the COVID-19 pandemic in Norway, this study of
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HCWs in public in-home services focusses on their work experiences over time including
capabilities, processes and outcome aspects.

2. Aim

The aim of this study was to explore how HCWs in Norwegian public in-home services
experienced work during the COVID-19 pandemic over time.

3. Method
3.1. Design

Qualitative individual interviews [20] (p. 110) were conducted with HCWs in Nor-
wegian municipalities’ in-home services during the COVID-19 pandemic. A longitudinal
qualitative study with two data collections approximately one year apart (2021 and 2022)
was performed. Individual interviews were conducted to capture experiences, coping
efforts and strategies over time. Both interviews covered current experiences as well as
retrospective accounts of earlier reactions. The follow-up was chosen to obtain detailed and
precise information about changes that took place throughout the interviewees’ pandemic
work experiences.

3.1.1. Participants

For heterogeneity, we contacted 10 managers of municipalities’ in-home services and
two professors of old-age health courses who were teaching postgraduate students at two
universities. They were asked to recruit HCWs in the municipalities’ in-home services, and
all 12 recruited participants by phone or in face-to-face contacts. A total of 13 municipalities
and universities represented Northern, Central and Southern Norway, and 18 participants
were recruited, three of them men. The participants comprised 13 HCWs and five university
students also working in in-home services; they ranged in age from 25 to 64 years old,
and their experience ranged from 2 to 32 years working in-home services. In regard to
occupations, 12 were nurses, two were occupational therapists, and four were nursing
assistants. During the period in which the interviews were conducted, all 18 had experience
with COVID-19 among patients, caregivers or in their own families. At the time of the one-
year follow up, one participant had changed workplace, and two did not respond to a phone
call to request a follow-up interview (one male nurse and one female nursing assistant).

3.1.2. The Interviews

Individual qualitative interviews were conducted in two phases. The first took place
at the inclusion of the participants in 2021 and the second at follow-up approximately a
year later (2022). This relatively short interval between interviews was chosen because
significant aspects of experiences of their work situations during the COVID-19 pandemic
may have changed rapidly and may have varied in different municipalities. All interviews
were conducted by the first author (AJ). Because of pandemic-related restrictions, interviews
were conducted by telephone or FaceTime, based on participants’ resources and preferences,
and at the most convenient time as chosen by each participant [20,21] (p. 514; p. 131).
All interviews were audio recorded and transcribed verbatim within two weeks by a
professional typist. The interviewer performed a quality control check by listening to the
audio recording while reading each interview.

Both the initial and follow-up interviews were based on the same interview guide
with five broad, open-ended thematic questions focussing on participants’ experiences of
working in a municipality in-home service during the COVID-19 pandemic. The questions
were developed for this study and are listed in Table 1. Depending on the interviewees’
replies, the aspects and ideas they raised led to the interviewer asking additional questions
to clarify responses or to gain additional information. At the follow-up interview a year
later, an additional question was included on the interview guide, with the aim of exploring
in greater detail and more specifically what had happened since the first interview. The
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participants were asked the following summarizing open question: All in all, how have
you experienced the COVID-19 pandemic at your work?

Table 1. The interview guide and its five main questions.

1. How are you experiencing your work situation during the COVID-19 pandemic?

2. How are you experiencing collegial collaboration at work under the COVID-19 pandemic?

3. Is the COVID-19 pandemic influencing your work situation?

4. What kinds of experiences have you had in the course of providing services to older
recipients in the municipality in-home service during the COVID-19 pandemic?

5. How do you think older adults are experiencing the situation during the COVID-19 pan demic?

As shown in Table 1, the first and third questions were similarly formulated and
raised the topic of the working situation and its description. The second question referring
to collegial collaboration is more specific, and the last two explore the situation for the
care recipients. Both the first and second interviews had a time perspective to cover the
interviewees’ present and former situations related to the pandemic. The second interview
also invited reflections about the future.

Phase 1

In the first phase, 12 of the 18 interviews were conducted by telephone and six via
FaceTime. The interviews lasted for 17 to 36 min (for a total of 423 min) with a mean of 24 min.

Phase 2

The 16 interviews in this phase were conducted by telephone. They lasted for 14 to
26 min (for a total of 274 min) with a mean of 18 min.

3.2. Analysis

Data were analyzed using manifest thematic analysis as described by Braun and
Clarke [22] (p. 83). This method has been used to identify, analyze and view both coincident
and divergent patterns or codes in the total qualitative data material [22] (pp. 87–93). The
process began by listening to the audio files several times to become familiar with the data
material, which was then read, and initial thoughts about what was important regarding
the capacities, processes and outcomes of COVID-19 took shape. Interesting aspects from
each interview were identified and labelled with descriptive codes, and codes with similar
meanings were organized into the same theme. Some of the themes were used in several
different codes. A review of the transcriptions and codes was performed to determine
whether each code reflected the meaning of the text in the transcriptions. The codes were
then organized as overall themes, and topics not relevant to the aim were excluded from
further analyses. Moreover, quotations that illustrated a theme in a nuanced way were
selected and added to the results. Authors KT and AJ had principal responsibility for the
analysis, but the process was discussed among all the authors. After several rounds, it
resulted in the names that are presented in the results section.

We examined experiences, emotions and events that differed over time and noted the
capacities, process and outcomes individually and collectively. Retrospective information
was collected at both the first and second interviews, thereby being responsive to the
situation and the phenomenon under study [21] (p. 464).

A tentative overriding theoretical concept was ‘coping’. This was originally launched
as an individual psychological concept, denoting the abilities to overcome stress and strain
and, thereby, demonstrate individual resilience. The analysis of our study convincingly
demonstrated that the HCWs’ efforts to manage the impact of the pandemic were under-
stood and described as collective. The concept ‘social resilience’ then came to the forefront
as the most relevant theoretical notion. The process of defining concepts theoretically was
discussed by all the authors throughout the analysis process.
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4. Ethics

The study followed the ethical principles outlined in the Declaration of Helsinki [23]
and was presented to the Data Protection Services, which determined that the Norwegian
Medical and Health Research Act did not apply (number: 335429). Thus, the study did not
require approval from the Regional Committees for Medical and Health Research Ethics.
Informed consent was collected from the participants after they had received verbal and
written information about the study and before the interviews took place.

5. Results

The analysis resulted in six main themes: Changing everything, Redefining ‘necessary
tasks’, Distancing and loneliness, Cooperation and coordination, More infections and fewer
worries and Lessons for the future. The themes indicate capabilities, processes that evolved
over time and outcomes. The first two themes focus on the first period of the pandemic,
the next two on the ongoing intermediate period, and the last two cover the final period
(see Table 2). Variations were identified between the included municipalities in regard to
the degree of contagion, the organization and the actions taken; however, the analysis did
not reveal systematic differences in the experiences of the respondents from the included
municipalities. No differences were found in trends by the collection of the data material
using telephone and FaceTime. Quotes from the participants are labelled as the number of
the participant and the phase. Thus, 12, 1 indicates a comment from participant 12 in phase
1 of the study, and 12, 2 indicates a comment made by participant 12 in phase two.

Table 2. Overview of the healthcare workers experiences of public in-home services throughout
the pandemic.

The First Period of the Pandemic Changing Everything

Redefining ‘necessary tasks’

The ongoing intermediate period Distancing and loneliness

Cooperation and coordination

The last period More infections and fewer worries

Lessons for the future

5.1. The First Period of the Pandemic
5.1.1. Changing Everything

The municipalities were caught by surprise when the COVID-19 restrictions were first
introduced in Norway on 12 March 2020. The participants used the following expressions,
among others, to describe the sudden and abrupt changes in practice: ‘turned around’,
‘upside down’, ‘an abrupt change’, ‘a merry-go-round’, ‘totally new working conditions’,
‘it changed everything’ and it felt like ‘a strange world’. The participants experienced
surprise, insecurity and stress; some mentioned fear, and one commented, ‘I have been
scared’ (17, 1). Another said, ‘In a way, we became frightened and a little bit panicky’
(16, 1). This feeling was shared even by those who did not have a single care recipient in the
municipality who was infected. It took some time to develop and implement new systems
for care. A participant described this period as ‘a steep learning hill’ (10, 1). Another stated,
‘The leaders had a lot of meetings about how we should meet the challenges. Gradually, we
implemented new systems, with infection protection and rules 11, 1′. The leaders’ ways
of communicating were essential to reduce fear and insecurity. A participant stated, ‘We
received a lot of good information emphasizing that they (the health administration) had
control. Gradually, we felt that the situation was safe. All the time we got instructions in
how to do it’ (16, 1). This participant mentioned the leading infectious-disease doctor in
the municipality in particular, who used Facebook and the internal municipalities’ home
pages to disseminate updated information. Several participants reported that they had
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confidence in the information they received: ‘We relied on and trusted the advice and rules.
So, for me personally, I felt no fear’ (11, 1).

If participants described being scared, what did they fear? No one mentioned being
afraid of being infected with the coronavirus themselves, but they were deeply afraid of
being infected without having symptoms and unknowingly passing the virus to their care
recipients. Some said that they were always worried: ‘Am I infected? My son? Am I
infecting some care recipients?’ (12, 2).

In nearly all the municipalities, HCWs lacked equipment needed to protect themselves
from infection. ‘We had no protective glasses, no protective coat, no gloves, and we had only
one mask a day to use’, reported one participant (6, 1). She continued, ‘Lack of everything
( . . . ). Absolutely everything we needed has been difficult to get’ (6, 1). The need for a
quick reorganization became a force for rapidly abandoning former rules and introducing
new practices. One participant mentioned that the rule about written acceptance from care
recipients (signatures for application of equipment) was replaced by verbal acceptance
by phone (7, 1). The personnel introduced timesaving solutions—less time in face-to-face
meetings, more electronic contact, interactions and applications. A participant noted, ‘New
solutions were enforced ( . . . ). That is okay. It is the way it is. Things have been postponed’
(7, 1). The shared situation was summarized by another participant who described that
they had all been assigned many more tasks but fewer personnel to handle them (9, 1). The
expansion of work tasks is highlighted in this sentence: ‘The infection rate has increased
gradually, and all the capacity has gone to that’ (9, 1). Furthermore, some municipalities
prepared for ‘the worst-case scenario’. The new working situation was described as ‘hectic’.
A participant working under the new schedule (7 days on and 7 days off) reported: ‘Being
in a high gear, not able to relax, always worried’ (6, 1). However, she added, ‘For me, it has
been positive because my knowledge and abilities have been needed’ (6, 1).

The intensive work and effort have escalated, and the extra burden is felt. ‘We see
that most of the personnel have a short fuse. ( . . . ) I don’t see much joy these days!’
(6, 1). Too few staff, not enough personal protective equipment and very little praise and
encouragement have taken their toll.

Feeling constantly worried, one respondent asked, ‘Is this good enough help from
the municipality? Is what we do satisfactory?’ (11, 1). At the same time, HCWs seemed
to accept the restrictions and the work tasks they were able to perform under the new
circumstances, while relying on the advice and rules provided by the authorities. This was
described by a participant who stated, ‘It is just the way it is. You just have to stay and
manage the best you are able to’ (11, 1).

5.1.2. Redefining ‘Necessary Tasks’

The participants described how all the basic functions of their work were retained but
reduced to the ‘necessary tasks’. The basic principles of the services were redefined and
visits were no longer ‘basic’, as described by this participant: ‘We have reduced many of
the visits. Not all are really necessary’ (10, 1). Care recipients and personnel alike could, for
varying reasons, wish to reduce the number of visits from the HCWs. For the personnel,
this emerged from a necessity to reduce workloads, and for older care recipients and their
families, it was to reduce their risks of becoming infected. Several care recipients lost
their usual visits without any choice. A participant described this change, saying, ‘We
omit visits to some who get assistance with very simple tasks’ (17, 1). Help putting on
support stockings, showering and making sandwiches, which the care recipients managed
themselves, were mentioned. However, not providing assistance with support stockings
could have deleterious effects, as this participant explained, ‘It resulted in wounds and
edema, and many older care recipients became more reduced (in daily functioning)’ (6, 1).
Another added, ‘We had left just those older care recipients who were in need of basic
(physical) health assistance ( . . . ). Unnecessary visits are those mostly for mental health
and social needs’ (3, 2). At an unplanned visit to an older care recipient who usually
received phone calls, a HCW discovered that the person was ‘in bad condition’ and needed
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hospital treatment (10, 1). As shared by the participants, downscaling visits could result in
serious consequences for the care recipients.

5.2. The Ongoing Intermediate Period
5.2.1. Distancing and Loneliness

Many older care recipients longed for contact, as illustrated by one participant: ‘When
we say that we have to keep (our) distance, some reply, ‘It does not matter. Just come closer
and touch me!’ (10, 1). The same participant mentioned a situation where an older care
recipient threatened to call for an emergency ambulance: ‘When we arrived, her only need
was for a glass of water’ (10, 1). However, this participant added that other older care
recipients were deeply frightened, some ‘out of their wits’ and stressed by the necessity to
maintain social distance.

For HCWs, keeping a distance between themselves and the care recipients made
providing good healthcare assistance more difficult. One explained this further by saying,
‘Occasions for observations are reduced when you must stay at a distance. For example,
when you can’t sense if the hand is dry, cold or clammy. Then, the whole evaluation is
based on what the older care recipient says’ (10, 1). This participant continued, ‘We are
much more concerned when it comes to hygiene ( . . . ). Some colleagues just neglect the
psychic situation. It is not visible’.

Many participants mentioned loneliness among the older people. One stated, ‘There
seems to be a hunger for contact and small talk’ (11, 1). Isolation was increasing over time
and affecting the care recipients, as described by this participant: ‘When the day-centre was
closed, voluntary visits stopped, and support contacts resigned, then what they had for
social contact, which had also been a relief for their families, came to a stop. Life became
empty and dreary ( . . . ). When you don’t see the smile, that is bad!’ (14, 1). A client had
remarked, ‘We live like prisoners’. The older care recipients’ needs for conversation could
become overwhelming, as described by this participant: ‘When you visit an 85-year-old
woman and see that she has a great need for talking to someone, and then you really have
no time! I have felt that very much the last year. The result is that you stay to talk and get
delayed, and so it continues’ (6, 1).

The HCWs themselves could also long for small talk. One participant described a
short phone call from a colleague who needed information that turned into an hourlong
private chat (10, 1).

Another participant remarked, ‘Older people can’t stay a long time being depressed
and lonely before their physical health is affected. You see that people just give up ( . . . ).
The physiotherapist and occupational therapists have ended their visits in certain periods.
These may be just as important as our visits’ (6, 1).

‘The older people now are more open about being lonely. It goes with the situation’ (6, 2).
Loneliness is attributed to a shared situation and not as an individual failure or weakness.

5.2.2. Cooperation and Coordination

As mentioned above, the reorganization of the home services to align with the re-
strictions imposed by the COVID-19 pandemic had to take place immediately, but its
implementation was modified over time. The dominating situation was that additional
tasks were added, usually with fewer personnel. As the pandemic gradually spread, more
people became infected; a system for testing for the virus was established, and later vacci-
nations were introduced. One participant pointed out that, during this process, various
professions seemed to lose their specific specialist perspectives, and the boundaries fences
between them were lowered. The force of necessity promoted an orientation towards ‘find-
ing new solutions’ together (7, 2). At the same time, personnel for the provision of in-home
care services had to practice a process of continual evaluation. The same participant stated,
‘It has functioned surprisingly well. We do find solutions!’ Over time, ample equipment
became available.
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As more COVID-19 tests were introduced for additional age groups and, later, vac-
cinations, personnel resources were allocated to these new tasks. In some districts, staff
were divided into two or more cohorts that did not share care for older recipients in order to
reduce the risk of transmitting the virus. One participant commented, ‘The work became
more laborious and time-consuming’ (8, 1).

It was apparent that, for the continuing process to work, an attentive and engaged
leader needed to be present. One participant emphasized what the absence of a leader who
was present meant: ‘We were in a special schedule from April to May. We missed getting
support from a leader, telling us that we did a good job. We felt very much alone!’ (6, 1).
As this remark underscores, to be seen, appreciated, confirmed and praised for their hard
work was found to be a critical element for the HCWs’ job satisfaction and endurance.

5.3. The Last Period
5.3.1. More Infections and Fewer Worries

A shared experience among the participants over time was that, although the number
of infections increased, there were fewer worries (10, 2). One explained this by saying,
‘They find that they have got better routines and these are more established’ (8, 2); another
said, ‘The shoulders are lowered’ (6, 1). The situation is seen in contrast to the first stage,
when everything was new, unexpected and continually changing. Fear was reported to
be decreasing among HCWs as well as the older care recipients. While more people may
have been becoming infected with the virus, older care recipients seemed to have fewer
questions and were less insecure and less afraid of contracting it. One participant stated,
‘They are more trusting towards the HCWs and the virus protection (measures)’ (7, 2).
Another commented, ‘This reduced the workload’ (6, 2).

Nearly all the interviewees mentioned that, after the first two hectic phases of the
pandemic, they were better able to cooperate with their colleagues, were more attentive and
provided more assistance. One participant described this by saying, ‘We don’t stand alone.
If we wonder, we have someone to rely on. I feel we are more helpful and experience more
confidence. I feel no problems. We are focussed on finding solutions. The positive atmosphere
is recognized by others. The vicars told us that it was nice to work with us’ (10, 1).

The schisms mentioned did not appear within the group but in other contexts. One
participant mentioned conflicts with the hospital staff regarding the admittance and transfer
of older care recipients back to the municipality. At the same time, the heavy workload
over time and the increasing number of infections in the community resulted in even more
sick leaves. A participant commented about this, ‘The burden is greater now, and the main
problem is to find vicars. Sometimes seven or eight nurses are missing in a team. Then you
feel the strain’ (10, 2).

5.3.2. Lessons for the Future

Over time, with new organizational structures, new rules and new practices, the
HCWs have figured out which factors seem to function better than the previous regulations
and may be transferable to a normal situation. They have also demonstrated proactive ca-
pacities. The division of the staff into ‘cohorts’ is seen over time to have several advantages.
According to one participant, ‘It became easier to cooperate and to share information. It
has resulted in much better continuity in in-home nursing care (fewer persons go to the
older care recipients) . . . A very positive experience and we really appreciate and want
to preserve the continuity in home nursing’ (8, 2). The small, close-knit ‘cohort group’ is
seen as more competent and resourceful. Summarizing, one participant expressed it this
way, ‘We have been a very small and well-integrated group that has managed to meet
the challenges. We see that we do a better job, and then the satisfaction increases. We do
experience a strong cohesion in the working group’ (16, 2). Another participant remarked
that the HCWs have discovered the importance of other professions and mentioned the
housekeepers. The necessity of intelligent, attentive and present leadership was empha-
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sized. Staff meetings via video were seen as a time-saver; one participant explained, ‘We
have got a more flexible workday’ (11, 1).

One of the most decisive lessons they have learned relates to better hygiene. The
participants received information from the media about how strict hygiene procedures
result in fewer other infectious diseases such as pneumonia and influenza. They see the
need for better hygiene in the in-home services. A participant commented, ‘ . . . I think
hand-shaking will be markedly reduced in the future, and we will be more alert’ (6, 1).

However, there is doubt whether some of the valued changes will be continued as the
situation returns to normality. In particular, needs for meetings, small talk, and face-to-face
contact with colleagues will probably result in more close interaction with more people.
Some of the rules have already weakened or been terminated, reported a participant who
further pointed out that there are nearly no COVID-19 rules left. Some previous rules may
be less strict; others are vacillating and thus unclear. Some HCWs have stopped wearing
masks in certain situations, while others are reminding people that masks should remain in
use for the time being.

6. Discussion

The participants’ experiences are narrated in stories centred around particular trials
involving intensive, stressful and challenging work, as well as some fear, in cooperation
and helpful interaction with colleagues. Narratives about persistent internal conflicts,
aggression and bitterness among HCWs are mainly lacking. Also, mostly absent are stories
relating criticism of politicians, the government, and most national health administrators
and local leaders. A repeated narrative involves the early lack of equipment, plans, and
national and local preparedness before ‘everything changed’ abruptly. The high level of
stress and heavy workload could sometimes lead to situations where people were reacting
irritably and taking sick leave. However, the overriding story of their work situation
is about how everyone made extra efforts and found new solutions together with more
cooperation and fewer boundaries and barriers between the professions than earlier. The
sentence ‘We don’t stand alone’ summarizes their shared working together in a productive,
constructive and collective atmosphere.

Thus, the narratives emphasize the collective efforts put forth throughout all the stages
of the COVID-19 pandemic based on communication, cooperation and coordination. As a
result, the participants described having experienced better cohesion in work groups, and
the allocation of HCWs into ‘cohorts’ has strengthened feelings of ‘togetherness’, of sharing
the challenges and tasks. The participants’ stories show that the HCWs have demonstrated
collective coping based on adaptive and transformative capacities. They have exerted social
resilience in their strategies for handling the many challenges presented to them by the
COVID-19 pandemic.

The new organization has resulted in far better continuity in the contacts with the
older care recipients. Discontinuity and rotation of staff have been recognized as a problem
of the organizational structure of Norwegian in-home services for older people for many
years [24]. One HCW condensed the participants’ opinions of the whole process by saying,
‘It has functioned surprisingly well.’ Many participants related that the HCWs have
functioned together even better than they did before the pandemic because of the force of
necessity and the need for immediate action. We found that, even in the later stages of the
pandemic after a long, stressful period with strict regulations and isolation rules, there were
no signs of accumulated criticism. The participants expressed confidence in and reliance on
their leaders’ rules and advice. They have trusted that the recommendations and strategies
they were given were the best available at each particular stage of the pandemic. Another
study also pointed out that personal and organizational resilience during the COVID-19
pandemic might have influenced HCWs’ experiences and helped them develop alternative
ways of working and collaborating [25].

Are there factors in Norwegian society that could support the study’s results of an
approach of confidence and cooperation among HCWs? When it comes to the govern-
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ment’s efficiency in handling the COVID-19 pandemic, Bloomberg’s COVID Resilience
Ranking [26] placed Norway at the top of the list, with New Zealand and Switzerland
in second and third place respectively. It is reported that Norway is ‘one of the only
places’ among the 53 included countries to have combined success in the initial stage of the
pandemic with the recovery stage. The participants evaluated the advice and rules they
received not as ‘the absolute best’ but as the ‘best’ considering the knowledge, experiences,
equipment and legal and societal conditions present at that time. They acted accordingly:
‘It is just the way it is. You just must stay and manage the best you are able to!’

A unique Norwegian expression—dugnad—was used repeatedly by the authorities
and government in media and information bulletins to gain acceptance and support from
the population during the pandemic. It means doing something collectively out of a feeling
of wanting to contribute to the public good—to the collective—in the best possible way. An
indicator of this ‘dugnad approach’ is that Norway has a large and vital voluntary sector
that is also stimulated and supported by the government [26,27]. A conclusion is that the
experiences of the HCWs in the in-home services—their coping strategies, confidence and
cooperation—are deeply integrated in other central values of Norwegian society and have
been supported and sustained by these during the pandemic.

In the initial phase, the HCWs stated that the organizations and they themselves were
totally unprepared for the effects that the COVID-19 pandemic would have on their work
of providing in-home service to older vulnerable adults. They were concerned about the
situation for those they were caring for. The HCWs described that they experienced stress
and fear, but predominantly not for their own physical and mental health or well-being.
Later on, in the process of coping with the pandemic and its many effects, they were either
not mentioning or were downplaying stressful concerns or consequences regarding their
own mental health. Thus, our results are not quite compatible with the scoping review’s
report of COVID-19 affecting HCWs’ mental health negatively [8]. We may suggest that the
HCWs’ ways of handling and managing stress individually and collectively in cooperation
with their organization, the municipality and the Norwegian authorities and society, as
well as the prosocial cultural ‘dugnad’ approach, have limited most negative effects on
their health and well-being.

Strengths and Limitations

With the significantly heterogeneous sample of HCWs providing in-home service
to older adults during the COVID-19 pandemic, we were able to capture their varied
experiences and situations and the complexities related to work and life [28] (p. 305). It
is hoped that the participants will find a ‘fit’ between their experiences and the research
accounts—what Charmaz [29] (pp. 182–185) called resonance.

To establish trustworthiness, during every stage of the study, we focussed on securing
credibility and trustworthiness of the results [21] (pp. 557–559). The interviewer posed new
questions during the interview to obtain more information [30] (p. 151). The transcripts
were controlled by the interviewer, who listened to the tapes repeatedly to ensure that they
were correctly understood and interpreted. Significant excerpts from the interviews were
compared and analyzed, and the most representative excerpts were eventually included in
the text under the themes. We adhered to the criterion described by Glaser and Strauss [31]
(p. 289) that sufficient detail and description should be presented as empirical evidence for
the results. We also focussed on the criterion for evaluating credibility: establishing logical
links between the gathered data and the argument and analysis [21] (pp. 557–559).

Another strength of the study is that both interviews covered experiences today as
well as retrospective accounts of earlier reactions. Two interviews were chosen in order
to gain detailed and more-precise information about changes taking place throughout the
COVID-19 pandemic work situation. The interviews also provided understanding about
HCWs’ experiences and reflections during these changes throughout the pandemic and
their impacts on their working situation.
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However, to examine and compare the strategies and resilience expressed by the
Norwegian participants, other studies in other contexts are necessary [21] (p. 164).

Limitations of the present study are its small sample size and the time period before
the first interview, which was conducted in 2021. Another limitation could be that the
leaders in the municipalities in-home services recruited the participants; this may have led
to the selection and inclusion of participants who coped relatively well with the COVID-19
pandemic and its impacts on HCWs and their work situation and, thereby, to relatively
more-positive responses. On the other hand, there were two teachers at two universities who
did not know the participants they recruited. What lessons were learned and persisted after
the pandemic restrictions were lifted would be interesting questions for further research.

The COVID-19 pandemic precluded face-to-face interviews. All interviews were,
therefore, conducted by telephone or FaceTime as methodological approaches required by
necessity. We still consider the information from all interviews, lasting a total of 697 min, to
be valuable, informative and dependable.

The study included open questions concerning reactions to the COVID-19 pandemic,
which is seen as a strength. However, this approach may have been instrumental in the
release of fewer negative emotional reactions related to in-home service to older adults
during the pandemic. Thus, further research might compare these findings to those of
quantitative research using inventories designed to measure symptoms of anxiety or
emotional stress due to in-home service during the COVID-19 pandemic.

7. Conclusions

The overriding narrative in the results of the HCWs’ work situation in Norwegian public
in-home services was about how everyone made an extra effort and sought to find solutions
together, with more cooperation and fewer boundaries and barriers between the professions
than before the pandemic. The results running throughout the participants’ interviews show
that the HCWs have demonstrated collective coping and use of adaptive and transformative
capacities. Further, they have exerted social resilience in their strategies for handling the many
challenges that came with the COVID-19 pandemic. They also stated that the reorganization
has resulted in far better continuity in contacts with the older care recipients.

Author Contributions: A.-S.H. and A.J. contributed equally to this article. The research aim and
study design were developed with equal contributions by the two first authors. A.J. collected the
data. A.-S.H. was responsible for the methodology. K.T. was principally responsible for the analysis,
although the process was continuously discussed with A.J., A.-S.H. and K.E.T. All authors contributed
to the drafting of the manuscript and the final critical revisions. All authors have read and agreed to
the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Acknowledgments: The authors wish to thank the participating health care workers for sharing their
experiences and the Norwegian National Centre for Ageing and Health, Faculty of Health and Social
Sciences, University of South-Eastern Norway (USN) and Faculty of Medicine and Health Sciences,
Norwegian University of Science and Technology (NTNU), which supported the study.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. World Health Organization (WHO). Coronavirus (COVID-19). Available online: https://www.who.int/emergencies/diseases/

novel-coronavirus-2019 (accessed on 10 October 2022).
2. World Health Organization (WHO). Everybody’s Business—Strengthening Health Systems to Improve Health Outcomes: WHO’s

Framework for Action. World Health Organization. Available online: https://apps.who.int/iris/handle/10665/43918 (accessed
on 10 October 2022).

https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://apps.who.int/iris/handle/10665/43918


Healthcare 2022, 10, 2518 12 of 12

3. Hanefeld, J.; Mayhew, S.; Legido-Quigley, H.; Martineau, F.; Karanikolos, M.; Blanchet, K.; Liverani, M.; Yei Mokuwa, E.; McKay,
G.; Balabanova, D. Towards an Understanding of Resilience: Responding to Health Systems Shocks. Health Policy Plan. 2018, 33,
355–367. [CrossRef] [PubMed]

4. Schwartz, A.M.; Wilson, J.M.; Boden, S.D.; Moore, T.J., Jr.; Bradbury, T.L., Jr.; Fletcher, N.D. Managing Resident Workforce and
Education During the COVID-19 Pandemic: Evolving Strategies and Lessons Learned. JBJS Open Access 2020, 5, e0045. [CrossRef]
[PubMed]

5. Giorgi, G.; Lecca, L.I.; Alessio, F.; Finstad, G.L.; Bondanini, G.; Lulli, L.G.; Arcangeli, G.; Mucci, N. COVID-19-related Mental
Health Effects in the Workplace: A Narrative Review. Int. J. Environ. Res. Public Health 2020, 17, 7857. [CrossRef] [PubMed]

6. Chow, E.J.; Schwartz, N.G.; Tobolowsky, F.A.; Zacks, R.L.; Huntington-Frazier, M.; Reddy, S.C.; Rao, A.K. Symptom Screening at
Illness Onset of Health Care Personnel with SARS-CoV-2 Infection in King County, Washington. JAMA 2020, 323, 2087–2089.
[CrossRef] [PubMed]

7. Mushtaq, H.; Singh, S.; Mir, M.; Tekin, A.; Singh, R.; Lundeen, J.; VanDevender, K.; Dutt, T.; Khan, S.A.; Surani, S. The Well-Being
of Healthcare Workers During the COVID-19 Pandemic: A Narrative Review. Cureus 2022, 14, e25065. [CrossRef] [PubMed]

8. Chemali, S.; Mari-Sáez, A.; El Bcheraoui, C.; Weishaar, H. Health Care Workers’ Experiences During the COVID-19 Pandemic:
A Scoping Review. Hum. Resour. Health 2022, 20, 1–17. [CrossRef] [PubMed]

9. Rostrup Nakstad, E. Kode rød: Kampen for det Vakre (Code Red: The Fight for the Beautiful); Gyldendal: Oslo, Norway, 2021.
10. Helsenorge. Available online: https://www.helsenorge.no/en/coronavirus/ (accessed on 8 August 2022).
11. Muller, A.E.; Hafstad, E.V.; Himmels, J.P.W.; Smedslund, G.; Flottorp, S.; Stensland, S.Ø.; Stroobants, S.; Van de Velde, S.; Vist,

G.E. The Mental Health Impact of the Covid-19 Pandemic on Healthcare Workers and Interventions to Help Them: A Rapid
Systematic Review. Psychiatry Res. 2020, 293, 113441. [CrossRef] [PubMed]

12. Greenberg, N.; Weston, D.; Hall, C.; Caulfield, T.; Williamson, V.; Fong, K. Mental Health of Staff Working in Intensive Care
During Covid-19. Occup. Med. 2021, 71, 62–67. [CrossRef] [PubMed]

13. Lazarus, R.S.; Lazarus, L.B. Coping with Aging; Oxford University Press: New York, NY, USA, 2006.
14. Saja, A.; Teo, M.; Goonetilleke, A.; Ziyath, A.M. A Critical Review of Social Resilience Properties and Pathways in Disaster

Management. Int. J. Disaster Risk Sci. 2021, 12, 790–804. [CrossRef]
15. Sisto, A.; Vicinanza, F.; Campanozzi, L.L.; Ricci, G.; Tartaglini, D.; Tambone, V. Towards a Transversal Definition of Psychological

Resilience: A Literature Review. Medicina 2019, 55, 745. [CrossRef] [PubMed]
16. Fan, Y.; Lyu, X. Exploring Two Decades of Research in Community Resilience: A Content Analysis Across the International

Literature. Psych. Res. Behav. Manag. 2021, 14, 1643. [CrossRef] [PubMed]
17. Pfefferbaum, R.L.; Klomp, R.W. Community Resilience, Disasters, and the Public’s Health. In Community Engagement, Organization,

and Development for Public Health Practice, 1st ed.; Murphy, F., Ed.; Springer: New York, NY, USA, 2018; pp. 275–290.
18. Keck, M.; Sakdapolrak, P. What Is Social Resilience? Lessons Learned and Ways Forward. Erdkunde 2013, 67, 5–18. [CrossRef]
19. Matyas, D.; Pelling, M. Positioning Resilience for 2015: The Role of Resistance, Incremental Adjustment and Transformation in

Disaster Risk Management Policy. Disasters 2015, 39, s1–s18. [CrossRef] [PubMed]
20. Berg, B.; Lune, H. Qualitative Research Methods for the Social Sciences, 8th ed.; Pearson Education: New York, NY, USA, 2012.
21. Polit, D.; Beck, C. Nursing Research: Generating and Assessing Evidence for Nursing Practice, 10th ed.; Wolters Kluwer

Health/Lippincott Williams & Wilkins: Philadelphia, PA, USA, 2017.
22. Braun, V.; Clarke, V. Using Thematic Analysis in Psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
23. World Medical Association Declaration of Helsinki. Available online: http://www.wma.net/en/30publications/10policies/b3

/index.html (accessed on 7 January 2022).
24. Gjevjon, E.R.; Romøren, T.I.; Kjøs, B.Ø.; Hellesø, R. Continuity of Care in Home Health-Care Practice: Two Management

Paradoxes. J. Nurs. Manag. 2013, 21, 182–190. [CrossRef] [PubMed]
25. Scerri, A.; Borg Xuereb, C.; Scerri, C. Nurses’ Experiences of Caring for Long-Term Care Residents With Dementia During the

COVID-19 Pandemic. Gerontol. Geriatr. Med. 2022, 8, 23337214221077793. [CrossRef] [PubMed]
26. Blomberg, Bloomberg: Norway Handles the Covid Most Effectively in the World. Panorama. Available online: https://www.tnp.

no/norway/panorama/bloomberg-norway-handles-the-covid-most-effectively-in-the-world/ (accessed on 21 October 2022).
27. Enjolras, B.; Strømsnes, K. Scandinavian Civil Society and Social Transformations; Springer: New York, NY, USA, 2018.
28. Stortingsmelding. Frivilligheita—Sterk, Sjølvstendig, Mangfaldig—Den Statlege Frivilligheitspolitikken (Volunteering—Strong, Indepen-

dent, Diversity—The State’s Volunteering Policy); Department of Health: Oslo, Norway, 2018.
29. Corbin, J.; Strauss, A. A Basics of Qualitative Research; Sage Publications: Los Angeles, CA, USA, 2008.
30. Kvale, S.; Brinkmann, S. Det Kvalitative Forskningsintervju (The Qualitative Research Interviews); Gyldendal Akademisk: Oslo,

Norway, 2009; p. 344.
31. Charmaz, K. Constructing Grounded Theory: A Practical Guide Through Qualitative Analysis; Sage Publications: Los Angeles, CA,

USA, 2006.

http://doi.org/10.1093/heapol/czx183
http://www.ncbi.nlm.nih.gov/pubmed/29325025
http://doi.org/10.2106/JBJS.OA.20.00045
http://www.ncbi.nlm.nih.gov/pubmed/33117955
http://doi.org/10.3390/ijerph17217857
http://www.ncbi.nlm.nih.gov/pubmed/33120930
http://doi.org/10.1001/jama.2020.6637
http://www.ncbi.nlm.nih.gov/pubmed/32301962
http://doi.org/10.7759/cureus.25065
http://www.ncbi.nlm.nih.gov/pubmed/35719833
http://doi.org/10.1186/s12960-022-00724-1
http://www.ncbi.nlm.nih.gov/pubmed/35331261
https://www.helsenorge.no/en/coronavirus/
http://doi.org/10.1016/j.psychres.2020.113441
http://www.ncbi.nlm.nih.gov/pubmed/32898840
http://doi.org/10.1093/occmed/kqaa220
http://www.ncbi.nlm.nih.gov/pubmed/33434920
http://doi.org/10.1007/s13753-021-00378-y
http://doi.org/10.3390/medicina55110745
http://www.ncbi.nlm.nih.gov/pubmed/31744109
http://doi.org/10.2147/PRBM.S329829
http://www.ncbi.nlm.nih.gov/pubmed/34675704
http://doi.org/10.3112/erdkunde.2013.01.02
http://doi.org/10.1111/disa.12107
http://www.ncbi.nlm.nih.gov/pubmed/25494954
http://doi.org/10.1191/1478088706qp063oa
http://www.wma.net/en/30publications/10policies/b3/index.html
http://www.wma.net/en/30publications/10policies/b3/index.html
http://doi.org/10.1111/j.1365-2834.2012.01366.x
http://www.ncbi.nlm.nih.gov/pubmed/23339508
http://doi.org/10.1177/23337214221077793
http://www.ncbi.nlm.nih.gov/pubmed/35261915
https://www.tnp.no/norway/panorama/bloomberg-norway-handles-the-covid-most-effectively-in-the-world/
https://www.tnp.no/norway/panorama/bloomberg-norway-handles-the-covid-most-effectively-in-the-world/

	Background 
	Aim 
	Method 
	Design 
	Participants 
	The Interviews 

	Analysis 

	Ethics 
	Results 
	The First Period of the Pandemic 
	Changing Everything 
	Redefining ‘Necessary Tasks’ 

	The Ongoing Intermediate Period 
	Distancing and Loneliness 
	Cooperation and Coordination 

	The Last Period 
	More Infections and Fewer Worries 
	Lessons for the Future 


	Discussion 
	Conclusions 
	References

