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Summary

Background: Registered nurses’ (RNs’) ability to change and adapt was put to
the test when Norway and the rest of the world were plunged into the COVID-
19 pandemic in 2020. Strict infection control rules were introduced, and the
main focus in primary healthcare services was infection control and prevention.
Since RNs are one of the largest groups of healthcare personnel, their efforts
were critical for the successful management of the pandemic. The pandemic
also led to various changes to their work tasks, responsibilities and working

environment.

Objective: The purpose of the study was to explore RNs’ experiences with
adaptation in nursing homes and home-based nursing care during the COVID-
19 pandemic.


https://sykepleien.no/search?search_keys=Adaptation
https://sykepleien.no/search?search_keys=Infection
https://sykepleien.no/search?search_keys=Registered
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Method: We used a qualitative design consisting of two group interviews with a
total of ten RNs in nursing homes and home-based nursing care. Both group
interviews were conducted in a relatively small municipality in December 2020
and February 2021 during the pandemic. The data analysis is based on
Malterud’s systematic text condensation method.

Results: The findings of the study highlight the scope of RNs’ responsibilities
and function during a pandemic, and can be divided into three main themes: 1)
Being in a constant state of pandemic preparedness, 2) RNs’ perceptions of the
special responsibility they had for preventing infection, and 3) A need for
structure and information in their daily work. The RNs showed that they had
the capacity and willingness to adapt, and took on more responsibility during
the pandemic. However, they were dependent on structure, support and receipt
of sufficient information in their daily work.

Conclusion: The study shows that the RNs in the primary healthcare service
had the capacity to be highly adaptable during the pandemic, and had a
willingness to adapt and a sense of duty. However, good pandemic preparedness
procedures, up-to-date infection control regulations and support from
colleagues and management are crucial to managing the pandemic, particularly
due to the protracted nature of the situation. Knowledge of the RNs’
experiences can be helpful in the planning and organisation of preparedness for
future crises, where nurses play a key role in the successful management of the
situation.

RNs’ ability to change and adapt was put to the test when Norway and the rest of
the world were plunged into the COVID-19 pandemic in 2020 (1). Overnight, the
pandemic and infection control became the top priority in the health service when
Norway went into lockdown on 12 March 2020. The pandemic led to changes in the
duties, responsibilities and working hours of nurses throughout the world. The lack
of personal protective equipment (PPE) and uncertainty about its correct use
contributed to the sense of unease (2-5).

The efforts of RNs - as one of the largest groups of healthcare personnel — were an
important factor in the successful management of the pandemic. In 2020, the
research on nurses and COVID-19 mainly stemmed from Asia and the United
States.



Most of the studies focused on nurses ‘on the frontline’, i.e. those working in
intensive care units or other wards with COVID-19 patients. The studies show that
the function and area of responsibility of this group of nurses make them
vulnerable to the psychological after-effects of the pandemic. There is a
considerable need for guidance, and clear concern about infecting others. The
studies also highlighted the importance of robust, professional management as well
as sufficient supplies of PPE and personnel (4, 6-9).

Research from Wuhan in China also points to the major psychological strain nurses
faced in the initial stages of the COVID-19 pandemic (10). Another study from
Australia reports that the psychological strains have led to many nurses
considering leaving the profession (11).

In Norway, few studies have been published of RNs in the primary healthcare
service in relation to the COVID-19 pandemic. In October 2020, the research
organisation SINTEF published a study, commissioned by the Norwegian Nurses
Organisation (NNO), of Norwegian RNs’ experiences in the initial stages of the
pandemic (1).

In a national survey, SINTEF sent questionnaires to all NNO members. Over 35
ooo responded, and a further 35 nurses were interviewed. Findings from the survey
show that during the pandemic, RNs had longer working hours and different duties,
and worked in different places. They also experienced higher workloads and
reduced job satisfaction.

Kirkevold et al. (12) conducted studies on infection control in Norwegian nursing
homes during the COVID-19 pandemic. They identified challenges related to the
reuse of PPE, difficulties in maintaining the recommended distance from patients,
and inconsistent procedures for training staff in infection control.

Much of the research on RNs and COVID-19 in 2020 focussed on the specialist
health service. More research was therefore needed in the primary healthcare
service on the RNs experiences and perceptions in relation to the COVID-19
pandemic.

Objective of the study

The purpose of the study was to explore RNs’ experiences with adaptation in
nursing homes and home-based nursing care during the COVID-19 pandemic. We
investigated how the pandemic affected the RNs’ new working day and their
handling of procedures and duties.



Method

The study is based on group interviews aimed at eliciting RNs’ viewpoints and
experiences as an employee in the primary healthcare service during the COVID-19
pandemic. The purpose of the group interviews was to foster discussion and
reflection (13) and to develop knowledge about RNs’ collective attitudes to and
experiences with the changes to their work during the pandemic (14).

Sample and interviews

Two group interviews were conducted in a municipality in southwestern Norway
with a population of less than 5000. Six participants took part in the first interview,
which was held in December 2020, and four participants took part in the second
interview, in February 2021.

The aim was to recruit participants from several municipalities, but the strict
infection control measures in the nursing homes prevented us from conducting
interviews at more frequent intervals or in other municipalities.

The participants represent a strategic sample of RNs with varied backgrounds in
terms of work experience, age (13, 15) and place of work. The first author sent out a
written invitation and information to a total of 15 RNs, which is an appropriate size
for a qualitative sample (16).

Ten of the RNs were able to participate in the interviews. We held a second
interview to explore the findings in more depth and to achieve data saturation. The
interviews were held in premises close to the nursing home and lasted for 9o and
75 minutes respectively. The first author conducted the interviews and used a semi-
structured interview guide as a starting point.

Our interview guide was based on previous studies and the first author’s work
experience in the primary healthcare service in the early stages of the pandemic.
The interview guide was not followed chronologically, but it served as a starting
point for conversation. We asked the participants questions about their
experiences during the pandemic and the changes to their infection control
procedures and expertise.

We recorded the interviews on audiotape and took written notes. The first author
is a specialist nurse who works in patient-centred nursing and the professional
development of nursing in the same municipality as the participants, and has
regular contact with the participants at work.



Analysis

The analysis of the group interviews is based on Malterud’s systematic text
condensation method (17), which we performed in four steps (see Table 1). We
read the transcribed data material to form an overall impression and then
formulated preliminary themes. The meaning units were then sorted into groups
and coded, and this formed a starting point for condensation. The condensed text
formed the basis for themes and sub-themes.

When analysing the transcribed material, we paid special attention to the fact that
the first author knew several of the participants and that this could potentially
impact on how questions were asked and how the themes unfolded. To create the
necessary distance to the material, the first author noted her understanding of the
situation at the participants’ workplace prior to the interviews.

She also conducted a literature review in the field and discussed the coding of the
material and development of themes with the second author. To ensure the
reliability of the findings, we discussed any discrepancies or alternative
interpretations until we reached a consensus.

Table 1. Example of the analysis process

Condensed text

Meaning unit Code group Sub-theme Theme

‘You can’t quite believe it at first, it’s like a bit of | Adapt/change At the start, everyone | Willingnessto Beingina

an adrenaline kick almost, where you think “Oh was motivated to do adapt when it constant state

god, now we just have to roll up our sleeves and their bit. Roll up their | really matters of pandemic

do what we can.”’ FG1, 40-45 years sleeves and do what preparedness
they can. We had to

‘It’s like entering a new culture, quite simply, find our place, move

finding your place, moving around and testing around and test the

the waters.’ FG1, 50-55 years waters.

‘I think we have an important role and need to | RNs’ respon- | We as RNs have an Role models RNs' per-

carry the load, and our expertise is different, sibilities and important role and for other ceptions of

but it’s probably the case that nursing associ- role different expertise to | occupational @ the special

ates and assistants do what the RNs do, soit’s nursing associates and | groups responsibility

important that you're up to date and stick to assistants. We need they had for

the infection control procedures.’ (FG2, 25-30 to be up to date on preventing

years) infection control and infection

‘In a way, we become like role models for the serve as role models

others. And it’s a bit precarious, because today for the others.

she’s the nurse, so we have to wear a face mask

when we do such and such [...]’ FG1, 30-34

‘Yeah, so then you go in with gloves and a face | Uncertainty | feel unsure about Great A need for

mask, and the patient has had a fall. Well, I'l about procedures and guide- | need for structure and

just step out and put a gown on, right? Then procedures lines when they are information information

you feel that everything you’ve learned about not explained clearly in their daily

how to put on the PPE is ignored. Should you in writing. work

also wear glasses? Because they didn’t say any-

thing about that’ FG1, 35-40 years
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Ethics

The Norwegian Centre for Research Data, reference number 919371, approved the
study and granted permission to collect data in the two municipal institutions.
Participants received written information about the study and signed a consent
form indicating their right not to take part or to withdraw at a later date.

Participants were deidentified in the transcript and further anonymised in the
presented results. When referring to the participants’ quotes, we use the term
‘focus group interview participant’ (FG) followed by a corresponding number.

Results

The ten participants in the study were women aged 26 to 55 years, with an average
of 14 years’ experience as RNs. Six of the participants worked in nursing homes and
four were in home-based nursing care. The main findings of the study can be
divided into three themes: 1) Being in a constant state of pandemic preparedness,
2) RNs’ perceptions of the special responsibility they had for preventing infection,
and 3) A need for structure and information in their daily work.

Being in a constant state of pandemic preparedness

When the pandemic began and Norway went into lockdown, the RNs’ working
situation changed dramatically. The initial rationing of scarce PPE and the
separation of staff in home-based nursing care from staff in nursing homes were in
stark contrast to the extensive collaboration between the two groups of workers
before the pandemic.

Frequent changes in guidelines and working for one to two weeks without a break
caused disquiet among the RNs. However, because of the severity of the situation,
the RNs wanted to do what they could to help.

Several nurses used terms such as ‘rolling up your sleeves’ and ‘getting stuck in’
when describing their experiences in the first lockdown. They told how they
wanted to do their best to provide a good service, but found the reduced care
provision for older patients as the most vulnerable group, and the need to keep
them socially distanced from other people to be particularly challenging.

«Most felt that they were in a constant state of pandemic
preparedness in anticipation of a possible outbreak.»



Several of the nurses described how they felt unsure about dealing with infections
and infection control procedures. Most felt that they were in a constant state of
pandemic preparedness in anticipation of a possible outbreak. One participant
said: “‘When we first heard about the corona virus, our municipality didn’t have any
cases. And we haven’t had that many. But having to constantly think about and
prepare ourselves in case something did happen. Yeah, we had to constantly be
braced for an infection outbreak’ (FG1, 40-45 years).

During the course of the pandemic, most of the RNs’ working hours stabilised. The
separation of the services remained in place, and the RNs became used to the new
ways of working. They learned to live with the uncertainty in their daily work and
deal with their constant state of preparedness. The social distancing and general
infection control procedures became part of their working day, and the RNs
reflected on how quickly they adapted.

RNs’ perceptions of the special responsibility they had for preventing infection

The participants believed that their function as nurses had an impact on how
infection control was managed at their workplace, especially in the evenings and at
weekends when they were often the only RN on duty.

Several participants said that they had more responsibility than usual during the
pandemic, and one RN’s handling of procedures in the evenings and at weekends
was considered to apply to all staff. They also described how other staff expected
the RNs to have control of and knowledge of most pandemic-related issues.

The RNs tended to have responsibility for the patients who needed to be isolated,
and had to ensure that others followed the procedures. Some participants found
this responsibility a burden, particularly those who were unsure about the
guidelines and procedures. Others found the documentation they needed at their
workplace and also asked the other staff to read this.

«Several described how they were afraid of being infected
and passing on the infection to colleagues and patients.»

Most of the participants felt that as nurses they also had a responsibility in their
personal lives. Several described how they were afraid of being infected and passing
on the infection to colleagues and patients. The nurses did not want to be accused
of doing anything that was contrary to the recommendations and that could result
in infection outbreaks or deaths. They were aware of the importance of their
function as a nurse in society.



One participant described it as follows: ‘It’s like an extra thing to worry about,
because I feel that I have to stay healthy. So it’s been at the expense of everything
else, I've kept myself to myself and haven’t travelled anywhere. You drop all social
contact so that you can stay healthy and go to work and not infect your patients’
(FGa, 45-50 years).

Support from colleagues was shown to be crucial for the nurses being able to cope
with the responsibility they had during the pandemic. Several indicated that the
best support they received was from each other, and that there was a ‘phone a
friend culture’ in the workplace. They described how they would not hesitate to
contact each other when they were unsure about something.

Most understood that the staffing level was precarious after separate groups were
formed and kept apart in order to reduce the risk of infection. They felt a great
sense of responsibility not to burden colleagues with their own absence.

A need for structure and information in their daily work

In order for the nurses to feel reassured and have a sense of control, it was
important that amended and new guidelines were issued and accessible. The
participants told how the flow of information varied, as reflected in the following
quote: ‘There’s a lot of information to read, and it’s difficult to keep track of it all.
Some relates to the patients, some their families, some has been sent in a text
message, then there are procedures for the emergency team, a memo for those in
home-based nursing care. There are lots of different bits of information to relate
to’ (FGi, 35-40 years).

Many of the nurses said they found it challenging that other occupational groups
did not always receive information about amended procedures. Consequently, the
participants felt an extra responsibility for ensuring that both themselves and their
colleagues followed the infection control procedures. The procedures for visitors
were constantly being changed and were difficult to keep up with. Where the
guidelines seemed ambiguous, it was up to the RN to decide what to do.

The RNs raised the issue of having to use their discretion in applying the
guidelines, as everyone interpreted them differently. This challenge was also
exemplified by their uncertainty about, for example, the use of PPE in the personal
care of patients, assessing social distances and the definition of close contact.

The rationing of PPE at the start of the pandemic and the feeling of uncertainty
when dealing with patients with suspected COVID-19 were also examples of
situations where the RNs had a particular need for support and information in
order to feel reassured.



Discussion

The purpose of the study was to explore RNs’ experiences with adaptation in
nursing homes and home-based nursing care during the COVID-19 pandemic. The
main findings show that although RNs as a professional group have wide-ranging
experience with change and adaptation, the pandemic gave them the sense of being
in a constant state of pandemic preparedness and strengthened their willingness to
adapt and sense of duty.

The findings show that the RNs have the capacity to be highly adaptable in a crisis,
but that preparedness, infection control plans, receipt of sufficient information and
support from managers and colleagues were vital to their handling of the crisis.

RNs’ capacity in a crisis

The findings show that the RNs were willing to adapt quickly in terms of working
hours, workplace and taking on additional work tasks. The description of ‘rolling
up your sleeves’ corresponds well with the general attitude of RNs in Norway at the
start of the pandemic, as reported by SINTEF (1).

The survey showed that, in Norway, around one-third of RNs’ working hours
changed due to the pandemic. Although the pandemic brought about a major
upheaval in everyday working arrangements, the RNs in our study seem to have
accepted and understood the changes and the uncertainty that this has entailed.
Research on the influenza A (H1N1) pandemic in 2009 also shows that nurses are
more willing to accept changes to working hours and a greater workload in a crisis
situation (18).

Access to PPE when needed, as well as adequate training and practice are necessary
for RNs being able to deal with the situation. These factors have also been crucial
for healthcare personnel’s feeling of reassurance in comparable situations, such as
during the Ebola outbreak in Sierra Leone in 2015 (19). At that time, PPE supplies
were better, which meant that patients and healthcare personnel were significantly
safer than in previous outbreaks in, for example, Uganda (20).

However, our study shows that such a radical change in working conditions over a
long period can also give RNs the sense of being in a constant state of pandemic
preparedness in anticipation and fear of a possible outbreak in the workplace.

In recent years, the work of RNs in the primary healthcare service has changed and
expanded as greater numbers and more seriously ill patients have been discharged
from the specialist health service (21, 22). The hospitals’ prioritising of beds for
COVID-19 patients has also increased the number of tasks transferred to the
primary healthcare service during the pandemic (23).



«The pandemic has put additional pressure on RNs in
their daily work and their capacity to practise good
nursing care.»

This means that local authorities are now having to provide more health services to
the sickest and most vulnerable patients. Our findings can be viewed in light of the
changes that have characterised the primary healthcare service in recent years,
where RNs are continuously having to adapt to changes whilst providing a good
health service for patients (24). It is therefore clear that the pandemic has put
additional pressure on RNs in their daily work and their capacity to practise good
nursing care.

As a professional group, the RNs took responsibility for preventing the spread of
infection in the workplace and felt like role models for other employees. There was
an expectation that the RNs would be in control of and manage infection control
and procedures.

As the largest group of healthcare professionals, RNs have gained global
recognition and played a key role in the pandemic (25, 26), and their expertise in
infection prevention, critical care, palliative care and public health is of vital
importance to the care that patients receive (25).

RNs’ adaptability and crucial expertise in health care may therefore have
contributed to them naturally assuming professional authority and responsibility
during the pandemic.

Need for follow-up over time

During the pandemic, the RNs were given extra responsibility, especially on shifts
where no other RNs or managers were present. This meant that they automatically
assumed a leader role towards their colleagues. When they felt out of their depth
with this responsibility, peer support from other RNs played an important role in
their handling of the task.

Previous studies also show the importance of a supportive working environment
and team spirit for sharing experiences and knowledge among RNs (27, 28), not
least to motivate them in their handling of crisis situations (29).

«In order to feel reassured, the RNs were dependent on
understanding the various guidelines and procedures.»



In the interviews, it was clear that receipt of useful and sufficient information was
important. In order to feel reassured, the RNs were dependent on understanding
the various guidelines and procedures. Findings from international studies on the
COVID-19 pandemic and other pandemics show that management support is
important in this context for RNs to feel a sense of control (2, 3, 18-20).

Kirkevold et al. (12) also make the point that leaving it to individual employees to
figure out the infection control procedures was not very practical, and that
compulsory training was necessary. Other studies show that staff feel more
reassured when managers have a strong presence ‘in the field” in crisis situations

(30, 31).

In our study, this proved particularly relevant when there were no other RNs or
managers present, where the RN on duty had to take sole responsibility for
managing infection control.

A Canadian study shows that after the outbreak of SARS in 2003, healthcare
personnel experienced long-term negative effects such as burnout (32). The most
surprising finding of the study was that the consequences primarily affected
healthcare personnel who did not work closely with infected patients. One possible
explanation for this is that healthcare personnel who are specially trained to work
in intensive care have more knowledge and experience of similar situations (32).

Our findings show that garnering experiences from previous pandemics and
outbreaks will help institutional management identify and prevent the negative
effects of the pandemic in the primary healthcare service. Active use of experienced
RN to support less experienced staff is an important measure in this context (31,

32).

The COVID-19 pandemic has undoubtedly tested the resolve of nurses in the
primary healthcare service. Their willingness to adapt and their sense of duty are
probably related to their position as frontline healthcare personnel, with wide-
ranging responsibilities and functions, but also with close patient contact (24).

The RNs have shown that they have the capacity for radical change, but that they
are vulnerable to the effects of being in a state of preparedness over a long period
of time. However, good preparedness procedures, updated guidelines for infection
control management, a strong presence by managers and support from colleagues
can be crucial to preventing undesirable long-term effects from the pandemic.



Strengths and weaknesses of the study

The first author conducted the group interviews in her own municipality and knew
several of the participants. It was therefore a strength of the study that the
participants felt secure and shared information that would have been difficult for
an external researcher to obtain.

It may be a weakness that the author had limited distance to the participants’
experiences, and potentially overestimated the RNs’ challenges during the
pandemic. However, the data analysis process was conducted together with the
second author, who had no connection to the reference municipality. This limited
the potential for bias in the interpretation of the data.

The study was conducted in a relatively small municipality with a small community
of healthcare professionals, which could limit the transfer value of the results to
larger municipalities. However, small municipalities must be able to handle
outbreaks and provide health services in the same way as larger municipalities, and
the findings about RNs’ experiences in a small municipality concur with a national
survey of RNs in the early stages of the pandemic (1).

Group interviews fostered discussion and reflection in the group. However, in-
depth interviews, potentially in combination with observation, could have provided
more comprehensive data and a broader understanding of the behaviour and
culture in the workplace.

Conclusion

The study showed that during the COVID-19 pandemic, RNs in the primary
healthcare service had the capacity to be highly adaptable. Their willingness to
adapt and sense of duty enabled them to take on extra responsibilities as a result of
their position as frontline healthcare personnel. The study also showed that being
in a state of preparedness over a long period has been challenging for the RNs, who
were concerned that they should not pose a risk to vulnerable patients.

The need for information and structure increased in pace with the changes and
highlighted the importance of updating infection control guidelines and regulations
and ensuring they are accessible. In order to be able to properly deal with the extra
responsibility, the RNs needed considerable support from colleagues and
managers.

Knowledge of the RNs’ experiences can be helpful in the planning and organisation
of preparedness for future crises, where nurses play a key role in the successful
management of the situation.



The study’s contribution of new knowledge

® The research literature on COVID-19 and changes in RNs’ daily work has
been aimed at the specialist health service. There are few studies that
explore the experiences and perceptions of RNs in Norway during the
pandemic. Research on how their working day changed in the primary
healthcare service is particularly limited.

® We conducted group interviews with RNs in the primary healthcare service.

® The study has generated important knowledge about RNs” working day
during the COVID-19 pandemic. Nursing homes and home-based nursing
care in small municipalities can use this knowledge to learn from the
pandemic and update their crisis preparedness for potential future
outbreaks. This knowledge can also be used to raise managers’ awareness of
RNSs’ need for more follow-up and support in dealing with the pandemic.
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