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Introduction The COVID-19 pandemic had a significant impact on care at the end-of-life due to restrictions

and other circumstances such as high workload and uncertainty about the disease. The objective of this study

is to describe the degree of various signs experienced by healthcare providers throughout the first 18 months

of the pandemic and to assess what provider’s characteristics and care circumstances related to COVID-19 are associ-
ated with distress.

Methods A longitudinal survey study among healthcare providers from different healthcare settings who provided
end-of-life care during the pandemic’s first 18 months. Data of four time periods were analyzed using descriptive
statistics, logistic regression analysis and Generalized Estimating Equation.

Results Of the respondents (n=302) the majority had a nursing background (71.8%) and most worked in a hospi-

tal (30.3%). Although reported distress was highest in the first period, during the first wave of COVID-19 pandemic,
healthcare providers reported signs of distress in all four time periods. Being more stressed than usual and being regu-
larly exhausted were the most common signs of distress. Healthcare providers working in nursing homes and hospi-
tals were more likely to experience signs of distress, compared to healthcare providers working in hospice facilities,
during the whole period of 1.5 years. When HCPs were restricted in providing post-death care, they were more likely
to feel more stressed than usual and find their work more often emotionally demanding.

Conclusion A substantial amount of healthcare providers reported signs of distress during the first 1.5 years

of the COVID-19 pandemic. A cause of distress appears to be that healthcare providers cannot provide the care they
desire due the pandemic. Even though the pandemic is over, this remains an important and relevant finding, as high
workload can sometimes force healthcare providers to make choices about how they provide care. Given that this
can cause prolonged stress and this can lead to burnout (and HCPs leaving their current positions), it is now especially
important to continue observing the long term developments of the well-being of our healthcare providers in pallia-
tive care and provide timely and adequate support where needed.
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Introduction

The COVID-19 pandemic had a significant impact on
healthcare from 2020 until 2023 on the way healthcare
services were provided. There was a lot of uncertainty
about the course of the disease, the pandemic and the
strategies to manage it. Additionally, healthcare and
its workers faced high pressure, alongside occasional
implementation of severe restrictions, such as wearing
personal protective equipment (PPE) and limiting con-
tact with patients and relatives, to prevent the spread
of the COVID-19 virus [1-3]. Research indicates that
healthcare providers experienced increased levels of
stress, anxiety, and fatigue during the COVID-19 pan-
demic [4], with many of them reporting symptoms of
burnout, anxiety, or depression [5].

Healthcare providers who were specifically involved
in end-of-life encountered circumstances that dis-
rupted the normal process of end-of-life care [1, 2,
6-8]. The pandemic not only altered how care was
delivered to patients nearing the end of their life but
also presented unique challenges for the well-being of
healthcare professionals.

Limitations in how care was delivered to patients
approaching the end of life led to moral distress because
it conflicted with their professional standards. Due to the
visiting restrictions, social distancing and staff shortages,
health care providers (HCPs) expressed concerns about
their ability to provide compassionate and empathetic
care to patients and their families as they did before the
pandemic [9]. This concern is supported by a review on
end-of-life care in nursing homes during the COVID-19
pandemic that described that the most common emo-
tions experienced by HCPs were fear, depression, stress,
anxiety, hopelessness, and grief. This was partly attrib-
uted to the perception among healthcare providers that
they were not able to maintain the same standard of care,
as compared to before the pandemic given the circum-
stances of the pandemic [10]. Furthermore, in a study
on moral distress among 120 palliative care and hospice
social workers from the United States, several causes of
such moral distress were identified, including limitations
in visiting options for relatives and the need to wear pro-
tective equipment which hindered personal contact and
communication [11]. A study on the mental health of
142 palliative care professionals during the COVID-19
pandemic Hong Kong described that palliative care pro-
fessionals experienced stress (82%), at least mild depres-
sion (42%), anxiety symptoms (43%), and post-traumatic
stress symptoms (60%) [12]. Moreover, a Italian study
among home 145 palliative care clinicians investigated
the difference in symptoms of burnout between the first
wave of the pandemic and one year later. After a year, the
number of healthcare providers experiencing burnout
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remained roughly the same, but there was a higher level
of emotional exhaustion [13].

Studies on the well-being of HCPs that provided end-
of-life care during the pandemic mostly had cross-sec-
tional designs and focuses on the initial months of the
pandemic. However, there is a gap in understanding the
ongoing distress experienced by HCPs over the course of
the pandemic beyond these initial months. Additionally,
limited information is available about how factors related
to COVID-19, such as visiting restrictions, influenced
distress of HCPs over time in different settings. The
objective of this study is to describe the degree of vari-
ous signs of distress (stress, exhaustion, considering work
emotionally and physically demanding and the need for
emotional support) experienced by HCPs throughout the
first 18 months of the pandemic. Furthermore, this study
also aims to assess what provider’s characteristics (set-
ting and profession) and care circumstances related to
COVID-19 (restrictions regarding visits and post-death
care and a scarcity of PPE) are associated with distress.
Insight in this helps to better understand the long lasting
impact the COVID-19 pandemic had on the well-being of
HCPs that provided end-of-life care in different settings.

Methods

Design

An observational longitudinal online survey study was
conducted as part of the CO-LIVE study. CO-LIVE is a
mixed methods study into the experiences of bereaved
relatives and HCPs that provided end-of-life care during
the COVID-19 pandemic [6].

Population & data collection

Data was collected from a convenience sample of HCPs
that provided end-of-life care (for both COVID and
non-COVID patients) during the initial 18 months of
the COVID pandemic (March 2020 — September 2021).
These HCPs came from various professions and from dif-
ferent settings in the Netherlands.

Data collection covered four time periods, with three
questionnaires, Q1, Q2 and Q3 (Fig. 1). Q1 was distrib-
uted in November 2020 and contained questions about
two time periods: March 2020 — May 2020 (T1) and
September 2020 to November 2020 (T2). These periods
are considered to be the first wave (T1) and the start of
the second wave (T2) of the COVID-19 pandemic in the
Netherlands [14, 15]. Q2 was distributed in April 2021
and concerned the period between December 2020 —
April 2021 (T3). Q3 was distributed in September 2021
and concerned the time period between May 2021 and
September 2021 (T4). Figure 2 shows the number of peo-
ple that died of COVID-19 in the Netherlands within
the four time periods. This provides context about the
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Fig. 1 Respondents per time period and questionnaire

severity of the pandemic in these researched time periods
[16].

Invitations for questionnaire 1 (Q1) were sent to end-
of-life care providers that had participated in a previous
part of the CO-LIVE study [6]. Additional respondents
for Q1 were recruited via (social) media. When respond-
ents indicated in the Q1 questionnaire that we could

First period Second period
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Fig. 2 COVID-19 deaths in the Netherlands, march 2020 — September 2021
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approach them for another questionnaire, they received
an invitation to Q2 and Q3. No other respondents were
recruited for Q2 and Q3. Furthermore, respondents of
Q1 who missed Q2 could participate in Q3. All question-
naires were designed and distributed via questionnaire
software Survalyzer.

Measurements &analysis

Respondents answered questions regarding the context
in which they provided care and about distress in each
time period (T1 — T4) during the COVID-19 pandemic.
Questions related to COVID-19 and questions related to
distress were self-developed and were based on the situ-
ation surrounding the pandemic, existing literature and
insights gathered from interviews with HCPs about end-
of-life care during the pandemic (Appendix 1).

We included five statements about distress and asked
HCPs to what extent they agreed with the statements
on a 5-point scale. HCPs were asked whether they were
more stressed than usual, if they considered their work
emotionally and physically demanding and if they felt
exhausted regularly. Answer options were dichoto-
mized to ‘agreed’ (i.e. ‘agree’ and ‘strongly agree) and ‘not
agreed’ (i.e. ‘neutral’ ‘disagree’ and ‘strongly disagree’).
We also included a question about how much emotional
support they needed during these time periods; answer
options were dichotomized to ‘more than usual (ie.
‘more than usual) and ‘not more than usual’ (i.e. ‘as much
as usual’ and ‘less than usual’).

Characteristics of respondents included gender, age,
profession and setting. Setting was categorized into:
home, nursing home, hospice facility, other (includ-
ing for example a GP practice or institutions for people
with intellectual disabilities) and multiple settings. Pro-
fession of HCPs was divided in three categories; nurses
(including registered nurses, nursing aids and nurse

Third period Fourth period
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practitioners), physicians (e.g. general practitioners, pul-
monary and geriatric physicians) and other (e.g. spiritual
counselors, paramedics and volunteers).

The circumstances of care related to COVID-19 con-
sisted of three different variables; visit restrictions, the
availability of PPE and restrictions in post-death care.
Visit restrictions in the last days of the patients’ lives
were dichotomized to ‘yes’ for any type of visiting restric-
tions (maximum persons allowed, maximum time for
visits) and ‘no’ for none. HCPs were asked if there were
restrictions in post-death care (e.g. not being allowed to
take care of the deceased patients’ body) (yes/no). Post-
death care is primarily administered by the same health-
care professionals who cared for the patient prior to their
passing. We asked HCPs if there was enough PPE avail-
able and dichotomized the answers to yes (‘yes’) and no
(‘no” ‘no, not always, ‘no not enough for everyone who
needed it’). This item was not included in Q3, since there
was no longer a national shortage of PPE in T4 [17]. We
included the item on T4 in the analysis and indicated that
there were no shortages.

IBM SPSS statistics 28 and Stata 17 were used to ana-
lyze the data. Characteristics from HCPs and COVID-19
related circumstances of care were described to sum-
marize the data per time period. General Estimating
Equations (GEE) were used to study differences between
time periods and to investigate what COVID-19 related
circumstances of care and characteristics of respond-
ents (as independent variables) are associated with the
statements about distress (dependent variables). The
GEE accounted for clustering of within-subject data (up
to four measurements over time per individual). A uni-
variate analysis was done with all independent variables.
When independent variables were associated with the
dependent variable (p<0.10), the variables were entered
in the multivariable regression analysis. This also applied
to the logistic regression analysis that was used to inves-
tigate the associations between circumstances of care and
HCP characteristics per time period.

Ethics

For every questionnaire, study information was provided
and prior to filling in the questionnaire and the respond-
ents were asked for consent to participate. The Medical
Research Ethics Committee of the Erasmus MC in Rot-
terdam, the Netherlands determined exception from for-
mal review under Dutch law (MEC-2020-0254).

Results

Characteristics of healthcare providers

Data of 302 (T1), 299 (T2), 192 (T3) and 150 (T4)
respondents is included (Table 1). The characteris-
tics of the respondents in the different time periods are

Page 4 of 13

described in Table 1. Most respondents were women
(87.2 — 90.1% and between 46-60 years of age (44.9 -
55.8%). Over half of the respondents had a nursing back-
ground (61.6 — 71.8%) and about one in third worked in a
hospital (27.4 — 30.3%).)

Signs of distress during the COVID-19 pandemic over time
The signs of distress and their development and differ-
ences over time are shown in Fig. 3 and Table 2. For all
statements except the statement about exhaustion, the
percentages of HCPs that agree significantly decreased
in T2, slightly increased in T3 and decreased again in
T4. This was different for the statement about exhaus-
tion where the percentages did not decline significantly
and ranged between 39.6% and 43.8% during all four time
periods throughout the 18 months.

HCPs were significantly more likely to be more stressed
than usual, find their work emotionally demanding and
need more support than usual in T1 compared to T2
(ORs 0.35 — 0.41), T3 (ORs 0.37 — 0.49) and T4 (ORs 0.28
— 0.37). Furthermore, HCPs were significantly more likely

Table 1 Characteristics of HCPs and end-of-life care during four
different time periods (absolute numbers and percentage)

T1 T2 T3 T4
Q1° Q2 Q3
N =302 N=192 N=150
N (%) N (%) N (%)
Gender
Men 32(10.8) 19(9.9) 19(12.8)
Women 265(89.2) 173(90.1) 129 (87.2)
Age
<35 years 61 (20.7) 30(15.9) 13 (8.8)
36-45 years 58(19.7) 29 (15.3) 23 (15.6)
46-60 years 132 (44.9) 96 (50.8) 82 (55.8)
>60 years 43 (14.6) 34(18.0) 29 (19.7)
Profession
Nurse 216 (71.8) 129 (68.8) 90 (61.6)
Physician 40(13.2) 24(12.8) 22 (15.1)
Other 45 (15.0) 35(18.6) 34 (234)
Setting
Home 47 (15.8) 33(17.6) 20(13.7)
Nursing home 64 (21.5) 34 (18.1) 29 (19.9)
Hospital 90 (30.3) 53(282) 40 (27.4)
Hospice facility 54(18.2) 38(20.2) 29(19.9)
Other 17 (5.7) 13(6.9) 15(10.3)
Multiple 25 (84) 17 (9.0) 13 (8.9)

Number of missing observations range (over Q1-Q3): gender (0-5), age (3-8),
profession (0-4), setting (3-5)

2Q1 was distributed in T2 and contained questions about both T1 and T2
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Fig. 3 Signs of distress over four time periods (% who agreed with the statement)

Table 2 Signs of distress among HCPs in four time periods (percentages and Odds Ratio’s (OR’s) with 95% confidence intervals (CI's))

First period Second period Third period Fourth period
% (CI) OR(Cl) % (CI) OR (CI) % (CI) OR (CI) % (CI) OR (CI)
More stressed 63.6% (57.8- ref 38.4% (32.8- 0.35(0.27- 39.2% (32.1- 0.37 (0.25- 34.9% (27.0- 0.31(0.21-0.47)
69.2) 44.2) 0.47) 46.6) 0.54) 43.5)
Work emotion-  52.5% (46.6- ref 31.5% (26.3- 0.41 (0.31- 34.9% (28.0- 0.49 (0.34- 27.8% (20.5- 0.37 (0.25-0.54)
ally demanding  584) 37.2) 0.55) 423) 0.70) 36.0)
Work physically  37.5% (31.9- ref 24.6% (19.8- 0.56 (0.43- 29.6% (23.1- 0.77 (0.53-1.11)  27.0% (19.8- 0.65 (0.42-1.00)
demanding 433) 30.0) 0.72) 36.8) 35.2)
Regularly 43.8% (38.0- ref 39.6% (33.9- 0.85(0.68-1.08)  42.7% (35.5- 1.00 (0.69- 1.44) 42.1% (33.7- 0.96 (0.65-1.43)
exhausted 49.7) 453) 50.2) 50.8)
Needed more 45.6% (39.8- ref 24.8% (20.0- 0.39 (0.29- 29.2% (22.8- 0.48 (0.33- 19.0% (12.9- 0.28 (0.17-0.46)
emotional sup-  51.5) 30.2) 0.53) 36.4) 0.71) 26.6)

port

Number of missing observations range from: T1 (0-2), T2 (0-2), T3 (0-2), T4 (0-2)
Bold ORs indicate that they are significantly different compared to T1

to find their work physically demanding in T1 compared
to T2 (OR 0.56). The second, third and fourth period did
not show any significant differences in odds of feeling
regularly exhausted compared to the first period.

Care circumstances related to COVID-19

Table 3 shows how the circumstances of care related to
COVID-19 changed over the four time periods. Visit
restrictions became less present over time (from 91.1% in
T1 to 56.3% in T4). The percentage of HCPs that did not
have enough PPE was especially high in the first period
(T1: 52.3%), but declined quickly in the next time periods.
Over time, more HCPs were more often allowed to provide
post-death care (T1: 80.5%; T4: 96.6%). For all COVID-
related circumstances of care the difference between T1
and T4 is significant (Chi-square test: p<0.001).

Associations between signs of distress and HCP
characteristics and circumstances of care related

to COVID-19 during all four time periods

Table 4 shows the results of the GEE analysis to identify
associations between signs of the distress and the charac-
teristics of HCPs and the circumstances of care during all
four time periods. Compared to nurses, physicians (OR
0.22 ) and other HCPs (OR 0.42 ) were less likely to find
their work physically demanding.

HCPs working in hospitals and nursing homes, were
more likely to experience all signs of distress than HCPs
in hospices (ORs 1.77 — 3.90). In home care and in set-
tings categorized as ‘other, HCPs were more likely to feel
more stressed than usual (OR 2.14 ) and to feel regularly
exhausted (OR 2.25 ). HCPs who worked in multiple set-
tings were also more likely to feel more stressed than
usual (OR 2.03).
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Table 3 Care circumstances related to COVID-19 during four time periods
T T2 T3 T4
N=302 N=299 N=192 N=150
N(%) N (%) N (%) N(%)
Visit restrictions
Visit restrictions in place 275(91.1) 246 (82.3) 152 (80.9) 80 (56.3)
No visit restriction in place 27 (8.9) 53(17.7) 36 (19.1) 62 (43.7)
PPE
Enough PPE available 144 (47.7) 279(93.3) 177 (94.1) 150 (100)
Not enough PPE available 158 (52.3) 20(6.7) 11 (5.9) 0(0.0)
Post-death care
Allowed to provide post-death care 243 (80.5) 261 (87.3) 170 (90.4) 141 (96.6)
Not allowed to provide post-death care 59(19.5) 38(12.7) 18 (9.6) 5(34)

number of missing observations range (over T1-T4): visit restrictions (0-8), enough PPE (0-4), allowed to provide post-death care (0-4)

HCPs who were not allowed to provide post-death
care, were more likely to feel more stressed than usual
(OR 1.61) and to find their work emotionally demanding
(OR 1.52).

Associations per time period

Logistic regression analyses of the signs of distress per
time period for the most common two signs of distress
show some differences in associations between the time
period (Table 5). During T2 HCPs aged between 36-45
years were more likely to feel more stressed than usual
when compared to HCPs aged <35 years (OR 2.30).
HCPs aged >60 years were more likely to feel regularly
exhausted compared to HCPs aged <35 years in T1 (OR
0.35). Additionally, HCPs that had a profession catego-
rized as ‘other’ , were more likely to be exhausted com-
pared to nurses in T3 (OR 2.20).

Furthermore, multivariable analyses per time period
shows that there are some differences in whether char-
acteristics of HCPs and COVID-related care were asso-
ciated with signs of distress per time period. For feeling
more stressed than usual setting was associated in both
T1 and T3. In both time periods compared to hospice,
HCPs in other settings were more likely to feel more
stressed. In T1 this was most likely in home settings (OR
3.63) and in T3 this was most likely in hospital (OR 4.20).
Only in T1 not being able to provide post-death care was
associated with being more stressed than usual (OR 2.00)

For all four time periods, it was more likely for HCPs
to feel exhausted in all settings compared to in hospice
facilities. The odds ratios were highest in T3, ranging
from 4.76 for the home setting to 8.44 for the hospital. Of
the COVID-related care restriction no PPE being availa-
ble was associated with regularly feeling exhausted in T1
(OR 1.95), and not being allowed to provide post-death

care was associated with regularly feeling exhausted in
T2 (OR 1.89).

Discussion

This longitudinal study measures signs of distress of
healthcare providers (HCPs) who provided end-of-life
care during the initial 18 months of the COVID-19 pan-
demic. Although reported distress was highest in the
first period, during the first wave of COVID-19 pan-
demic, HCPs reported signs of distress in all four time
periods. Being more stressed than usual and being regu-
larly exhausted were the most common signs of distress.
HCPs working in nursing homes and hospitals were more
likely to experience signs of distress, compared to HCPs
working in hospice facilities, during the whole period of
1.5 years. When HCPs were restricted in providing post-
death care, they were more likely to feel more stressed
than usual and find their work more often emotionally
demanding.

Distress overtime

Throughout the first 1.5 year of the pandemic gradually less
HCPs experienced signs of distress, to a time point where
there was a significant decline from the beginning of the
pandemic, except for exhaustion. At all time points during
the 18 months of our study, approximately four out of ten
HCPs experienced exhaustion. This percentage applies to
HCPs of all settings, but our GEE analysis shows differences
between settings. Compared to HCPs in hospice facilities,
HCPs in hospitals (OR 3.90) and in nursing homes (OR
3.92) were more frequently regularly exhausted. Therefore,
the percentages of HCPs experiencing exhaustion is even
higher in these specific settings compared to the overall
average. A Canadian study among nursing staff in hospi-
tals during the pandemic confirms the high exhaustion
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rate over the course of the pandemic in hospitals, reaching
almost 60% in the spring of 2021 [18].

Despite a decrease in the percentage of most signs of
distress over time, with the exception of exhaustion, still
19% (up unto 42%) of HCPs experienced at least one sign
of distress 1.5 years after the onset of the pandemic. To
understand the considerable prevalence of experiences of
distress and increased support needs of HCPs related to
end-of-life care during and after the pandemic, compari-
son to experienced distress before the pandemic is impor-
tant. In two specific questions included in our research,
we already asked respondents to compare their well-
being to the period before the onset of the pandemic, so
we do know respondents were more stressed and needed
more emotional support. Unfortunately, studies on dis-
tress among Dutch HCPs in palliative care are scarce and
comparison on distress is difficult. Regarding exhaustion,
a study performed just before the pandemic shows that
around 8% of providers had high to very high exhaus-
tion levels, while 55% scored at a medium level [2]. How-
ever, it is difficult to draw conclusions about differences
between exhaustion levels before and during the pan-
demic based on this study and the current study, because
of the variation in outcome measures.

Our results show that even when most restrictions
were lifted and the number of COVID-19 cases declined,
many HCPs in our study still experienced distress to
some extent. Since prolonged emotional and interper-
sonal stress on the job can lead to burnout [19], even
after the pandemic HCPs may be susceptible to develop-
ing a burnout because of what they endured during the
pandemic. This might also challenge the health care sys-
tems given the current and projected shortages of staff. A
review on experiences of women in healthcare highlights
the importance of recognizing that women’s well-being
was particularly affected during the pandemic. Therefore,
a gender-specific approach is important in addressing
the mental health issues of healthcare providers during a
health care crisis [20].

Distress in different settings

For all signs of distress, HCPs in hospitals and nursing
homes were more likely to experience distress compared
to nurses in hospices. This could be attributed to notable
differences in COVID-19 infection prevention measures
and their application in various settings. We know from
another study that HCPs working in hospitals and nurs-
ing homes were less flexible to deviate from those restric-
tions and make individual decisions for their patients and
shape their caregiving approach compared to HCPs in
home care and hospices [1].
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The influence of the preventative measures on distress
Healthcare delivery deviated from the norm during the
first 18 months COVID-19 pandemic, since HCPs were
confronted with restrictions. This study illustrates that
especially in the initial two periods, the shortage of PPE
and the inability to provide post-death care impacted the
well-being of HCPs.

A Brazilian study also identified an association between
emotional distress and insufficient access to PPE during
the initial months of the pandemic [21]. Various reasons
could account for this. First, a shortage of PPE can lead
healthcare providers to be more concerned about their
own health, as well as the well-being of their loved ones
and patients [12, 22, 23]. Furthermore, other studies indi-
cate that insufficient PPE can compel HCPs to alter their
caregiving approach, necessitating choices in patient con-
tact moments [1, 2, 24]. Each interaction consumes PPE,
prompting decisions such as refraining from in-person
visits to conserve resources.

Regarding post-death care, HCPs faced limitations in
delivering care according to standard practices, as pro-
tocols prohibited actions like taking care of the bodies
of the deceased patients, as is also seen in other stud-
ies [1, 12, 25]. Part of post-death care involves the ritual
surrounding the passing. In a study on post-death care,
nurses express the importance of honoring and showing
respect for the deceased in this manner [26]. Further-
more, providing post-death care also allows HCPs to say
goodbye to their patients [26] and restrictions in provid-
ing post-death might hinder this process.

Both factors share a common element that mani-
fested in various ways during the pandemic: the ina-
bility to provide care as healthcare providers desired.
Both the shortage of PPE and the restrictions in pro-
viding post-death care can lead to healthcare providers
delivering different care than they want to. This mis-
alignment may not always align with their professional
moral values and therefor may cause moral distress. In
our study, we did not directly inquire about moral dis-
tress. However, existing literature indicates a connec-
tion between COVID-19-related care restrictions and
their impact on the emotional well-being of healthcare
providers [11, 27].

Factors that did not contribute to distress in our study
include visiting restrictions. One plausible explanation
could be the exploration of alternative means to facilitate
contact between patients and their loved ones, such as
video calling, thereby minimizing the impact on the well-
being of healthcare providers. Additionally, other studies
suggest that, in certain situations, visit restrictions pro-
vided some HCPs with a sense of relief, as they had more
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time for patients themselves, since they spent less time
on attending to the needs of the patient’s relatives.

Moreover, the analysis for each time period in our
study indicates that the inability to provide post-death
care and the shortage of PPE had an impact on the dis-
tress of healthcare providers only in T1 and T2, even
though restrictions were still often in place in T3 and T4.
This might suggest that healthcare providers may have
adapted better to the restrictions in a somewhat later
phase of the pandemic.

Strengths and limitations

It is possible that respondents that were in severe emo-
tional distress did not complete the (follow-up) ques-
tionnaires, resulting in a sample that predominantly
represents the respondents that were doing (relatively)
well. This could lead to an underestimation of distress in
HCPs. Moreover, there might have been recall bias when
the first questionnaire was conducted because it con-
tained questions about an earlier time period. However,
the start of the pandemic and thereby the first period was
an exceptional period, so people might remember very
well how they felt during that time. Furthermore, the
question if visit restrictions were in place was asked in a
general way; we cannot say anything about the severity
of the visit restrictions and for this reason, results may
be over- or underestimated. A strength of our study is
that all care settings and different professions with care
for both COVID-19 and non-COVID-19 patients were
included. In this way our study offers a broad perspec-
tive. Furthermore, the longitudinal aspect of our study
is strength, as we have data up to 18 months after the
beginning of the pandemic.

Conclusion

In conclusion, we found that a large amount of HCPs
reported signs of distress during all periods of the initial
18 months COVID-19 pandemic. Most signs of distress
were reported in the first period, but still a substantial
part of HCPs showed signs of distress after 1,5 years.
This means that the well-being of healthcare providers
is at stake. A cause of distress appears to be that health-
care providers cannot provide the care they desire. In this
case, it was partly due to the pandemic, but presently, this
remains an important and relevant finding, as high work-
load can sometimes force healthcare providers to make
choices about how they provide care. Given that this can
cause prolonged stress and this can lead to burnout (and
HCPs leaving their current positions), it is now especially
important to continue observing the long term develop-
ments of the well-being of our healthcare providers in
palliative care and provide timely and adequate support
where needed.
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