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ABSTRACT

The effects of the COVID-19 pandemic on long term care (LTC) have been published in the literature and experienced by
residents, their support persons and nursing staff. The morbidity and mortality, as well as the threats of isolation and psychosocial
distress continue. Both LTC residents and staff experience physiological and psychological impacts. Nurses can use the current
threats produced by the pandemic to advocate for alternate models of care and reduced isolation for residents. The pandemic is an
opportunity for nursing advocacy in LTC for shared governance and empowerment, involvement in policy development, and
oversight in policy implementation. Nurses are presented with the opportunities for advocacy related to resources and reshaping
the paradigm of residential care for older adults.
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1. INTRODUCTION

The sustained effects of the COVID-19 pandemic on long
term care (LTC) have been published in the literature, cov-
ered in the media, and experienced by residents, their support
persons and nursing staff. The fatality rate, as compared to
the infection rate, is disproportionally higher among residents
in long term care.[1] The Centers for Medicare & Medicare
site, updated on 2nd December 2021, report 730,867 con-
firmed COVID-19 cases among residents with 140,563 resi-
dent deaths (19.2% mortality). There are 682,282 confirmed
staff cases with 2,157 staff deaths (0.003% mortality).[2] The
COVID-19 pandemic threats and harms have been experi-
enced globally.[3–5] This article focuses on LTC translating
threats into opportunities in LTC in the United States of
America (USA).

2. THREATS FROM COVID-19
In addition to the mortality in LTC, the clinical presentation
and containment strategies produce deleterious effects. The
most common presentations include fever, non-productive
cough, and dyspnea.[6] However, among LTC residents, diar-
rhea, fall, delirium, and hypothermia can be initial symp-
toms.[7] Other non-specific or vague symptoms such as
decreased appetite, decreased energy, and confusion may
precede more typical symptoms.[8] Co-morbidities such as
diabetes, chronic respiratory disease, cerebrovascular dis-
ease, immunosuppression, dementia is recognized as risks
for increased morbidity and mortality from COVID- 19. The
frail residents with multiple comorbidities had physiological
deterioration from the virus and little emotional support due
to no visitor restrictions aimed at containing the virus.
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A study by Mo and Shi report loneliness, fear, and anxiety
are common psychological effects among the residents due
to the illness and isolation.[9] Mo and Shi report anxiety or
uncertainty, helplessness, and work overload are common
psychological effects among LTC staff.[9] A qualitative study,
by White, et al., among nursing staff in LTC describes fear
of infections for themselves or their families, empathy for
the residents, and burnout due to heavy workloads, personal
protective equipment shortages, and high levels of stress.[10]

Persons with dementia account for a large portion of LTC
residents. These residents may find it difficult to adhere to
protocols such as social distancing or the wearing of masks.
There may be increased walking resulting from boredom or
unused energy because of reduced recreation events resulting
from COVID-19 restrictions. The increased ambulation may
increase the risk for elopement. The frequent walking puts
a strain on the residents and the nursing staff. The environ-
ments in LTC may have poor ventilation, insufficient visual
cues, and shared bedrooms and bathrooms. The factors may
have contributed to the rapid spread of the virus in LTC.[11]

3. OPPORTUNITIES FOR IMPROVEMENT
The pandemic is a call to action for nurses, providers, pol-
icy makers, and communities to improve quality of life and
standard workflow in LTC. A study, by Haugan, et al., in
2020 demonstrates the use of the Older People’s Quality of
Life survey in long-term care. The Older People’s Quality of
Life (OPQoL) brief survey contains thirteen items concen-
trating on enjoying life, staying involved, looking forward
to things, feeling safe, having help available, and enjoying
leisure/social activities or hobbies.[12] Their findings show
49.7% report high Quality of Life (QoL). Modest QoL re-
ported at 42.5% and 6.1% were reported as low.[12] There
is improvement needed when half of the residents perceive
quality of life as less than high.

The Dementia Village from the Netherlands is a recognized,
publicly funded model which varies greatly from most LTC
in the USA. The model is based on seven pillars which are
favorable surroundings like a home, life’s pleasure and mean-
ing, health, lifestyle, employees and volunteers with a shared
mission, resident centered organization, and emancipation
and inclusion.[11] There are approximately twelve residents
per building compared to some LTC facilities which can
house hundreds in institutional style buildings. Pedro, et al.,
have conducted a literature review on dementia care villages
as an alternative care model[13] and found improved func-
tioning, decreased use of antipsychotic medications (from
50% to 12%), and increased job satisfaction for the staff
associated with dementia care villages.[13]

Various stakeholders and policy makers need proactive in-

volvement for a change in housing LTC residents. Funding
has increased to keep older adults in their homes longer
which has increased quality of life and decreased costs as
compared to traditional LTC. But there will continue be older
adults due to lack of support person(s) or physical resources
who will need residential care. Changes and the accom-
panying funding are not expected quickly. In the current
environment, nurses are called to advocate for adequate per-
sonal protective equipment, standard work practices to keep
residents and staff safe, and engineering controls to minimize
the threats of infection.[14] Many LTC facilities usually have
two residents per room and often share a bathroom with two
rooms. Private rooms with ensuite bathrooms are recom-
mended to break the chain of infection. A private bathroom
is an engineering measure to reduce transmission of infection
in LTC.[14, 15]

Currently in the USA, 86.7% of residents are COVID-19
vaccinated and 75.1% of staff are vaccinated.[2] The nursing
staff are frequently vectors for the spread of infection. The
need to educate the staff and dispel myths about COVID-19
vaccination prevails. Certified Nursing Assistants (CNAs)
are the majority of the direct care givers. CNAs and nurses
may work in more than one facility which is a risk factor
for viral spread. Konetzka describes the strongest predictor
of COVID-19 cases and deaths in LTC is the prevalence in
the county.[16] Konetzka also describes no relationship be-
tween nursing home quality as defined by the Nursing Home
Compare five-star rating and COVID-19 outcomes.[16] The
pandemic illustrates LTC is unsafe in its current form. Nurs-
ing has an opportunity to participate into reshaping care of
older adults from an institutional model to a person-centered,
age friendly, ability and health focused paradigm.[17] There
is an opportunity to change staffing models in LTC. The
federal government’s requirement for a professional regis-
tered nurse is eight consecutive hours seven days a week
per facility.[18] The licensed nurses, usually LPN or LVN,
staff around the clock care. The role APRN in LTC is as a
mid-level provider. Because of time limitations or standard
work practices, this role is not often utilized as a resource for
nursing staff. There is a need to elevate the nursing practice
in LTC. The Clinical Nurse Specialist (CNS) has the knowl-
edge and talent to provide expertise, support nursing staff,
and encourage best evidence-based practices to achieve qual-
ity outcomes.[19] Administrators in LTC need to reprioritize
financial resources and nursing workflow to utilize the CNS
to positively affect LTC personnel and residents.

4. ADVOCACY
Nurses need to advocate on a broader arena both within and
beyond the walls of LTC. Nurses contribute to advocacy by

Published by Sciedu Press 37



cns.sciedupress.com Clinical Nursing Studies 2021, Vol. 9, No. 2

serving on boards and becoming active in policy develop-
ment and administration of facilities and programs. Within
LTC, nurses can continue to promote vaccination and ade-
quate personal protective equipment (PPE) for staff. The
American Nurses Association (ANA) issued a statement on
the 18th of March 2021 to the Senate Health, Education,
Labor, and Pension Committee hearing advocating vacci-
nation for nurses and all other health care workers as well
as equity in vaccine distribution.[20] State nursing organiza-
tions are advocating for COVID-19 vaccination to reduce
the risk of infection present in nursing care.[21–24] Nurses
working in LTC can participate in shared governance. Shared
governance is a supportive structure which focuses on best
practices and outcomes with shared vision, accountability,
and success.[25] Christ writes nurse participation in care
decisions has helped COVID-19 responses and empowered
nurses.[26] Nurses, in LTC, have the opportunity to make
improvements by engaging in shared governance. In a quali-
tative study, McMillan, et al., report nurses found the poli-
cies which separate people from families to be incongruent
with nursing values and ethics.[27] Nurses are integral to an
interdisciplinary team with social workers, recreation ther-
apists, community liaisons, and administrators to connect
residents with family or support persons using technology or

by developing and implementing policies which meet both
biomedical and humanistic needs.

Advocacy may be applied within a broader context for nurses
to embrace alternate staffing models beyond the mandated
federal or state regulations. Nurses’ advocacy can be lever-
aged to include input into policy development at the local,
state, and/or federal levels. Anders writes the voice of nurs-
ing is missing in health care reform and in developing health
care regulations.[28] Clinical nurses who provide direct pa-
tient care are the subject matter experts (SME). Because
nurses who work in LTC may provide care to the same res-
idents for years, Anders notes that nurses are uniquely po-
sitioned as SMEs because the public has voiced trust in the
profession of nursing.[28] Nurses may provide testimony as
politicians are stakeholders in the welfare of the older adult
in the community. Nurses may approach advocacy as an
individual SME or by participation in professional nursing
organization(s). Waddell, et al., issue a call for nurses and
nursing organization to be “intentional, principled, and re-
sponsive” in meeting nursing’s ethical mandate to society.[29]

Nurses may use their advocacy to improve conditions in the
current LTC model or create a new model such as smaller
group homes or villages which promote person-centered care.
Please see Table 1 for summary of threats and opportunities.

Table 1. Threats and opportunities
 

 

Threat Opportunity for Nursing 

COVID-19 infection for residents, nurses, families 

Empowerment to advocate for PPE 

Education related to COVID-19 vaccination 

Social Isolation for residents related to containment strategy 
Shared governance to collaborate with social workers, recreation 

therapists, community liaisons, and administrators 

LTC environment with shared rooms and shared bathrooms Shared governance for structural change in LTC 

Poor outcomes for residents  

Shared governance for nurses as SME 

Shared governance for alternate staffing to include CNS 

Increased workload for nursing staff Shared governance for change in staffing model 

Institutional, medical model in LTC 
Advocacy for policy change for alternate, person-centered models 

for residential care for older adults 

 

5. CONCLUSIONS
The Covid-19 pandemic is threatening and damaging for
residents in LTC with actual infections, restriction of usual
activities such as dining or recreation, and isolation from di-
rect contact with family or support persons. Support persons

may be affected by an increase in worry for the residents and
the limitation or prohibition of direct contact. Nurses and the
nursing staff are threatened by fear of infection and transmis-
sibility to their families. The increase in workload may be
damaging physically and mentally. The lessons learned may
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be utilized to improve quality for older adults in LTC and
their nursing staff. Nurses have the intellectual capital and
the ability to collaborate with other stakeholders to create op-
portunities for enhanced care for older adults. Advocacy may
take the form of shared governance and empowerment and/or

policy development and oversight. Nurses are uniquely po-
sitioned with the knowledge, attitude, and skills to create
improved conditions for the residents and themselves.
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