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Abstract

Background: Nursing homes for older adults have been disproportionately affected
by the Covid-19 pandemic with increased mortality of residents and staff distress.
Objective: To quantify the mental health of nursing home staff during the Covid-19
pandemic in the Republic of Ireland.

Design/Methods: Cross-sectional anonymous study of Republic of Ireland nursing
home staff (n = 390) during the third wave of the Covid-19 pandemic. Online survey
collecting demographic information, Covid-19 exposure history and mental health
measures.

Results: There were significant differences between nurses, healthcare assistants
(HCA) and non-clinical staff history in age, ethnicity, years' experience, history of
Covid-19 infection and contact with Covid-19 positive acquaintances. Moderate-
severe post-traumatic stress disorder symptoms were found in 45.1% (95% confi-
dence interval [CI] 40.2%-50.1%) of all staff. A World Health Organisation-5
(WHO-5) wellbeing index score <32, indicating low mood, was reported by 38.7%
(95% ClI, 33.9%-43.5%) of staff; significantly more nurses reported low mood. Sui-
cidal ideation and suicide planning were reported, respectively, by 13.8% (95% ClI,
10.4%-17.3%) and 9.2% (95% Cl, 6.4%-12.1%) of participants with no between-
group differences. HCAs reported a significantly higher degree of moral injury
than non-clinical staff. Nurses were more likely to use approach coping styles than
non-clinical staff. Work ability was insufficient in 24.6% (95% Cl 20.3%-28.9%) of
staff.

Conclusion: Nursing home staff report high levels of post-traumatic stress, mood
disturbance and moral injury during the Covid-19 pandemic. Differences in degree
of moral injury, wellbeing and coping styles were found between staff groups, which

need to be incorporated into planning supports for this neglected workforce.
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Key points

e There are high prevalences of post-traumatic stress symptoms and low mood and a high

degree of moral injury in Irish nursing home staff during the Covid-19 pandemic
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1 | INTRODUCTION

Nursing homes for older adults have been disproportionately
affected by the Covid-19 pandemic.® In Western Europe and the
United States, the deleterious impact on nursing homes became
evident during the pandemics' first wave. By the end of the first
wave, in mid-2020, nursing home residents accounted for 40% of
Covid-19 deaths in the United States, 56% in Ireland, 47% in the
United Kingdom and 40% in Italy.2~® Nursing home residents are at
higher risk of severe infection and mortality due to older age, com-
mon comorbidities, and the tendency towards high transmission rate
of infectious diseases in congregate settings.”® Consequently, sig-
nificant changes in care and practice have been introduced in nursing
homes, for example, banning group activities, visiting restrictions and
increased use of personal protective equipment.?

The combined stresses of witnessing deaths of residents in a
rapidly changing work environment, while living in a heavily restricted
society, could adversely affect nursing home staff mental health.”
Qualitative studies have revealed high degrees of perceived
distress.””** However, to our knowledge, there has to date been only
one quantitative such study of nursing home staff, from Italy following
the pandemic's first wave.'? This study (n = 1069) focused on symp-
toms of generalised anxiety disorder and post-traumatic stress dis-
order (PTSD) and estimated the prevalence of moderate-to-severe
symptoms of either disorder at 43% (95% confidence interval [Cl],
37%—49%).12 Outside of nursing homes, much of the research to date
has focused on hospital workers. A recent meta-analysis of studies in
hospital healthcare workers (HCWs) during the Covid-19 pandemic
found that the estimated pooled prevalence of PTSD symptoms was
21.5% (95% Cl, 11.2%-31.8%), raising the possibility that nursing
home staff may be even more distressed than hospital staff.1>13

Of increasing interest is moral injury in HCWs, that is, distress
experienced when an individual witnesses or engages in acts that
contradict their moral and ethical beliefs.!* This has traditionally
been studied in military populations exposed to combat but severe
difficulties in providing optimal care during a pandemic could pro-
voke similar reactions in HCWSs.2>¢ Surveys of US hospital workers
have demonstrated high levels of moral injury over the course of the
Covid-19 pandemic.*¢”

Considering these international findings, we aimed to estimate
the levels of post-traumatic stress and wellbeing in nursing home
staff in the Republic of Ireland during the Covid-19 pandemic. We
also appraised self-rated suicidal ideation and planning, moral injury,
coping styles, perceptions about the pandemic and work ability.

e High prevalences of suicidal ideation (13.8%) and planning (9.2%) were reported during the

o Significantly, more nurses than other staff groups reported poor wellbeing but nurses were
more likely to use adaptive coping styles than non-clinical staff

e Healthcare assistants reported significantly higher levels of moral injury than non-clinical

Finally, we explored if there were differences in these problems be-

tween different types of staff.

2 | METHODS

2.1 | Study design and setting

This cross-sectional, online, anonymous survey was approved by St.
Patrick's Mental Health Services Research Ethics Committee. There
are 578 nursing homes in the Republic of Ireland; the majority are in
the private sector.?® The nursing homes selected were those long-
term residential care facilities for older adults with onsite nursing
support affiliated with Nursing Homes Ireland (NHI, www.nhi.ie), the
national representative body for the private and voluntary nursing
home sector, representing 90% of such nursing homes in the state.
All nursing homes on the NHI mailing list were contacted (n = 394).
Convenience sampling was used with staff self-selecting for partici-
pation. Information directing participants towards psychological

supports was provided.

2.2 | Recruitment and data collection

Nursing homes were recruited from across the Republic of Ireland for
six weeks from 20 November 2020 to 4 January 2021 during the
third wave of Covid-19 in Ireland.'® Persons-in-charge (PICs) in all
394 NHiI-affiliated nursing homes were contacted via email, tele-
phone and post and asked to inform their staff about the survey. The
survey was also advertised on NHI's social media accounts.

Data were collected online using Qualtrics Core XM (Qualtrics).
Participation was voluntary. Participant information was provided
and consent obtained at the survey beginning. PICs who agreed to
participate were also asked to complete an online anonymous form
on Google Forms (Google) giving a simple breakdown of staff
numbers in their nursing home by role. This also provided informa-
tion on the number of nursing homes where the survey was pro-
moted by PICs.

2.3 | Measures

Basic demographic information was recorded along with profession,
regional work location, years of experience, living arrangements, pre-
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existing medical and psychiatric conditions, extent of exposure to
Covid-19, quarantine experience and history of contact with Covid-
19-positive acquaintances.

The 22-item Impact of Event Scale-Revised (IES-R) was used to
assess post-traumatic stress symptoms over the previous seven days
with subscales corresponding to the three symptom domains of PTSD
(hyperarousal, intrusion and avoidance); a cut-off of >26 indicated
the presence of moderate-severe symptoms.?° Staff wellbeing was
assessed with the World Health Organisation's Well-Being Index
(WHO-5), a five-item self-rated measure that asks staff to report
how they have been feeling over the past 2 weeks; a score of 21-32
indicates low mood and a score <20 indicates likely depression.?
Suicidal ideation and planning over the previous 7 days were
appraised using two Likert scale items derived from the Columbia
Suicide Severity Rating Scale (C-SSRS); responses were dichotomised
based on presence/absence of suicidal ideation or planning.2? Moral
injury was assessed using the Moral Injury Events Scale (MIES),
adapted for healthcare staff during the Covid-19 pandemic; this nine-
item scale was originally developed to assess moral injury in combat
veterans.'* Staff were asked if they agreed with statements relating
to moral injury over the course of the Covid-19 outbreak. The scale
has three subdomains: ‘Perceived transgressions by self’ (i.e., where
staff felt they had violated their own moral code), ‘Perceived trans-
gressions by others’ (i.e., where staff believed they had witnessed
others act in a way that violated their moral beliefs) and ‘Betrayal’
(i.e., perceived betrayal by previously trusted leadership). The Brief
Coping Orientation to Problems Experienced (Brief-COPE) Scale was
used to survey staff adaptive (approach; range 12-48) and mal-
adaptive (avoidance; range 12-48) coping responses; staff were
asked to identify which coping styles they had used over the course
of the pandemic.?® This scale also includes items for humour and
religion.

We included a 15-item questionnaire adapted from a study
assessing HCW perceptions of the Severe Acute Respiratory Syn-
drome (SARS) outbreak.?* This comprised three Likert scale items for
each of the following groups of perceptions: health fear, social
isolation, doubts about protective equipment, adequacy of training
and support and job stress.?® Items were rated 1-6; higher scores
indicated higher levels of dissatisfaction with each statement. We
included an additional Likert scale item assessing altruistic accep-
tance of risk; this was rated 1-6 with higher scores indicating higher
degrees of altruism. A sense of altruism has been reported to mediate
the psychological impact of infectious disease outbreaks on HCWs.2¢

We assessed staff perceptions of work ability using the Work
Ability Score (WAS), derived from the Work Ability Index (WAI), an
occupational health instrument for identifying staff in need of sup-
portive measures.?” This asks participants to rate their current ability
to cope with work demands compared to their lifetime best on a scale
of 1-10, with 10 being their lifetime best; a score <5 indicates
insufficient perceived work ability. A free text response box was
provided at the end of the survey; analysis of these qualitative data

will be separately reported.

2.4 | Statistical analysis

Data were analysed in Excel (Microsoft) and SPSS 26 (IBM). Using a
95% CI with a 5% margin of error, our minimum sample size was
determined to be 360 based on previous literature demonstrating
that 39% of nursing home staff scored >26 on the IES-R during the
Covid-19 pandemic.'? We examined demographic characteristics of
the sample divided into three groups: nurses, healthcare assistants
(HCA) and non-clinical staff. These groups were further categorised
based on cut-off scores for the WHO-5, IES-R and WAS and the
presence/absence of suicidal ideation or planning. Chi-square tests
were used to analyse categorical variables and one-way ANOVAs for
means. Post-hoc analyses were performed for significant between-
group differences. Significance level was set at 0.05. We did not
adjust for multiple testing but regression analysis was performed
using a generalised linear model to adjust for significant differences
in demographic features (i.e., age, years of experience, ethnicity),
personal Covid-19 infection history and exposure to Covid-19-
infected acquaintances. Data are reported as means (standard devi-

ation) and proportions (percentages) as appropriate.

3 | RESULTS

3.1 | Study participants

PICs from 64 (16.5%) of 394 relevant nursing homes provided in-
formation on staff (n = 3816) breakdown (Table 1). The total number
of survey participants was 390 (10.2%), comprising 120 nurses, 172
HCAs and 98 non-clinical staff, representing 16.2%, 8.9% and 8.5% of
each occupational group, respectively. The geographical distribution
of survey participants corresponding to regional populations is shown
in Table 1.

Demographic characteristics of survey participants are summar-
ised in Table 2. Most nursing home staff were female (86.4%), lived with
their family (80%) and were of white Irish/British origin (83.3%). The
majority of staff had no pre-existing physical illness (67.4%) or mental
illness (77.9%). There were significant differences between nurses,
HCAs and non-clinical staff in age (p < 0.001), ethnicity (p < 0.001) and
years' experience (p < 0.001). HCAs were proportionally the youngest
group. There were significantly more HCAs aged <30 (z=4.6; Table S1)
and significantly fewer HCAs aged >51 (z = —4.4). Significantly fewer
nurses were of white ethnicity (z = —3.5) and non-clinical staff were
more likely to be of white ethnicity (z = 4.5). Nurses were less likely to
report <5 years' experience (z = —6.1) and more likely to report >10

years' experience (z = 5.4).

3.2 | Exposure to Covid-19

Nursing home staff experience of exposure to Covid-19 is presented

in Table 3. Almost one-third of staff reported having quarantined
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TABLE 1 Number of staff in participating nursing homes, survey participants and location of participants' nursing homes in the Republic

of Ireland, by role

Total
Total number of staff in the 64 participating nursing homes, n (%) 3816 (100%)
Mean number of staff in each nursing home, Mean (SD) 59.6 (33.9)

Survey participants, n (% of total number of participants) 390 (100%)

Nurses

741 (19.4%)
11.6 (6.7)
120 (30.8%)

HCAs

1931 (50.6%)
30.2 (17.9)
172 (44.1%)

Non-clinical

1144 (30.0%)

17.9 (11.0)
98 (25.1%)

Participants' nursing home location by province?, n (%)
Connacht (11.7%)
Leinster (56.0%)
Munster (27.3%)
Ulster (5.0%)

Abbreviations: HCAs, healthcare assistants; SD, standard deviation.

70 (17.9%) 23 (19.2%) 29 (16.9%) 18 (18.4%)

173 (44.4%) 53 (44.2%) 78 (45.3%) 42 (42.9%)

131 (33.6%) 38 (31.7%) 57 (33.1%) 36 (36.7%)

16 (4.1%) 6 (5.0%) 8 (4.7%) 2 (2.0%)

2Populations of provinces given as percentage of total population of the Republic of Ireland (4.9 million).

(31.3%). A majority reported no history of Covid-19 infection
(80.3%). Of those who had contracted Covid-19, only 4.8% reported
having symptoms for >9 weeks but 33.8% reported not having fully
recovered. Most nursing home staff reported no history of caring for
residents with Covid-19 (63.9%), although 67% reported contact
with Covid-19-infected acquaintances. There were significant dif-
ferences between groups in their history of Covid-19 infection
(p = 0.001) and contact with Covid-19-positive acquaintances
(p = 0.001). Nursing staff were more likely (z = 3.9; Table S2) and
HCAs were less likely (z = —2.4) to have had exposure to Covid-19-
positive acquaintances. Significantly fewer non-clinical staff had
contracted Covid-19 (z = —3.6).

3.3 | Mental health measures

Mental health outcomes are summarised in Table 4. The prevalence
of all staff meeting the threshold for moderate-severe PTSD symp-
toms was 45% (95% Cl 40%-50%) with no significant differences
between groups for total or subdomain IES-R scores.

The number of staff reporting a WHO-5 score <32, indicating
poor wellbeing, was 38.7% (95% Cl 33.9%-43.6%). Significant dif-
ferences between groups were noted (p = 0.015), with more nurses
reporting poor wellbeing (z = 2.6; Table S3) and more HCAs reporting
normal wellbeing (z = 3.1). Scores consistent with likely major
depression (WHO-5 <20) were reported by 20% (95% Cl 16%-24%)
with no differences between groups.

Thoughts of suicide were reported by 13.8% (95% Cl 10%-17%) of
staff over the past 7 days and 9% (95% Cl 6%-12%) reported at least
some planning to end their lives, with no differences between groups.
With regards to the severity of suicidal ideation and planning, 10 staff
(2.5%) reported having suicidal ideation ‘Quite a bit’ or ‘Extremely’; 8
staff (2.1%) reported having similar levels of suicidal planning (see
Figures S1 and S2). There were no significant differences between
groups by role in terms of the severity of suicidal ideation or planning.

Moral Injury Events Scale (MIES) mean score for the total group

was 20.8 (9.1); of the subdomains, the mean ‘Transgression by others’

score was 5.9 (3.0); ‘Transgression by self’ mean was 7.9 (4.8); and the
‘Betrayal’ mean was 7.4 (4.0). There were significant differences be-
tween groups on the MIES total score (p = 0.027, adjusted p = 0.038)
and the MIES ‘Transgression by others’ subscale (p = 0.030, adjusted
p = 0.048). HCAs reported a significantly higher degree of moral
injury than non-clinical staff (mean difference [MD] = 3.3, standard
error [SE] = 1.2; Table S4) and a significantly higher ‘Transgression by
others’ score than non-clinical staff (MD = 1.0, SE = 0.381). A dif-
ference between groups was noted on the MIES betrayal subscale;
however, this did not survive adjustment.

The groups differed in use of approach (adaptive) coping style
(p = 0.001, adjusted p = 0.045), with nurses using an approach
(adaptive) coping style more than non-clinical staff (MD = 4.2,
SE = 1.09; Table S5). There was a significant difference for use of
religion as a coping mechanism but this did not survive adjustment
(b = 0.049, adjusted p = 0.116). There were no differences noted for
using avoidant (maladaptive) coping styles or humour.

On average, staff broadly agreed with statements regarding fear
of contracting Covid-19 and job-related stress (Table 4). To a slightly
lesser extent, they also agreed with statements indicating a degree of
concern about social stigma and social isolation in relation to work.
They expressed less concern about nursing home systems and pro-
cesses in place in relation to the pandemic and infection protection
measures (i.e., face masks, eye shields and handwashing). They agreed
with an altruistic statement about accepting risks involved in caring
for residents with Covid-19. There were no significant differences
between groups regarding these perceptions.

Work ability, as self-rated by the Work Ability Score, was
deemed insufficient by 24.6% (95% Cl 20.3%-28.9%) of staff, with no
differences between groups.

4 | DISCUSSION

This is the first systematically conducted study of Republic of
Ireland nursing home staff experience during the Covid-19

pandemic and only the second such report internationally despite
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TABLE 2 Demographic characteristics of nursing home staff, by role

Total Nurses HCAs Nonclinical Chi'square
n (%) n (%) n (%) n (%) X2 p value

Total 390 (100%) 120 (30.8%) 172 (44.1%) 98 (25.1%)
Age (years)

<30 85 (21.8%) 13 (10.8%) 56 (32.6%) 16 (16.3%)

31-50 187 (47.9%) 59 (49.2%) 84 (48.8%) 44 (44.9%)

>51 118 (30.3%) 48 (40%) 32 (18.6%) 38 (38.8%) 31.192 <0.001
Gender

Female 337 (86.4%) 106 (88.3%) 148 (86.0%) 83 (84.7%)

Male 50 (12.8%) 14 (11.7%) 22 (12.8%) 14 (14.3%)

Prefer not to say 3 (0.8%) 0 (0.0%) 2 (1.2%) 1 (1.0%) 1.757° 0.836
Living arrangements

Alone 24 (6.2%) 11 (9.2%) 8 (4.7%) 5 (5.1%)

With family 312 (80.0%) 89 (74.2%) 144 (83.7%) 79 (80.6%)

With roommates 21 (3.6%) 7 (5.8%) 12 (7.0%) 2 (2.0%)

Other 33 (8.5%) 13 (10.8%) 8 (4.7%) 12 (12.2%) 11.686 0.069
Ethnicity

Asian/Asian Irish 21 (5.4%) 19 (15.8%) 2 (1.2%) 0 (0.0%)

Black/Black Irish 12 (3.1%) 1 (0.8%) 11 (6.4%) 0 (0.0%)

Mixed race 2 (0.5%) 1 (0.8%) 1 (0.6%) 0 (0.0%)

Other 6 (1.5%) 2 (1.7%) 4 (2.3%) 0 (0.0%)

SE Asian/SE Asian Irish 17 (4.4%) 8 (6.7%) 7 (4.1%) 2 (2.0%)

White—Irish/British/Other 325 (83.3%) 88 (73.3%) 141 (82.0%) 96 (98.0%)

Prefer not to say 7 (1.8%) 1 (0.8%) 6 (3.5%) 0 (0.0%) 23.962°¢ <0.001
Years of experience

<5 years 164 (42.1%) 23 (19.2%) 98 (57.0%) 43 (43.9%)

5-10 years 76 (19.5%) 27 (22.5%) 26 (15.1%) 23 (23.5%)

>10 years 150 (38.5%) 70 (58.3%) 48 (27.9%) 32 (32.7%) 45.339 <0.001
Physical illness—pre-existing®

Cancer 3 (0.8%) 2 (1.7%) 0 (0.0%) 1 (1.0%)

Cardiovascular disease 42 (10.8%) 18 (15.0%) 15 (8.7%) 9 (9.2%)

Immunosuppression 3 (0.8%) 1 (0.8%) 1 (0.6%) 1 (1.0%)

Metabolic disease 31 (7.9%) 13 (10.8%) 14 (8.1%) 4 (4.1%)

Respiratory disease 38 (9.7%) 14 (11.7%) 18 (10.5%) 6 (6.1%)

Other 33 (8.5%) 12 (10.0%) 10 (5.8%) 11 (11.2%)

None 263 (67.4%) 71 (59.2%) 121 (70.3%) 71 (72.4%) 5.523¢ 0.063
Mental illness—pre-existing®

Anxiety disorder 62 (15.9%) 9 (7.5%) 38 (22.1%) 15 (15.3%)

Mood disorder 47 (12.1%) 12 (10.0%) 26 (15.1%) 9 (9.2%)

(Continues)
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TABLE 2 (Continued)

Total Nurses HCAs Nonclinical SRR
n (%) n (%) n (%) n (%) X p value
Other 8 (2.1%) 4 (3.3%) 2 (1.2%) 2 (2.0%)
None 304 (77.9%) 100 (83.3%) 127 (73.8%) 77 (78.6%) 3.738¢ 0.154
Abbreviations: HCAs, Healthcare Assistants; SE Asian, Southeast Asian.
Fisher's exact test.
PRespondents could pick multiple answers.
“Dichotomised for analysis (‘White’ and ‘Non-White’).
9Dichotomised for analysis (presence or absence of a pre-existing condition).
TABLE 3 Nursing home staff exposure to Covid-19, by role
Total Nurses HCAs Nonclinical ~ Chi-square
n (%) n (%) n (%) n (%) X2 p value
Total 390 (100%) 120 (30.8%) 172 (44.1%) 98 (25.1%)
Number of Covid-19 positive residents personally attended to
None 249 (63.8%) 68 (56.7%) 106 (61.6%) 75 (76.5%)
1-10 67 (17.2%) 27 (22.5%) 28 (16.3%) 12 (12.2%)
11-20 35 (9.0%) 10 (8.3%) 21 (12.2%) 4 (4.1%)
21-40 34 (8.7%) 12 (10.0%) 16 (9.3%) 6 (6.1%)
>40 5 (1.3%) 3 (2.5%) 1 (0.6%) 1 (1.0%) 14.458° 0.055
Previously self-quarantined, n (%) 122 (31.3%) 44 (36.7%) 54 (31.4%) 24 (24.5%) 3.723 0.155
Previous Covid-19 infection, n (%) 77 (19.7%) 31 (25.8%) 39 (22.7%) 7 (7.1%) 13.561 0.001
Symptom severity (n = 77)
No symptoms 14 (18.2%) 5(16.1%) 8 (20.5%) 1 (14.3%)
Mild/Moderate 59 (76.6%) 24 (77.4%) 29 (74.4%) 6 (85.7%)
Severe illness 4 (5.2%) 2 (6.5%) 2 (5.1%) 0 (0.0%) 3.401° 0.782
Symptom duration (weeks; n = 63)
<4 50 (79.4%) 22 (84.6%) 23 (74.2%) 5 (83.3%)
5-8 10 (15.9%) 3 (11.5%) 6 (19.4%) 1 (16.7%)
>9 3 (4.8%) 1 (3.8%) 2 (6.5%) 0 (0.0%) 1.463% 0.902
Fully recovered, n (%) (n = 77) 51 (66.2%) 21 (67.7%) 26 (66.7%) 4 (57.1%) 0.445°% 0.877
Exposure to Covid-19 positive acquaintances<
Colleagues/Acquaintances 203 (52.1%) 71 (59.2%) 82 (47.7%) 50 (51.0%)
Close friends 76 (19.5%) 33 (27.5%) 31 (18.0%) 12 (12.2%)
Housemates 3 (0.8%) 1 (0.8%) 0 (0.0%) 2 (2.0%)
Immediate family 68 (17.4%) 26 (21.7%) 28 (16.3%) 14 (14.3%)
No contact 127 (32.6%) 23 (19.2%) 67 (39.0%) 37 (37.8%) 15.168° 0.001
Acquaintances hospitalised, n (%) (n = 261 88 (33.7%) 33 (34.0%) 41 (39.4%) 14 (23.3%) 4.414 0.110
Acquaintances died, n (%) (n = 2619 49 (18.8%) 15 (15.5%) 25 (24.0%) 9 (15.0%) 3.147 0.207

Abbreviation: HCAs, Healthcare Assistants.

Fisher's exact test.

bParticipants could select multiple answers.
“Dichotomised to contact and non-contact for analysis.
4Two participants did not answer.
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TABLE 4 Nursing home staff mental health outcomes, by role

Total Nurses HCAs Nonclinical w
n = 390 n =120 n =172 n=98 x p p (adj.)

IES-R 22, moderate/severe symptoms, % (95% Cl)? 45 (40-50) 48 (39-57) 42 (35-50) 46 (36-56) 1.02 0.599 0.579

WHO-5°
Poor wellbeing, % (95% Cl) 39 (34-44) 52 (43-61) 70 (63-77) 58 (48-68) 12.38 0.015 0.005
Likely major depression, % (95% Cl) 20 (16-24) 23 (16-31) 15 (9-20) 26 (17-34) 5904 0052 0.069
Suicidal ideation, % (95% CI)° 14 (10-17) 13 (7-19) 15 (9-20) 13 (7-20) 0.12 0941 0.764
Suicidal planning, % (95% CI)® 9 (6-12) 7 (2-11) 11 (6-16) 9 (3-15) 1.60 0445 0.972
WAS, insufficient, % (95% Cl)? 25 (20-29) 27 (19-35) 26 (19-33) 20 (12-28) 129 0524 0444
One-way
ANOVA
F p p (adj.)*
IES-R, Mean (SD)
Total 25.9 (17.6) 27.8 (16.5) 25.1 (18.0) 18.3 (1.8) 100 0.369 0522
Avoidance 9.7 (6.8) 9.9 (6.4) 9.5 (6.9) 9.6 (7.2) 0.12 0.890 0.619
Hyperarousal 5.5 (4.7) 5.9 (4.4) 5.3 (4.9) 5.3 (4.5) 067  0.369 0.503
Intrusion 9.6 (6.8) 10.8 (6.6) 9.1 (6.8) 9.0 (7.0) 246 0.087 0.345
MIES, Mean (SD)
Total 20.8 (9.1) 22.5 (10.5) 22.5 (10.5) 19.1 (9.3) 3.66 0.027 0.038
Transgression - others 5.9 (3.0) 5.7 (3.0) 6.3 (3.1) 5.4 (3.0) 3.53 0.030 0.048
Transgression - self 7.9 (4.8) 7.5 (4.3) 8.4 (5.0) 7.4 (4.8) 1.93 0.146 0.066
Betrayal 7.4 (4.0) 7.6 (4.1) 7.8 (4.2) 6.4 (3.4) 3.69 0026 0.078
Brief-COPE, Mean (SD)
Avoidant 20.8 (6.3) 21.3 (6.1) 20.9 (6.2) 20.2 (6.6) 0.82 0442 0.463
Approach 28.8 (8.1) 30.7 (8.0) 28.8 (8.0) 26.5 (7.9) 7.50 0.001 0.045
Religion 3.7 (2.0) 4.0 (2.1) 3.8 (2.1) 3.3(1.7) 3.04 0049 0.116
Humour 3.4 (1.8) 3.3 (1.6) 3.4 (1.8) 3.3(1.8) 0.05 0.949 0.612
Covid-19 perceptions, Mean (SD)
Health fear 4.5 (1.2) 44 (1.3) 4.6 (1.2) 4.5 (1.3) 0.99 0.371 0.634
Social isolation/avoidance 3.5(1.2) 34 (1.2) 3.5 (1.1) 3.5(1.2) 069  0.500 0.052
Job stress 4.2 (1.2) 4.2 (1.1) 4.1 (1.2) 4.3 (1.2) 0.53 0.591 0.766
Doubts about protection 1.8 (0.8) 1.7 (0.8) 1.8 (0.8) 1.7 (0.7) 049 0615 0.977
Dissatisfaction with system/processes 2.2 (0.9) 2.2 (1.0) 2.2 (0.9) 2.3 (0.9) 0.32 0.730 0.061
Altruism perception, Mean (SD) 4.8 (1.3) 47 (1.4) 4.9 (1.3) 4.8 (1.4) 0.91 0405 0.840

Note: WHO-5, World Health Organisation-Five Wellbeing Index: maximum of 100; score of 33 or more indicates normal wellbeing over the past 2
weeks; 20 or less indicates likely major depression over the past 2 weeks. IES-R: Impact of events scale revised (22 items); cut-off of 26 or more
indicates moderate to severe symptoms of post-traumatic stress over the past 7 days. Work Ability Score: maximum of 10; cut-off of 6 or more indicates
current sufficient perceived work ability. MIES: Moral Injury Events Scale. Higher scores denote higher intensity of moral injury over the course of the
Covid-19 outbreak. Brief-COPE: abbreviated version of the COPE (Coping Orientation to Problems Experienced) Inventory. Higher scores indicate
higher reliance on this coping style over the course of the pandemic. Perceptions of health fear, social isolation and avoidance, job stress, dissatisfaction
with system/processes, doubts about protection and altruism: Higher scores indicate increased identification with each domain over the course of the
Covid-19 outbreak.

Abbreviations: 95% Cl, 95% confidence Interval; HCAs, healthcare assistants; SD, standard deviation.

?ltem dichotomised for analysis using cut-off score.

Pltems are dichotomised for analysis (any suicidal ideation/planning vs. none).

“Following regression analysis adjusting for age, ethnicity, years' experience, personal Covid-19 contact history and history of Covid-19 infection.
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the well-documented impact of the pandemic on nursing homes. In
line with qualitative studies, there was a high level of stress in this
somewhat neglected population exposed to significant workplace
hazards.” 1!

We found the 1-week prevalence of moderate-severe symptoms
of PTSD in nursing home staff in the Republic of Ireland (45%, 95% Cl
40%-50%) was numerically higher than seen in nursing homes in Italy
(39, 95% CI 33%-46%). This figure is also higher than the estimated
prevalence of PTSD symptoms in hospital-based HCWs internation-
ally during the Covid-19 pandemic (20.7%, 95% Cl 10%-33%) with
non-overlapping confidence intervals.??*3 The possibly higher degree
of such symptoms in staff in nursing homes than in hospitals may be
due to several reasons. As experienced globally, some Irish nursing
homes had high mortality levels. Staff, who typically form close bonds
with residents, may have been forced to regularly witness their
deaths first hand.2"¢28 Personal protective equipment has been re-
ported to be scarce in nursing homes at the beginning of the
pandemic compared to general hospital settings.?’ There are limited
data on psychosocial and occupational health supports for nursing
home staff but these may be less available than in hospital set-
tings.?8%° Interestingly, we did not find differences in levels of post-
traumatic stress symptoms or symptom clusters between nursing
home staff groups based on their role.

The WHO-5 has utility in screening for depression during the
previous 2 weeks.2! We found that 39% reported scores corre-
sponding with depressive symptoms. This figure lies at the higher end
of the range for prevalence globally of depressive symptoms in the
general population during the Covid-19 pandemic (14.6%-48.3%).3!
Of note, 20% of staff were below threshold for a possible diagnosis of
major depression. Possible causes could be work-related stigma®%32
and job stress!? in addition to the typical stresses experienced by all
members of society during Ireland's comparatively stringent
pandemic-related restrictions.*

The proportions of staff reporting suicidal ideation and planning
in the past week are concerning at 13.8% and 9%, respectively.®®
These prevalences are higher than those reported in hospital workers
during the pandemic. Several studies in US and Chinese hospital
workers have reported on suicidal ideation and planning as a com-
bined item. Estimates range from 5.4% to 12% for suicidal ideation
and planning in these workers over the past fortnight.24%° There is
only one study to date which has appraised suicidal planning in
hospital workers during the pandemic. This Spanish study found that
the 30-day prevalence of suicidal planning was 2.7%.** However, this
study does not provide information on suicidal planning. It should be
noted that these issues are not solely in healthcare workers; the 1-
week prevalence of suicidal ideation in the UK general population
during the pandemic is also remarkably high at 9.8% (8.7%-10.9%).
Nonetheless, the reasons for these higher prevalences of suicidal
ideation and planning in Irish nursing home staff are unclear; further
studies are required to clarify if these issues persist.

Also of concern is the high level of moral injury experienced by
nursing home staff. The mean score for nursing home staff in Ireland
(20.8 SD 9.1) was significantly higher than that of US hospital staff at

the beginning of the pandemic (16.15 SD 7.8; p < 0.0001).2® HCAs
reported a significantly higher degree of moral injury than non-
clinical staff. While HCAs were the youngest group, this difference
remained significant even after controlling for age and years of
experience. HCAs may have found implementing restrictions and
dealing with increased mortality more difficult due to their close
relationships with residents.

Perhaps not surprisingly, given the above findings, a large
proportion of staff reported insufficient work ability. There are no
previous comparison data for nursing home staff but similar levels
of insufficient work ability have been recorded in Irish doctors
before the pandemic and was associated with burnout in doctors.*3
Regarding perceptions of the experience of the Covid-19 outbreak,
views were similar to those reported by hospital workers during the
SARS outbreak®® with a noteworthy sense of altruism. While
nursing staff reported higher utilisation of adaptive coping styles
than non-clinical staff, this does not seem to have protected them
from similarly high levels of post-traumatic stress and depression

symptoms.

4.1 | Limitations

One limitation of this cross-sectional study is that it is difficult to
state with certainty that any identified distress was due to the
pandemic or a result of pre-existing issues, for example, organisa-
tional problems, support deficits. To address this, we plan to
perform a follow-up survey when nursing home conditions have
moved closer to pre-pandemic life. Ideally, this will be when 90% or
more of the adult Irish population is vaccinated, restrictions have
eased significantly and the pandemic has moved past its emergency
phase in lIreland. Secondly, the sample size is relatively small
compared to the estimated number of nursing home staff in Ireland
and only 16% of nursing homes approached agreed to distribute the
survey. While participants are broadly representative of nursing
home staff nationally, staff response rates were low and thus may
not reflect their true experience. As a result, selection bias could
explain the high prevalences of mental health conditions and these
results should be interpreted with caution. However, given that the
prevalence for post-traumatic stress symptoms is similar to that
found in the Italian care home study in which the staff response
rate was 53%, it seems that high rates of distress in this population
may be a common experience.? Consequently, it seems reasonable
to believe that our sample may be representative. Thirdly, we were
unable to determine if survey participants were ethnically repre-
sentative as there are no ethnicity data available for Irish nursing
home staff. However, figures from lIreland's regulatory body for
nurses, the Nursing and Midwifery Board of Ireland, indicate that
the proportions of nurses' country of registration corresponds to
the ethnicity of survey participants.** Another limitation perhaps is
that working hours per week were not measured and this might
have been a mitigating factor for negative wellbeing or stress, for

example, if one was working part time.*®
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4.2 | Conclusions

In this national survey, the prevalence of moderate-severe PTSD
symptoms and the degree of moral injury in nursing home staff was
significantly higher than that of international hospital staff during the
Covid-19 pandemic. Distress levels were high overall in both clinical
and non-clinical staff but differences exist between professional
groups in the intensity of moral injury and coping styles. These fac-
tors need to be accounted for when tailoring pandemic supports for
nursing home staff.

ACKNOWLEDGEMENT

We thank nursing home staff in the Republic of Ireland for taking the
time to complete this survey and Nursing Homes Ireland for their
support.

CONFLICT OF INTEREST

Declan M. McLoughlin has received speaker's honoraria from MECTA
and Otsuka and an honorarium from Janssen for participating in an
esketamine advisory board meeting. The other authors report no

conflicts of interest.

ETHICS STATEMENT
This study received ethical approval from the St Patrick's Mental

Health Services Research Ethics Committee on 18 November 2020.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available from the

corresponding author upon reasonable request.

ORCID
Conan Brady "= https://orcid.org/0000-0002-4110-8566
https://orcid.org/0000-0003-1822-3643

Declan M. McLoughlin "= https://orcid.org/0000-0003-4574-2799

Iracema Leroi

REFERENCES

1. Comas-Herrera AZJ, Lemmon E, Henderson D, et al. Mortality
Associated with COVID-19 in Care Homes: International Evidence. In-
ternational Long-Term Care Policy Network, CPEC-LSE; 2020.
Accessed 2 March 2021.

2. loannidis JPA, Axfors C, Contopoulos-loannidis DG. Second versus
first wave of COVID-19 deaths: shifts in age distribution and in
nursing home fatalities. Environ Res. 2021;195:110856.

3. Chen MK, Chevalier JA, Long EF. Nursing home staff networks and
COVID-19. Proc Natl Acad Sci U S A. 2021;118(1).

4. Department of Health. COVID-19 Nursing Homes Expert Panel: Final
Report. Department of Health; 2020. Accessed 11 February 2021.
https://www.gov.ie/en/publication/3af5a-covid-19-nursing-homes-e
xpert-panel-final-report/

5. Burton JK, Bayne G, Evans C, et al. Evolution and effects of COVID-
19 outbreaks in care homes: a population analysis in 189 care homes
in one geographical region of the UK. Lancet Healthy Longev.
2020;1(1):e21-e31.

6. Istituto Superiore di Sanita. National Survey on COVID-19 Contagion in
Residential and Social-Health Structures (Third Report). Istituto Superiore

10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21

22.

23.

24,

25.

26.

di Sanita; 2020. Accessed 11 February 2021. https://www.epicentro.
iss.it/coronavirus/pdf/sars-cov-2-survey-rsa-rapporto-3.pdf

Espafa PP, Bilbao A, Garcia-Gutiérrez S, et al. Predictors of mor-
tality of COVID-19 in the general population and nursing homes.
Intern Emerg Med. 2021:1-10.

Yanes-Lane M, Winters N, Fregonese F, et al. Proportion of
asymptomatic infection among COVID-19 positive persons and their
transmission potential: a systematic review and meta-analysis. PLoS
One. 2020;15(11):e0241536.

White EM, Wetle TF, Reddy A, Baier RR. Front-line nursing home
staff experiences during the COVID-19 pandemic. J Am Med Dir
Assoc. 2021;22(1):199-203.

Miller VJ, Fields NL, Anderson KA, Kusmaul N, Maxwell C. Nursing
home social workers perceptions of preparedness and coping for
COVID-19. J Gerontol Ser B. 2020;76(4):€219-e224.

Sarabia-Cobo C, Pérez V, de Lorena P, et al. Experiences of geriatric
nurses in nursing home settings across four countries in the face of
the COVID-19 pandemic. J Adv Nurs. 2021;77(2):869-878.

Riello M, Purgato M, Bove C, MacTaggart D, Rusconi E. Prevalence
of post-traumatic symptomatology and anxiety among residential
nursing and care home workers following the first COVID-19
outbreak in Northern Italy. R Soc Open Sci. 2020;7(9):200880.
Marvaldi M, Mallet J, Dubertret C, Moro MR, Guessoum SB. Anxiety,
depression, trauma-related, and sleep disorders among healthcare
workers during the COVID-19 pandemic: a systematic review and
meta-analysis. Neurosci Biobehav Rev. 2021.

Nash WP, Marino Carper TL, Mills MA, Au T, Goldsmith A, Litz BT.
Psychometric evaluation of the Moral Injury Events Scale. Mil Med.
2013;178(6):646-652.

Wisco BE, Marx BP, May CL, et al. Moral injury in U.S. combat
veterans: results from the national health and resilience in veterans
study. Depress Anxiety. 2017.

Hines SE, Chin KH, Levine AR, Wickwire EM. Initiation of a survey of
healthcare worker distress and moral injury at the onset of the
COVID-19 surge. Am J Ind Med. 2020;63(9):830-833.

Hines SE, Chin KH, Glick DR, Wickwire EM. Trends in moral injury,
distress, and resilience factors among healthcare workers at the
beginning of the COVID-19 pandemic. Int J Environ Res Public Health.
2021;18(2):488.

Health Service Executive. List of Nursing Homes in Ireland. 2017.
Lima V. The pandemic one year on: trends and statistics between three
waves of the COVID-19 pandemic in Ireland. Publicpolicy.ie. 2021.
Creamer M, Bell R, Failla S. Psychometric properties of the Impact of
Event Scal - Revised. Behav Res Ther. 2003;41(12):1489-1496.
Topp CW, @stergaard SD, Sgndergaard S, Bech P. The WHO-5 Well-
Being Index: a systematic review of the literature. Psychother Psy-
chosom. 2015;84(3):167-176.

Posner K, Brown GK, Stanley B, et al. The Columbia-Suicide Severity
Rating Scale: initial validity and internal consistency findings from
three multisite studies with adolescents and adults. Am J Psychiatry.
2011;168(12):1266-1277.

Carver CS. You want to measure coping but your protocol's too long:
consider the brief COPE. Int J Behav Med. 1997;4(1):92-100.
Maunder RG, Lancee WJ, Rourke S, et al. Factors associated with the
psychological impact of severe acute respiratory syndrome on
nurses and other hospital workers in Toronto. Psychosom Med.
2004;66(6):938-942.

Lancee WJ, Maunder RG, Goldbloom DS. Prevalence of psychiatric
disorders among Toronto hospital workers one to two years after
the SARS outbreak. Psychiatr Serv. 2008;59(1):91-95.

Wu P, Fang Y, Guan Z, et al. The psychological impact of the SARS
epidemic on hospital employees in China: exposure, risk perception,
and altruistic acceptance of risk. Can J Psychiatry. 2009;54(5):
302-311.


https://orcid.org/0000-0002-4110-8566
https://orcid.org/0000-0002-4110-8566
https://orcid.org/0000-0003-1822-3643
https://orcid.org/0000-0003-1822-3643
https://orcid.org/0000-0003-4574-2799
https://orcid.org/0000-0003-4574-2799
https://www.gov.ie/en/publication/3af5a-covid-19-nursing-homes-expert-panel-final-report/
https://www.gov.ie/en/publication/3af5a-covid-19-nursing-homes-expert-panel-final-report/
https://www.epicentro.iss.it/coronavirus/pdf/sars-cov-2-survey-rsa-rapporto-3.pdf
https://www.epicentro.iss.it/coronavirus/pdf/sars-cov-2-survey-rsa-rapporto-3.pdf
https://orcid.org/0000-0002-4110-8566
https://orcid.org/0000-0003-1822-3643
https://orcid.org/0000-0003-4574-2799

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

Seriatric Psychiatry

BRADY ET AL

Ruitenburg MM, Frings-Dresen MH, Sluiter JK. The prevalence of
common mental disorders among hospital physicians and their as-
sociation with self-reported work ability: a cross-sectional study.
BMC Health Serv Res. 2012;12:292-298.

Gordon AL, Goodman C, Achterberg W, et al. Commentary: COVID
in care homes—challenges and dilemmas in healthcare delivery. Age
Ageing. 2020;49(5):701-705.

McGarry BE, Grabowski DC, Barnett ML. Severe staffing and per-
sonal protective equipment shortages faced by nursing homes dur-
ing the COVID-19 pandemic. Health Aff. 2020;39(10):1812-1821.
Health Service Executive. HSE Psychosocial Response to the Covid-19
Pandemic. 2020.

Xiong J, Lipsitz O, Nasri F, et al. Impact of COVID-19 pandemic on
mental health in the general population: a systematic review. J Affect
Disord. 2020;277:55-64.

YaMei B, Chao-Cheng L, Chih-Yuan L, Jen-Yeu C, Ching-Mo C, Pesus
C. Survey of stress reactions among health care workers involved
with the SARS outbreak. Psychiatr Serv. 2004;55(9):1055-1057.
Maunder R, Hunter J, Vincent L, et al. The immediate psychological
and occupational impact of the 2003 SARS outbreak in a teaching
hospital. CMAJ. 2003;168(10):1245-1251.

Blavatnik School of Government. Coronavirus Government Response
Tracker. University of Oxford; 2020. Accessed 11 February 2021.
https://www.bsg.ox.ac.uk/research/research-projects/coronavirus-g
overnment-response-tracker

Borges G, Nock MK, Haro Abad JM, et al. Twelve-month prevalence
of and risk factors for suicide attempts in the World health Orga-
nization World Mental health surveys. J Clin Psychiatry.
2010;71(12):1617-1628.

Cai Q, Feng H, Huang J, et al. The mental health of frontline and non-
frontline medical workers during the coronavirus disease 2019
(COVID-19) outbreak in China: a case-control study. J Affect Disord.
2020;275:210-215.

Xiaoming X, Ming A, Su H, et al. The psychological status of 8817
hospital workers during COVID-19 epidemic: a cross-sectional study
in Chongging. J Affect Disord. 2020;276:555-561.

Hong S, Ai M, Xu X, et al. Immediate psychological impact on nurses
working at 42 government-designated hospitals during COVID-19

39.

40.

41.

42.

43.

44,

45.

outbreak in China: a cross-sectional study. Nurs Outlook. 2021,
69(1):6-12.

Young KP, Kolcz DL, O’Sullivan DM, Ferrand J, Fried J, Robinson K.
Health care workers’ mental health and quality of life during
COVID-19: results from a mid-pandemic, national survey. Psychiatr
Serv. 2020;72(2):122-128.

Xu X, Wang W, Chen J, et al. Suicidal and self-harm ideation among
Chinese hospital staff during the COVID-19 pandemic: prevalence
and correlates. Psychiatry Res. 2021;296:113654.

Mortier P, Vilagut G, Ferrer M, et al. Thirty-day suicidal thoughts
and behaviors among hospital workers during the first wave of the
Spain COVID-19 outbreak. Depress Anxiety. 2021;38(5):528-544.
O'Connor RC, Wetherall K, Cleare S, et al. Mental health and well-
being during the COVID-19 pandemic: longitudinal analyses of
adults in the UK COVID-19 Mental Health & Wellbeing study. Br J
Psychiatry. 2021;218(6):326-333.

Hayes B, Prihodova L, Walsh G, Doyle F, Doherty S. Doctors don’t
do-little: a national cross-sectional study of workplace well-being of
hospital doctors in Ireland. BMJ Open. 2019;9(3):e025433.

Nursing and Midwifery Board of Ireland. The NMBI Register of Nurses
and Midwives; 2019.

Hayes B, Prihodova L, Walsh G, Doyle F, Doherty S. What’s up doc?
A national cross-sectional study of psychological wellbeing of hos-
pital doctors in Ireland. BMJ Open. 2017;7(10):e018023.

SUPPORTING INFORMATION
Additional supporting information may be found in the online version

of the article at the publisher's website.

How to cite this article: Brady C, Fenton C, Loughran O, et al.
Nursing home staff mental health during the Covid-19
pandemic in the Republic of Ireland. Int J Geriatr Psychiatry.
2021;1-10. https://doi.org/10.1002/gps.5648


https://www.bsg.ox.ac.uk/research/research-projects/coronavirus-government-response-tracker
https://www.bsg.ox.ac.uk/research/research-projects/coronavirus-government-response-tracker
https://doi.org/10.1002/gps.5648

	Nursing home staff mental health during the Covid‐19 pandemic in the Republic of Ireland
	1 | INTRODUCTION
	2 | METHODS
	2.1 | Study design and setting
	2.2 | Recruitment and data collection
	2.3 | Measures
	2.4 | Statistical analysis

	3 | RESULTS
	3.1 | Study participants
	3.2 | Exposure to Covid‐19
	3.3 | Mental health measures

	4 | DISCUSSION
	4.1 | Limitations
	4.2 | Conclusions

	ACKNOWLEDGEMENT
	CONFLICT OF INTEREST
	ETHICS STATEMENT
	DATA AVAILABILITY STATEMENT


