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Abstract

Aim: We examined the impact of COVID-19 regarding organizational and manage-

ment issues at Israeli long-term care facilities.

Background: Residents in facilities were very vulnerable to significant disease and

mortality during COVID-19.

Methods: A survey of 52 facilities in Israel was conducted in 2020, consisting of

closed- and open-ended questions. Mixed methods were used to analyze data both

quantitatively and qualitatively.

Results: Three main effects emerged: worsened financial status of long-term-care

facilities resulting from high expenditures for preventive measures and reduced reve-

nue due to deaths and fewer resident admissions, increased workload due to

decreased workforce and additional duties, and negative mental health effects on

staff because of increased workload and the conflict between maintaining good

clinical practice and following COVID-19 regulations.

Conclusion: The development of government directives needs to take into account

potential conflicts between the directives and quality care principles and to provide a

balanced approach that assures humane care. Facilities and their staff lacked ade-

quate pandemic-related guidance and support.

Implications for Nursing Management: The results highlight the need to address

staff shortages and training, to provide more support and clearer guidance to facili-

ties and their staff, and to devise a framework and strategies for future health crises.
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1 | BACKGROUND

Long-term-care facilities [hereinafter, ‘facilities’] for older persons in

Israel consist of three main types: nursing homes, which are the most

controlled institutions on the autonomy-control continuum, for older

persons with functional and/or mental impairments; facilities for func-

tionally independent and semi-dependent frail older persons; and

continuing care retirement communities (CCRCs) mostly for

functionally independent older persons, which represent the other

end of the autonomy-continuum in terms of freedom of choice and

self-determination (Lev & Ayalon, 2018). Prior to the outbreak of

coronavirus disease 2019 (COVID-19), the disease caused by the

severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) pan-

demic, nursing homes experienced high transmission rates of
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infectious diseases due to overcrowding; sharing of resources, such as

bathrooms; and suboptimal infection control practices (Lee

et al., 2020; Strausbaugh et al., 2003). Among workers at facilities,

one sixth had a second job (which added an average of 20 hours to

their work week), and over 60% maintained double- or triple-duty

caregiving roles, increasing the risk of spreading COVID-19 among

patients (Van Houtven et al., 2020). Lack of staff trained in infection

control, insufficient infection control and general understaffing in

facilities were known challenges prior to the pandemic (Kim &

Jang, 2018; Matheï et al., 2007). COVID-19’s rapid spread affected

health care institutions and their staff. Some nursing home administra-

tors identified lack of supplies and shortages of staff among their

greatest and most common concerns (Quigley et al., 2020). The

Health Ministry in Israel limited workers’ ability to move between

units and prohibited staff from working in more than one facility. Such

regulations were reported to result in an abrupt decrease in staffing

(Duan et al., 2020).

Although residents of facilities comprise a small portion of the

general population, as of June 2020, many countries reported that

between 40% and 85% of their COVID-19 fatalities occurred in facili-

ties (over 80% in Canada and Slovenia; between 60% and 80% in

New Zealand, Belgium and Ireland; between 40% and 60% in Norway,

France, Sweden, Finland, United States of America, Israel,

United Kingdom and Portugal) (Comas-Herrera et al., 2020). Yet few

studies have examined the experiences of facility staff during the pan-

demic. Those studies which did, found emotional exhaustion and

burnout among staff (Leskovic et al., 2020; Martínez-L�opez

et al., 2021; White et al., 2021). Whereas administrators struggled

with confusing and contradictory guidelines from various health agen-

cies, frontline workers labored under increased workloads, feared

becoming infected, and experienced the emotional burden of caring

for residents who were subject to isolation, illness and death (White

et al., 2021).

This paper aims to expand the body of research which examines

COVID-19’s effect on facilities and their staff. Specifically, we investi-

gated both how the pandemic affected facilities and how it impacted

the routine and well-being of facility staff.

2 | METHODS

This research is part of a larger comprehensive study on the impact

of COVID-19 on facilities, staff and residents. The analysis of the

impact on residents is summarized in a separate paper (Cohen-

Mansfield & Meschiany, 2022a). The study involved a cross-

sectional online survey, and in this paper, we focus on the sections

of the survey pertaining to the impact of COVID-19 on the facilities

and their staff. Whereas most of the survey pertained to the

time of completing the survey, it also included a retrospective

section that queried about experiences during the first month of the

pandemic, during the second month and at the time of completing

the survey. Data collection took place between mid-July and mid-

October, 2020.

2.1 | Participants

The Israel Ministry of Health website lists 250 facilities that provide

older person care. Phone calls were attempted to all 250 facilities.

Fifty facilities were never reached, and for nine, closure or invalid con-

tact information prevented contact. Of the 191 facilities reached,

61 (32%) declined to participate in the survey. We sent online ques-

tionnaires and follow-up reminders to the remaining 130 facilities that

had agreed to participate. Complete responses were collected from

52 facilities.

We endeavored to elicit responses from facility directors, but

some directors authorized other knowledgeable staff to respond on

their behalf (including occupational therapists, nurses, a social worker

and a gerontologist). Presumably well positioned to respond with

expertise and insight, these staff members (some serving in more than

one role) added perspectives that likely provided a fuller understand-

ing of COVID-19’s effects on the facilities and their staff. In order to

determine whether the 52 long-term-care facilities that participated

were representative of the larger long-term-care facility population in

Israel, we entered the data concerning size of facility and its for-profit

or non-profit status for all the facilities that did not participate. We

then compared the 52 participating facilities to two groups: (1) all

other facilities on the list and (2) all other facilities that answered the

phone (given that those that did not answer the phone may have been

closed or in the process of closing). The comparisons of the 52 partici-

pating facilities to the two groups and for the two variables (size and

profit status) were conducted via chi-square analyses. These analyses

showed that the sample was representative of the larger population.

2.2 | Assessment

The questionnaire, developed specifically for this study, included

background questions about the responding participant’s long-

term-care facility, about the responding participant, and multiple

questions about the impact of COVID-19. It was developed on the

basis of prior research on facilities in Israel and North America

(Cohen-Mansfield, 1995, 1997; Cohen-Mansfield et al., 2012; Cohen-

Mansfield & Bester, 2006; Cohen-Mansfield & Meschiany, 2022b),

information gleaned from news media at the start of the pandemic,

and discussions with a nursing home director, a nursing home social

worker, and an activist involved in nursing home issues. This paper

reports on the questionnaire results regarding the impact of COVID-

19 on the facilities and their workforce. The topics include the staff

turnover rate during COVID-19 and how employees experienced

changes instituted by facilities in response to the pandemic.

The survey included both closed- and open-ended questions. The

closed-ended questions inquired into facility demographic characteris-

tics such as number of residents, number and type of units, and the

responder’s position at the facility. It included questions like: ‘Facility
classification: a. For profit, b. Non-profit. c. Other, please specify’;
‘Reasons for leaving: Please specify how many employees left for

each reason: a. Already working at another facility, b. Fear related to
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increased risk of illness/death due to old age, c. Having diseases that

place them at heightened risk if infected, d. Took unpaid leave,

e. Contracted COVID-19, f. Contracted other illness, g. Other, please

specify’; and ‘For the following time periods, please describe how the

pandemic and staff turnovers affected the stress levels of the

remaining staff, compared to the period before COVID-19. Please use

the following scale: 1—Stress decreased to a large extent; 2—stress

decreased to a small extent; 3—stress decreased to a moderate

extent; 4—stress level has not changed; 5—stress increased to a small

extent; 6—stress increased to a moderate extent; 7—stress increased

to a large extent; 9—other, please specify. a. The beginning of the

pandemic (first month) ___ b. Second month ___ c. Today (time of

interview) ___’.
The open-ended questions included questions such as, ‘what was

the greatest challenge posed by the pandemic?’; ‘Please specify

whether and what changes were made in work routines during the

COVID-19 pandemic (shifts, contraction/extension of working hours,

changes in work procedures, etc.)’; and ‘In the aftermath of the pan-

demic, what actions would you suggest for the present and in the

future that will benefit the facility/residents?’

2.3 | Analysis

2.3.1 | Quantitative approach

Responses to closed-ended questions were analyzed quantitatively,

using IBM® SPSS® Statistics 26. Differences between groups were

compared via t tests for ordinal and interval data, and through

chi-square for nominal level data. Differences between

measurement times of stress level from COVID-19 were compared

via repeated measures ANOVA, with post-hoc tests using Bonferroni

corrections.

2.3.2 | Qualitative approach

Responses to open-ended questions and interviewee comments

were analyzed qualitatively, by way of the following steps:

(1) acquiring a sense of each open-ended response, (2) extracting

significant statements, (3) formulating meanings, (4) organizing for-

mulated meanings into clusters of themes, (5) exhaustively describ-

ing the investigated phenomenon and (6) describing the

fundamental structure of the phenomenon. These steps were

guided by emergent coding strategy (Stemler, 2000), whereby two

research staff members read, coded and categorized responses

independently and then revised the codes through discussion until

agreement was reached. The proposed coding was reviewed by

another staff member, and the main themes were ultimately agreed

upon by all research staff involved. Themes are illustrated via

quotes. Quotes in this paper are identified by facility number, for-

profit versus not-for-profit status and facility size: (small, medium

or large). Finally, coded data were used to build a process map

reflecting the explanations given by the interviewees and diagram-

matically depicting the relationships between the themes that

emerged.

2.4 | Ethical considerations

During the recruitment telephone calls and at the beginning of the

questionnaire, potential participants were informed of the purpose of

the research, assured that their participation was voluntary and

advised that they could stop answering the questionnaire at any time.

Informed consent to participate was obtained verbally on the phone

T AB L E 1 Facility and respondent characteristics (n = 52), Israel

n

Type of facilities

For profit 37/52 (71%)

Not for profit 15/52 (29%)

Nursing home 28/52 (54%)

Assisted living facilities 14/52 (27%)

Geriatric long-term hospital 10/52 (19%)

Facility size

# of beds, range, mean (SD)

Small 9–38, 25.7 (8.6) 17/50 (34%)

Medium 39–120, 75.6 (22.3) 17/50 (34%)

Large 121–450, 207.4 (81.5) 16/50 (32%)

Responder gender (female) 30/52 (58%)

Responder role

Facility manager 41/51 (80%)

Activity worker 4/51 (8%)

Nurse 3/51 (6%)

Doctor 1/51 (2%)

Social worker 1/51 (2%)

Gerontologist 1/51 (2%)

Mean (SD) Min Max

Total departments per facility 3.0 (2.2) 1 10

Types of units per facility

Skilled nursing 1.8 (1.2) 0 5

Nursing 1.0 (2.5) 0 10

Dementia unit for mobile residents 0.9 (0.8) 0 3

Assisted living 0.9 (0.8) 0 2

Independent 0.5 (0.5) 0 1

Residents

# in the facility 100.8 (90.1) 9 450

Beds

# standard geriatric nursing 52.6 (39.7) 14 180

# dementia unit for mobile

residents

12.3 (20.5) 0 90
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and also inferred by completion of the online questionnaire. Ethical

approval was obtained from the Institutional Review Board of Tel Aviv

University, Number 0001467-1.

3 | RESULTS

3.1 | Characteristics of participants and facilities

The 52 facilities that completed the online questionnaire included

28 nursing homes (54%), 14 assisted living facilities (most having nurs-

ing care units) (27%) and 10 long-term geriatric hospitals (19%). Of the

facilities, 34% were small (S) (9–38 residents, M = 25.7, SD = 8.6). The

same percentage of facilities were medium (MED) (39–120 residents,

M = 75.6, SD = 22.3), and 32% were large (L) (120–450 residents,

M = 207.4, SD = 81.5). Most facilities (n = 37, 71%) were for-profit

(P) and 29% (n = 15) not-for-profit (NP), of which four were kibbutz

(collective community)-sponsored facilities for community members

(K). Most of the responders (80%) were facility directors. Others were

occupational therapists (8%), nurses (6%), a social worker (2%) and a

gerontologist (2%). Characteristics of the facilities and respondents

who completed the questionnaire are presented in Table 1.

3.2 | Effects of the pandemic on the economic
status of facilities

When facility administrators were asked to describe the effects of the

pandemic, 31% answered that it led to significant economic damage:

‘We are unable to cope with the large expenses from COVID-19, and

we did not receive any help from the government’ (#2241, non-profit
[NP], small facility [SM]).

Fiscal difficulties were also raised when respondents were asked

about the types of assistance they wished to receive. Whereas 15%

of respondents indicated the need for direct financial help: ‘an extra

budget to compensate for huge expenses and to recognize the [extra

effort provided by] employees’ (#3192, for-profit [P], large facility

[LG]), others indicated more generally that higher funding would have

enabled facilities to meet the unusual needs that arose. Requests

included a wide range of needs, including personal protective equip-

ment (PPE) (25%), ‘We would appreciate receiving a stock of protec-

tive equipment on a regular basis’ (#1961, P, medium-sized facility

[MED]), additional support to hire staff (15%), such as nursing assis-

tants, ‘[we] need nursing assistants, but they need to be trained and

allowed to continue working overtime [hours]’ (#2531, P-LG), non-

professional staff for running leisure activities for residents (13%),

‘assistance of activity personnel, of music providers’ (#1081, P-MED),

external support for assuring adherence to pandemic guidelines (10%),

‘assistance in supervising family visits’ (#2691, P-SM), psychological

support for staff (4%), ‘psychological counseling in coping’ (#1392, P-
MED), and staff transportation (#1611, P-MED) (2%).

About 27% of facilities reported a significant problem with PPE

shortages and PPE costs: ‘In the first stage [of the pandemic], the need

to buy protective equipment at excessive prices—up to 20 times greater

than pre-pandemic prices—posed a very significant financial challenge’
(#1641, NP-LG). Shortages were also reported concerning disposable

gloves (64% of respondents) and disinfectant products (53%).

The crisis posed by increased operating expenses was worsened

by the drying up of new admissions: ‘The biggest problem today is the

lack of residents—besides the deaths, there are almost no admissions

of new residents, which makes it very difficult for the home [facility]’
(#3501, P-LG).

3.3 | Effects of the pandemic on facility workforce
and workload

A quarter of the facilities reported staff shortages: ‘the facility is run

with shortages and lack of permanent nursing staff’ (#3111, NP-SM).

The shortages of staff are shown in Table 2.

T AB L E 2 Turnover characteristics

Left Joined

Profession Mean (SD) Min Max Mean (SD) Min Max T

Total 6.0 (7.9) 0 37 4.6 (5.5) 0 24 1.33

Nursing assistants 2.5 (3.9) 0 21 2.7 (2.7) 0 10 0.41

Nurses 1.8 (3.6) 0 20 1.6 (2.6) 0 15 0.33

Activity worker (TA) 1.1 (1.8) 0 10 0.4 (0.8) 0 4 2.36*

Physiotherapists 0.5 (0.9) 0 3 0.2 (0.4) 0 2 2.52*

Social worker 0.3 (0.6) 0 2 0.2 (0.6) 0 3 1.07

Occupational therapist 0.4 (0.6) 0 2 0.1 (0.3) 0 1 2.18*

Doctors 0.2 (0.5) 0 2 0.2 (0.5) 0 2 0.00

Communication clinician 0.3 (0.5) 0 1 0.1 (0.2) 0 1 2.51*

Dietitians 0.2 (0.4) 0 1 0.1 (0.3) 0 1 1.14

Other 0.3 (0.8) 0 3 0.0 (0.0) 0 0 1.67

*p < .05.
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Per facility, an average of 6.0 employees left (SD = 7.9, min = 0,

max = 37), of whom 3.4 took unpaid vacation (SD = 4.0, min = 0,

max = 15), whereas only 4.6 were newly hired (SD = 5.5, min = 0,

max = 24). Therefore, only a portion of the staff that stopped working

at these facilities could be replaced at a time of increased workload,

and therefore, a time during which higher than normal staff levels

were needed.

The main reason for staff departures was a new government reg-

ulation prohibiting employment of workers at more than one facility

in order to reduce the risk of infection among facilities. On average,

4.5 employees (SD = 3.9, min = 0, max = 20) left facilities because

they worked at another facility. Some workers left because they con-

tracted COVID-19 (M = 1.6, SD = 5.5, min = 0, max = 25), others

because of fear of older staff related to their increased health risk

(M = 1.5, SD = 1.1, min = 0, max = 4), because of personal health

conditions that placed them at heightened risk of serious outcomes if

infected (M = 0.9, SD = 0.8, min = 0, max = 2), or due to other illness

(M = 0.1, SD = 0.3, min = 0, max = 1).

The departure of the staff described above left remaining staff

with a greater workload. Due to staff shortages, facilities reported

switching to double or longer shifts: ‘nursing assistants work 12–

13 hours a day, with breaks’ (#1261, P-SM). Workers were compelled

to extend the scope of their professional responsibilities: ‘everyone
worked in all roles according to tasks, regardless of job title’
(#2371, P, MED), and nursing assistants were asked to step in to the

role of missing activity workers: ‘The staff was asked to do double

shifts and also to run activities for the residents’ (#2081, P-SM). Man-

agerial staff also experienced a significant increase in their working

hours: ‘the truth is that since the beginning of March, I have been

almost living at the facility. Hours upon hours, no days and no nights’
(#1961, P-MED).

3.4 | Psychological effects of the pandemic on
staff

COVID-19 created fear and uncertainty, leading to a significant

increase in negative emotions among staff, as reported by 67% of

respondents who were asked directly about the impact of the pan-

demic on staff. For example, ‘the biggest problem is the mental stress

and anxiety of the staff from the pandemic …’ (#2621, NP-SM); ‘staff
are in constant anxiety’ (#1522, P-MED); or ‘dealing with increased

anxiety or with employees’ misunderstandings’ (#1451, P-MED). Two

thirds (66%) of respondents reported increased feelings of stress,

worry and frustration: ‘I have been under stress for half a year. At the

end of February, a very great fear and very great uncertainty began’
(#2081, P-MED), and ‘there is uncertainty and ignorance regarding

proper conduct, and guidelines vary’ (#2791, P-SM).

The negative feelings of staff members were due not only to the

uncertainty and direct consequences of COVID-19 but also to various

preventive measures implemented to try to curb the rate of infection.

For example, at the beginning of the pandemic, family visits with resi-

dents were stopped. When asked about the cessation of visitation,

about 25% of respondents reported an increase in their workload due

to the need to accommodate residents’ emotional difficulties with iso-

lation and loneliness, a role particularly problematic for unskilled staff:

‘It had a big effect, as the residents shared their difficulties with the

staff regarding the distance from the families and sometimes also pro-

jected their difficulties on them’ (#1392, NP, MED). Due to increased

workload, opportunities for employees to carry out activities that con-

tributed to their own well-being were curtailed, as described by the

director of one facility:

Avoiding activities that I would do, and I now feel that

they are dangerous—especially exercise in the gym. I

would go several times a week, and this is a favorite

activity of mine, which contributes a lot to my mental

well-being. Now, I have stopped going to gym classes

due to the fear of infection. (#1392, NP-MED)

Another cause for staff discontent was the contradiction between

COVID-19-related requirements and staff perceptions of good quality

care. ‘One of the regulations is that [when] a resident goes to, or

returns from the hospital, he needs to be isolated for two weeks, how

can this work for a person with dementia? It’s two weeks of abuse …’
(#1501, P-MED), or ‘The behaviors to prevent … infection conflict

with the values and foundations of the therapeutic professions and all

those involved in promoting well-being of the geriatric patient…’
(#2231, NP-LG).

When asked to rate their stress levels at three time periods

(in the first month of the pandemic, second month and as of the inter-

view date) on a scale from 1 (stress decreased to a large degree) to

7 (stress increased to a large degree), in comparison with pre-pandemic

levels, the first month was associated with a sharp increase in the

level of stress compared with pre-pandemic levels (M = 5.7,

SD = 0.8). In the second month, the reported increase in stress was

lower (M = 5.2, SD = 1.2), and as of the interview date, the lowest

increase in stress was reported (M = 4.5, SD = 1.9) (F(2,92) = 12.29,

p < .001), though the reported rates still showed increases in compari-

son to pre-pandemic levels. Post-hoc Bonferroni comparisons showed

that the increase in stress level was significantly higher in the first

month than in the second (p < .05) and that these were higher than

the stress levels in the third period (p < .05). However, even the levels

of stress in the third period were significantly different from the pre-

pandemic levels, that is, as compared with ‘4’—no difference,

(t(46) = 1.83, p < .05, one-tailed comparison).

4 | DISCUSSION

Three main themes emerged from the responses to the study survey

concerning the impact of the COVID-19 pandemic on facilities and

their staff: worsened financial status for facilities, increased workload

for staff and negative mental health effects on staff. The explanations

of these effects and the inter-relations among them are presented in

Figure 1.

COHEN-MANSFIELD 5



The deterioration in facility finances resulted from increased

expenses pertaining to PPE and other supplies and decreased revenue

based on diminished resident population due to COVID-19 deaths

and reduced resident admissions. The latter was influenced by the

general perception that facilities were hotbeds for COVID-19 deaths

and that they resembled prisons since visitation was prohibited.

Reduced admissions to facilities have been reported previously

(Barnett et al., 2020).

The second theme, that of increased workload on staff, resulted

from a decreased workforce, some of which was directly related to

COVID-19, that is, infection. The more potent influences on the work-

force decrease were the measures taken to reduce infections, such as

the prohibition on working at more than one facility, or the barring of

older workers or those whose medical conditions placed them at

greater risk of serious outcomes if infected by COVID-19. The depar-

ture of staff exceeded the number of new hires possibly because the

general pool of nursing home workers had shrunk as well, and the

facilities’ financial strains may have hindered recruitment. Staff short-

ages resulted in double and longer shifts and required staff to perform

tasks beyond the scope of their previous duties or skill set. A study

conducted in New York City also reported increased workload and

short-staffing issues that arose after the onset of the pandemic

(Fisher et al., 2021).

The third theme, that of increased staff stress, burnout, and nega-

tive emotions, may be directly attributed to the increased workload

and increased scope of responsibilities at a time of workforce short-

age. Additional factors were mentioned by respondents in explaining

the impact on mental health. Staff found themselves needing to

respond to the escalated emotional needs of residents in the face of

the residents’ isolation from friends and family, coupled with fear of

mortal illness. Staff needed to calm those residents and try to facili-

tate alternative communication with loved ones (Cohen-Mansfield &

Meschiany, 2022a). Other studies have reported negative emotions

such as fatigue, discomfort and helplessness among staff due to

heightened concern for residents and families (Sun et al., 2020) and

even posttraumatic stress disorder symptoms associated with being a

frontline health care worker (Rossi et al., 2020).

Another source of negative emotions was the sense of fear and

uncertainty when dealing with a new disease for which clear guidance

and standard regulation were lacking. Even when there was no ques-

tion of clarity, such as the need for PPE, facilities encountered short-

ages and inflated costs. A related obstacle was the contradiction

F I GU R E 1 The impact of the COVID-19 pandemic on long-term care facilities and their staff
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between regulations and optimal practice. A face mask decreases an

older adult’s ability to recognize staff members, and banning relatives

from facilities detracts from normal social activity, likely the most

important types of activities, particularly for those with dementia

(Cohen-Mansfield et al., 2010). Other reasons for the negative impact

on staff’s mental health included fear and anxiety about the pandemic

itself, likely amplified by working in a location with a greater risk of

infection, crowded conditions, insufficient testing and limited provi-

sion of PPE. Fear of being infected and infecting others were also

described by White et al. (2021).

Several papers have reported on the provision of support services

for staff. For example, psychological services have been provided,

including assistance hotlines and around-the-clock online counseling

services (Liu et al., 2020) and other services, such as educational train-

ing sessions, mental health services, and advocacy for provision of

emotional and practical support (e.g., childcare, and access to showers

and lodging) (Miotto et al., 2020). In contrast, none of our respondents

mentioned receipt of these kinds of staff support, similar to what

Fisher et al. (2021) have reported. The lack of these types of staff sup-

port in Israel likely contributed to the negative psychological effects

of COVID-19 on staff.

This paper complements that of Lyman et al. (2022). Lyman points

to the crucial necessity of an adequate infrastructure in order for

organizations to adapt to the changes caused by the pandemic. Our

paper exemplifies how the issues of chronic inadequate staffing and

the stigma associated with facilities stood in the way of organizational

learning. The deficit in infrastructure affected facilities’ ability to com-

pensate for missing resources, such as the absence of family members

or activity leaders who were not permitted to work at more than one

facility. Similarly, whereas some facility directors were able to exercise

leadership skills to devise and communicate a strategy for handling

some of the new challenges, most did not report creating or executing

such plans.

This study is unique in comparison with other reports on the

effect of COVID-19 on facilities and staff in that it studies a diverse

and relatively large population of facilities, including for-profit and

not-for-profit facilities, as well as those of varying sizes. It is the first

study to track changes in staff stress as a function of time after the

beginning of the pandemic.

The study’s use of a mixed methods design included quantitative

and qualitative analyses of closed- and open-ended question data,

enabling this study to offer the first comprehensive model of factors

involved in explaining COVID-19’s impact on facilities and their

workforce.

4.1 | Limitations

Our sample responded to the study’s online questionnaire between

mid-July and mid-October 2020, and therefore, early responses may

have differed from later ones given changes in regulations and rates of

illness. Indeed, when we specifically asked questions relating to differ-

ent stages of the pandemic, responses varied by timing. Another

limitation is our retrospective evaluation of staff stress at different

points in time during the pandemic, rather than having studied it by

means of repeated testing. The fact that 80% of responses were pro-

vided by facility managers may explain respondents’ focus on facilities’

finances. The high proportion of manager responses may limit a fuller

understanding of the phenomenon of COVID-19-related staff turn-

over. Future research should aim to interview a broader range of nurs-

ing home employees, especially those who resigned during the

pandemic. The study was conducted in only one country, Israel. The

sample may be biased in that less than half of those who agreed to par-

ticipate completed the questionnaire, suggesting that the respondents

were more conscientious and perhaps more positive about the poten-

tial impact of a survey. On the other hand, our sample was representa-

tive of the larger pool of long-term-care facilities in Israel in terms of

size and for-profit status. These limitations notwithstanding, the sample

size is large compared with others on this topic. Future studies should

examine the impact of COVID-19 on facilities and their staff in a still

larger sample that would allow comparisons among different subtypes

of facilities, based on size or the level of function of residents.

5 | CONCLUSION

Government directives to cope with a pandemic need to take into

account potential conflicts between the directives and quality care

principles and to provide a balanced approach that assures humane

care. Facilities and their staff lacked adequate pandemic-related guid-

ance and support. Future encounters with pandemics need to include

both balanced guidelines and supportive (rather than punitive) guid-

ance. Facility staff and residents will be better served in the future if

policy leaders in the government and health care sectors assure the

development of an infrastructure that facilitates the formulation of

facility strategies to maintain good clinical practice in the face of

unique pandemic challenges.

6 | IMPLICATIONS FOR NURSING
MANAGEMENT

The results highlight the need to (1) address staff shortages and train-

ing, (2) provide more support and clearer guidance to facilities and

their staff and (3) devise a framework and strategies for future health

crises.
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