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Abstract
Introduction: The COVID- 19 pandemic had an unprecedented effect on those living 
and working in care- homes for older people, as residents were particularly vulner-
able to contracting the SARS- CoV- 2 virus, associated with high morbidity and mor-
tality. Often undervalued, care- home nurses (RNs) are leaders, managing complex 
care while working in isolation from their professional peers. The pandemic made this 
more apparent, when care and treatments for COVID- 19 were initially unknown, iso-
lation increased due to withdrawal of many professional health services, accompanied 
by staff shortages.
Objective: To explore RNs' experiences of working in older people's care- homes dur-
ing the COVID- 19 pandemic.
Design: Qualitative interview study.
Setting: Care- homes for older people in England and Scotland, UK.
Methods: Recruitment via direct contact with care- homes, social media, and links 
provided by national partners, then purposive sampling for age, gender, type of care- 
home, and location. Data collected through one- to- one online interviews using topic 
guide developed collaboratively with care- home nurses, focusing on how COVID- 19 
impacted on nurses' resilience and mental wellbeing. Data analyzed thematically using 
Tronto's ethics of care framework to guide development of interpretative themes.
Results: Eighteen nurses (16 female; 16 adult, and two mental health nurses) were 
interviewed March– June 2021; majority aged 46– 55 years; mean time registered with 
Nursing and Midwifery Council: 19 years; 17 had nursed residents with COVID- 19. 
RNs' experiences resonated with Tronto's five tenets of ethical care: attentiveness, 
responsibility, competence, responsiveness, and solidarity. All nurses described being 
attentive to needs of others, but were less attentive to their own needs, which came 
at personal cost. RNs were aware of their professional and leadership responsibilities, 
being as responsive as they could be to resident needs, processing and sharing rapidly 
changing guidance and implementing appropriate infection control measures, but felt 
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BACKGROUND

Registered nurses (RNs), as leaders in care- homes with responsibility 
for both residents and staff, have borne the brunt of the COVID- 19 
pandemic response in seeking to protect those in their care and to 
minimize the impact of the pandemic.

Across the world, older people needing support with personal 
and social care frequently move into long- term care facilities, such 
as care- homes, where care is provided 24/7 by a care assistant work-
force, many of whom have minimal clinical qualifications (Backhaus 
et al., 2021; Ibrahim & Aitken, 2021). Where additional, specialist 
nursing care is required, these facilities are often designated as nurs-
ing homes, staffed by RNs. RNs working in care- homes and nursing 
homes (together called “care- homes” in this paper) have an exper-
tise and skill set distinct from other specialities, often practising as 
autonomous practitioners in contexts very different from acute and 
community care settings (Douglas, 2022). Care- home nursing en-
compasses clinical, regulatory, administrative, and managerial roles 
and RNs are specialists in managing complex chronic conditions, 
including coordinating services, while providing social support and 
home care in an institutional setting (Aloisio et al., 2021; Cornes & 
Manthorpe, 2022; Spilsbury et al., 2015; Thompson et al., 2018). 
Often, RNs are in leadership roles in care- homes, working in isola-
tion from other health professionals, with variable support from 
wider healthcare support systems, while continuing to provide care 
in a largely underfunded environment (Langins et al., 2020; Wild & 

Szczepura, 2021). The complexity and specialism of care- home RNs 
is often unrecognized and undervalued by their nursing and medical 
colleagues, with this area of nursing frequently viewed as an unat-
tractive career option, leading to issues around recruitment and re-
tention (Aloisio et al., 2021; Astle et al., 2021; Backhaus et al., 2021; 
Embregts et al., 2020; Szczepura, 2021; Wild & Szczepura, 2021). It 
has also been suggested that the perceived unattractiveness of care- 
home nursing is related to ageism and the way in which societies view 
older generations (McGilton et al., 2020). These issues are global, 
so it is not surprising that the arrival of the COVID- 19 pandemic in 
2020, which brought with it a new set of pressures, compounding the 
existing ones, had such a devastating effect in care- homes and on 
its workforce (Langins et al., 2020), creating an international public 
health emergency (Fernandez et al., 2020; Ibrahim & Aitken, 2021). 
Apart from a few exemplars (such as Hong Kong and New Zealand), 
most countries failed to adequately protect their nursing home 
populations, exemplified in severe cases in countries such as Italy 
(Bilal et al., 2020; Brady et al., 2021; Calcaterra et al., 2022; Ibrahim 
& Aitken, 2021; Langins et al., 2020; Palese et al., 2022; Rocard 
et al., 2021; Sarabia- Cobo et al., 2021). Care- homes for older adults 
were disproportionately affected by the pandemic with increased 
resident mortality and staff distress (Langins et al., 2020; Palese 
et al., 2022; Rocard et al., 2021). Typically accounting for less than 1% 
of the population, residents of long- term care facilities represented 
41% of all COVID- 19 related deaths in 22 high- income countries by 
January 2021 (mid- pandemic) (Comas- Herrera et al., 2020).

that relatives and regulatory bodies were not always appreciative. RNs developed 
enhanced clinical skills, increasing their professional standing, but reported having to 
compromise care, leading to moral distress. Broadly, participants reported a sense of 
solidarity across care- home staff and working together to cope with the crisis.
Conclusion: Care- home nurses felt unprepared for managing the COVID- 19 pandemic, 
many experienced moral distress. Supporting care- home nurses to recover from the 
pandemic is essential to maintain a healthy, stable workforce and needs to be specific 
to care- home RNs, recognizing their unique pandemic experiences. Support for RNs 
will likely benefit other care- home workers either directly through wider roll- out, or 
indirectly through improved wellbeing of nurse leaders.
Clinical relevance: The COVID- 19 pandemic, an international public health emer-
gency, created many challenges for Registered Nurses (RNs) working in long- term care 
facilities for older people, as residents were particularly vulnerable to the impact of 
the SARS- CoV- 2 virus. Care- home RNs faced challenges distinct from their hospital- 
based nursing peers and non- nursing social care colleagues due to their isolation, 
leadership roles, professional legal obligations, and ethical responsibilities, leading to 
psychological distress on the one hand, but also a newly found confidence in their 
existing and newly developed skills, and increased recognition by the wider health 
community of their specialisms.

K E Y W O R D S
aged, COVID- 19, ethics, homes for the aged, Nurse's role, nursing, nursing care, post- 
traumatic, psychological, stress- disorders
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As a result of circumstances well beyond their immediate con-
trol, care- home RNs were at the forefront of the pandemic re-
sponse in care- homes, and as clinical leaders, found themselves 
dealing with a novel, unpredictable infectious disease, where 
cause, prevention, management, and impacts were initially un-
known, but high morbidity and mortality soon became apparent, 
particularly among their older vulnerable residents, although 
staff were also severely affected (Brady et al., 2021; Wild & 
Szczepura, 2021). For those in management positions, many of 
whom were RNs, there were added responsibilities of keeping 
abreast of constantly changing guidelines, acquiring personal pro-
tective equipment (PPE), liaising with relatives, managing residents 
with complex clinical needs, and rapidly acquiring acute- care skills 
but without wider healthcare support and access to diagnostic 
testing and equipment, as well as supporting depleted and ex-
hausted staff (Rocard et al., 2021; Sarabia- Cobo et al., 2021). RNs 
were called upon to make ethical “high- stakes, decision- making” 
as the principles guiding practice shifted from patient- centered to 
public health- centered care (Hossain & Clatty, 2021).

At all times nurses, as a profession, are accountable for their 
practice to their professional organizations and possibly other reg-
ulatory bodies. In the UK, the Nursing and Midwifery Council reg-
ulates nursing to ensure “safe, effective and kind nursing” (https://
www.nmc.org.uk/), aiming to protect the public when this does not 
occur. It may be that the emergency- care practices caused by the 
pandemic created ethical challenges for care- home nurses.

Ibrahim and Aitkin suggested that the pandemic led to a break-
down in the political and social frameworks at macro (national), 
meso (regional), and micro (care- home) levels which led to the well- 
documented crisis in care- homes globally, impacting on nurses' abili-
ties to adapt and provide safe and effective care, compromising their 
ethical and professional beliefs (Ibrahim & Aitken, 2021). Similar 
findings were reported by Scrymgeour et al. in their qualitative en-
quiry into care- home nurses' responses to natural disasters (pre- 
COVID- 19, mainly earthquakes and bush fires) in Australia and New 
Zealand (Scrymgeour et al., 2020). Nurses working during natural 
disasters, including COVID- 19, have found themselves facing moral 
distress, affecting mental wellbeing and resilience (Brady et al., 2021; 
Fernandez et al., 2020; Zipf et al., 2022). This is unlikely to be a short- 
term consequence. Rather, recovery from the pandemic, particularly 
for those who develop longer- term mental health issues, moral in-
jury, and post- traumatic stress disorder will take years, and it has 
been suggested that pandemic recovery for care workers should be 
framed by an ethic of care (Gary & Berlinger, 2020). “Moral distress” 
arises when someone acts in a way that is contrary to their moral 
or ethical values, often as a result of external pressures, whereas 
“moral injury” is the longer- lasting psychological effects of these 
sustained actions (Hossain & Clatty, 2021).

The aim of this research was to understand RNs' experiences of 
working in care- homes for older people during the COVID- 19 pan-
demic, how this impacted on resilience, mental health, and wellbe-
ing, and to collaboratively develop theory- informed approaches for 
ongoing and future support in this professional group.

METHODS

The study was registered on the LTC Responses to COVID- 19 web-
site (https://ltcco vid.org/) 16/03/2021.

Design

The THRIVE Study (UndersTanding the distinct challenges for 
Nurses in Care- Homes: LeaRnIng from CoVid- 19 to support re-
siliencE and mental wellbeing) was conducted in two phases. In 
this paper we report on Phase 1, where we interviewed care- home 
nurses about their COVID- 19 experiences and impact on wellbe-
ing. In the second phase we took points raised from the interviews 
into workshops to support discussions with a different group of 
RNs on how practice and policy might address the challenges ex-
perienced by care- home nurses during COVID- 19 pandemic. A 
publicly accessible report on this phase is available online on the 
THRIVE website.

Inclusive approaches

Our underpinning approach throughout was one of collaboration 
and inclusivity, working alongside care- home RNs in the planning, 
design, and conduct of this study, including a nurse- manager as a 
co- applicant, and involving an Advisory Group of Registered Nurses 
currently working in care- homes. The Advisory Group worked with 
the research team, providing insights from their own experience, en-
suring that the study methods were appropriate, and findings would 
be applicable to practice. In Phase 1, their involvement included 
co- designing the interview Topic Guide (Supplementary File S1), ad-
vising on recruitment, and participating in discussions around the 
interpretation and validity of the findings. Advisory Group members 
have reported separately on their experiences in this role (Chapman- 
Wright et al., 2022).

Ethics

The THRIVE study was approved by (University of East Anglia 
Faculty of Medicine and Health Sciences Research Ethics Committee 
(reference: 2020/21- 096) and registered on the Long- Term Care 
Responses to Covid Website. Phase 1 is reported in- line with COREQ 
guidelines (Supplementary File S2; Tong et al., 2012).

Recruitment and data collection

In Phase 1, we recruited and interviewed RNs March– June 2021 
to explore their lived experiences of care- home nursing during 
the COVID- 19 pandemic and how these impacted on their mental 
wellbeing.

https://www.nmc.org.uk/
https://www.nmc.org.uk/
https://ltccovid.org/
https://www.uea.ac.uk/about/school-of-health-sciences/research/projects/understanding-the-distinct-challenges-for-nurses-in-care-homes-learning-from-covid-19-to-support-resilience-and-mental-wellbeing
https://ltccovid.org/project/understanding-the-distinct-challenges-for-nurses-in-care-homes-learning-from-covid-19-to-support-resilience-and-mental-well-being-thrive/
https://ltccovid.org/project/understanding-the-distinct-challenges-for-nurses-in-care-homes-learning-from-covid-19-to-support-resilience-and-mental-well-being-thrive/
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Recruitment was via posts on our university's social media ac-
counts (Twitter and Facebook), direct mail, and email contact with 
care- homes in the east of England, UK, professional and practitioner 
email distribution lists and eNewsletters targeted at care- home 
nurses across the UK. Those expressing interest were emailed in-
formation and a consent form and were asked to complete an online 
form to confirm eligibility for the study. This provided demograph-
ics for our purposive sampling. We purposively sampled for age, 
gender, type of care- home and location. All interviewees were un-
known to the research team prior to study participation. RNs were 
interviewed one- to- one using online platforms (Zoom or Microsoft 
Teams) by two authors (LB, KL) using a topic guide to ensure that 
issues of how COVID- 19 impacted on nurses' resilience and mental 
wellbeing were discussed.

The interview Topic Guide, developed collaboratively with the 
Advisory Group, included questions about how the pandemic had 
impacted on nurses' work and their professional roles, effects on the 
people they were responsible for (residents, families, and junior staff), 
their personal lives and how they coped with the challenges they 
faced, including sources of support available to staff. We adopted an 
iterative approach during the data- collection period to reflect current 
practice and potential challenges due to ongoing changes in the pan-
demic and consequent public health policies, occurring both nationally 
and internationally. For example, within the UK, the emergence of the 
Delta variant April/May 2021 led to a further peak in COVID- 19 cases 
and the announcement 16/06/2021 of compulsory vaccinations for 
UK care- home staff (Supplementary File S3). All interview participants 
were offered a £20 Amazon e- voucher.

Interviews lasted between 30 and 65 min, were recorded, pro-
fessionally transcribed verbatim, checked for accuracy, identifying 
details removed, and interviewers' reflective notes included. Each 
participant (if they consented) received a summary of their interview 
transcript within 1– 2 weeks to feedback any comments. Responses 
to this participation validation were minimal and no changes were 
made to the data. Reasons for low involvement in validation were 
likely the pressures of work and staff shortages.

Data analysis

Preliminary data analysis was concurrent with recruitment and interviews 
and continued until data saturation was achieved. All anonymized tran-
scripts were uploaded into NVivo 14 to aid data organization and analysis. 
Interview data were analyzed using reflexive thematic methods (Braun & 
Clarke, 2019). All transcripts were coded line- by- line by a member of the 
research team, with four transcripts coded in duplicate to guide reflec-
tive discussions between researchers enhancing dependability of results. 
Analysis discussions within the research team and Advisory Group took 
place regularly to review, refine, and develop codes, categories, and sub- 
themes. As we moved through the process of analysis it became evident 
that nurses were raising ethical issues related to their practice which res-
onated with Tronto's ethics of care (Tronto, 1993, 2013). This framework 
guided the interpretive development of final themes.

Tronto's framework describes care as both a psychological and 
practical approach: those in caring roles should have a mental dis-
position to care, as well as the appropriate knowledge to fulfill that 
care need (Tronto, 1998). Tronto described five ethical dimensions of 
care: attentiveness, responsibility, competence, responsiveness, and 
solidarity. Attentiveness refers to being attentive and noticing care 
needs; responsibility is the ethical and moral approach to ensure 
care needs are met, and is closely associated with obligation, which 
encompasses a contractual element; competence ensures that the 
caregiver has appropriate skills and knowledge; responsiveness re-
lates to how the recipient of care, often from a position of vulner-
ability, responds to the care given, and solidarity acknowledges the 
plurality of care, not just a team approach from those closely associ-
ated with care delivery, but the wider social and political influences 
on frameworks which support an individual practitioner's caring 
practices (Tronto, 1993, 2013).

Research team

The authorship team included Adult (LB, DB) and Mental Health (JC) 
nurses, expertise in workplace mental health research (KS), care- 
home research expertise (LB, DB, KL, JC), care- home nursing experi-
ence (LB, JC), and inclusive involvement (all). All have PhDs and were 
employed as researchers on this project. The Advisory Group were 
all current care- home nurses.

FINDINGS

Interviews took place March– June 2021: during a time of rapidly 
changing public health care policies in the UK (including the an-
nouncement of compulsory vaccinations for care- home staff) and 
the emergence of the Delta variant which led to a further peak in 
COVID- 19 cases (Supplementary File S3: timeline of events).

Twenty- five care- home RNs expressed initial interest request-
ing further study information, seven declined or failed to respond to 
emails regarding booking interview dates, and eighteen care- home 
RNs were interviewed (16 female, 2 male). Interviews lasted be-
tween 30 and 65 min and were professionally transcribed.

Interviewees reflected all ages and were geographically spread 
across England and Scotland. Mean length of care- home nursing 
experience was 19 years (range: 2– 40 years). Interviewees worked 
in a variety of care- homes representing a range of ownership and 
size: some were part of national companies, others worked in inde-
pendent or privately owned homes; number of beds ranged from 
40 to 82. All but one interviewee had experience of caring for resi-
dents with COVID- 19. Two interviewees were mental- health trained 
nurses and the remaining 16 were adult- trained.

The results are presented under the five core principles of 
Tronto's ethics of care framework (Tronto, 2013). Illustrative quotes 
are identified by length of time qualified as a registered nurse. Any 
names or places used are pseudonyms.
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Attentiveness

Being attentive to the needs of others and taking action to meet 
those needs is a core principle of ethical care (Tronto, 1993, 2013). 
All nurses interviewed were attentive to the needs of others: resi-
dents, colleagues, and their families, often describing this as “being 
what nurses do.” However, they appeared less attentive to their own 
needs, and this came at some personal cost:

“I think being a manager is always a lonely occupation 
because you can't have friendships in your workplace. 
And your job role is to actually support everybody else 
but it's very hard to get the support you need.” 

(#8, RN for 25– 29 years)

For some nurses, their moral obligations of caring for family meant 
deciding whose needs should be prioritized, leading to ethical ten-
sions, and accompanying emotions of guilt. A few nurses described 
only seeing their children through car windows or not entering the 
family home. Where there were dual obligations to provide care, 
choices had to be made:

“I'm also a key- worker and the main care- worker for 
my granddad. During those two weeks [Covid in care- 
home] I couldn't get to him. We had a service going in 
and looking after him.” 

(#16, RN for 25– 29 years)

As restrictions on social contact receded for the public, nurses 
spoke of a continuing need to be attentive to their responsibilities of 
protecting residents from infection, but this impacted on their life out-
side of the workplace:

“We were making sure that we don't go out. … we 
were focusing on not doing anything else apart from 
going home, coming back.” 

(#3, RN for 5– 9 yers).

The attentiveness of these nurses to the needs of others was also 
seen in their understanding of the emotional turmoil experienced by 
relatives who were not “allowed” to see their resident relative, “It's just 
so tragic, …- relatives were distraught” (#17, RN for 40– 44 years). Some 
nurses made an autonomous decision to mediate between guidelines 
and the moral right of people to be with a dying resident. One nurse 
described this in terms of their nurse training:

“I suppose as nurses you are always taught that end- 
of- life is about, you know, the inclusion of family 
members.” 

(#17, RN for 40– 44 years)

This led to decisions on which aspect was more important: family 
or infection control, “it was a big decision.” (#17, RN for 40– 44 years).

A few nurses decided that the need for infection- control mea-
sures was greater than relatives' needs, and they stated they always 
refused relative visiting. This stance led to distress among relatives, 
with some focusing their frustration at nurses and threatening lit-
igation, to such an extent that some nurses described how they 
felt ‘abused’ by relatives. However, one nurse described how over 
time there was acknowledgment that their attentiveness to good 
infection- control practices was the right course of action:

“At the end of it they [relatives] all said, thank you for 
keeping them [residents] safe and now I understand 
why you had to be so strict with visitors, so strict with 
your PPE, so strict in telling everybody off …. So, they 
understood at the end.” 

(#3, RN for 5– 9 years)

The constant need to balance decisions on whose needs to 
prioritize and the responsibility to protect others from infection 
led to several nurses explaining they were mentally and physically 
exhausted:

“The pressure has been there throughout from the 
minute we were preparing, just in case we had a 
COVID case, to even now, we are constantly testing, 
constantly aware. My emotions are, we have been 
hung out to dry and totally forgotten.” 

(#16, RN for 25– 29 years)

In summary, there was evidence of nurses drawing on their innate 
sense of being attentive to the needs of others often above their own 
needs. As professionals they made complex ethical decisions over 
whose needs to prioritize: reducing risk of infection to protect resi-
dents or enabling families to be together during end of life. All of this 
came at an emotional cost for many of the nurses.

Responsibility

The second tenet of Tronto's ethic of care was evident in nurses' 
accounts of statutory obligations to provide care in line with pan-
demic guidance to ensure records and reporting complied with 
new policies. They also expressed personal and professional re-
sponsibilities to be accountable for the wellbeing of residents, and 
several referred to these activities being the essence of nursing. 
The personal and professional responsibilities, for example, to 
work extra shifts were seen as tiring but “what I do as a nurse” 
whereas the obligated activities of reporting to outside bodies 
were less well tolerated.

Care- home nurses in senior positions have a statutory, obli-
gated role that extends beyond patient care into recording and 
documenting care. COVID- 19, however, imposed additional respon-
sibilities such as reading and interpreting infection- control guidance 
which was continually updated from multiple sources and this was 
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accompanied by additional reporting demands. One nurse described 
another aspect of the new range of responsibilities:

“You're being all things to all people, as the manager, 
but it's usually, drip feed, you have one problem, you 
deal with it, you have another problem you deal with 
it. I've got 137 staff, 75 residents, probably about 
500 relatives, plus you've now got the staff's fami-
lies and they're all looking to this single point to keep 
everyone safe, keep everyone well, keep everyone 
communicated.” 

(#22, RN for 20– 24 years)

Many nurses worked with only a couple of senior nurse col-
leagues and due to the constantly- shifting care and policy landscape 
they were frequently the key information point on and off duty. 
They described being called for advice when they were off duty and 
not being “left alone.” Several reported a sense of responsibility to 
remain at work especially as a few staff felt unsafe and were absent 
from work in the early days of the pandemic, and later as staff went 
off sick with COVID- 19. The situation was exacerbated by govern-
ment guidance on non- transfer of staff across care settings which 
meant care- homes could not draw on agency staff, leading to con-
tinuous shifts:

“Friday Bank Holiday I worked, and then on Easter 
Sunday, my night nurse rang me at home [to say she 
couldn't come in], and I came into work at lunchtime 
on a Sunday and I didn't leave until the Wednesday 
morning.” 

(#18, RN for 5– 9 years)

This was in part accompanied by a sense of obligation to colleagues 
as well as responsibility to care for residents:

“We need to cover a lot of shifts …we need to work 
more than usual, a lot of extras. It's really hard be-
cause it became like a mental thing, feeling obliged to 
the rest of the staff and the manager.” 

(#5, RN for 5– 9 years)

Obligations and moral responsibilities are intrinsically entwined 
within the essence of nursing as seen in this extract highlighting a 
sense of duty:

“I remember sitting at my desk phoning him [hus-
band], crying, saying, “If I've got to stay here and get 
sick, then you can't go to work because the children 
need you.” God, saying that actually makes me feel 
quite teary, even then being really quite upset and a 
bit overwhelmed by the enormity of that, I can't leave 
my residents and as a nurse I have to do my duty, 

that's the word I'd use, and that was coming above 
my children.” 

(#22, RN for 20– 24 years)

In summary, during the COVID- 19 pandemic the usual bound-
aries of statutory obligations and professional responsibilities 
were dismantled, and these nurses appeared to become morally 
obligated to give of themselves 24 h a day, often at a personal 
emotional cost. This raises ethical considerations around bound-
aries of how much nurses may be expected to work in emergency 
situations.

Competence

The training and registration processes in nursing are designed 
to ensure RNs are competent to provide care, the third aspect of 
Tronto's framework. The worldwide restrictions on social distanc-
ing in place during the pandemic changed the ways in which resi-
dents' care was delivered. Nurses explained that instead of being 
one of a team of healthcare professionals supporting residents 
in the care- home they became the only healthcare professional. 
Now when a resident's health declined, they needed to make 
judgments on severity of symptoms, relay this to doctors or other 
health professionals through virtual mediums, and then give the 
resident complex treatments that might more usually have been 
provided by specialist external professionals. This increase in clini-
cal activities was welcomed by most of the nurses as a way of en-
hancing others' awareness of their skills, “It empowers you, I think 
the pandemic has empowered nurses” (#9, RN for 10– 14 years). They 
explained the new ways of working in the pandemic had provided 
an opportunity to increase their clinical competency to better pro-
vide holistic care:

“It just makes you a better practitioner, … that will 
improve your nursing knowledge, your nursing skills…
you look at the bigger picture more …. you're looking 
at the resident on a more holistic approach [includ-
ing] mental health …. I'm not a mental health nurse, I 
would have never thought about monitoring that be-
cause that's not my area, but now you do.” 

(#6, RN for 5– 9 years)

During the interviews, nurses reflected on learning they had 
gained, although in the moment it had not been evident to them. 
Learning on the job due to the “newness” of the COVID- 19 illness 
caused some to question their competence to care and their profes-
sional responsibility:

“We weren't aware of how the breathing would 
change and how much that individual would struggle 
…when you can't support someone you almost start 
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to feel inadequate yourself, because you always want 
to do something to relieve.” 

(#17, RN for 40– 44 years)

At end of life the absence of family carers was highly emotive 
for some nurses. One nurse explained how the usual end- of- life 
care would involve sitting with a resident and family and holding 
the resident's hands, but COVID- 19 restrictions inhibited that 
usual care:

“I'm having to speak to these loving children of this 
man …where they're having their last conversation on 
the phone…and that's still with me, a year later.” 

(#4, RN for 20– 24 years)

Several nurses explained that they had increased their awareness 
of end- of- life care and now the whole staff team had received training. 
For a few it had prompted them to have earlier conversations with fam-
ily about what end- of- life might look like.

A small number of nurses voiced concerns that decisions made 
about treatment of older residents may not have been ethical, and 
they questioned their professional and moral role in this:

“Some decisions were made during that time which, 
I think, were questionable … some treatments that 
did not occur due to COVID…. and I have no doubt 
that some people died that could have been pre-
vented. My professional role, me as a nurse… I was 
faced with the conundrum, I could understand why 
people were making clinical decisions not to admit 
to hospital but I couldn't agree with that … did I fail 
as an advocate for that person? Should I have tried 
harder, should I have explained more, should I have 
fought harder? … Or do I accept it that for the good 
of majority, some decisions were made that affected 
the minority? 

(#8, RN for 25– 29 years)

The complexities of providing competent care to residents are at 
the core of nursing, but within a care- home environment the regis-
tered nurse is often the only clinically qualified person on duty and 
the majority of nurses interviewed said they took responsibilities for 
ensuring the wellbeing and staff of colleagues as well as residents.

Part of the responsibility to colleagues was being able to com-
petently assimilate and transfer into action the changing guidance 
on infection control and ensure the staff enacted the guidance. This 
went beyond direct care staff:

“I wouldn't have taken any notice before to what 
cleaners were doing. I didn't really care what they 
were doing…. Whereas now, sort of wondering what 
they're doing, what is the guidance.” 

(#12, RN for 10– 14 years)

In summary, these nurses fulfilled their ethical responsibility to 
provide care, but the restrictions and uncertainty of how the disease 
would progress, especially in the oldest old, led some to state they 
gave care that did not meet their personal and professional standards. 
A consequence of these potential limitations on competence to care 
appears to have been a desire to improve practice and conversation 
about end- of- life care. For some there is a legacy of doubt about 
whether residents suffered due to decisions made about management 
of healthcare resources and the priority to prevent infection; leading 
some nurses to experience moral injury.

Responsiveness

Nurses in care- homes provide care to some of the most vulnera-
ble people in the community. This study did not collect residents' 
accounts of how they received the care and in the interview data 
there were few accounts of how residents responded to nurses' 
care. Rather, what was recounted was how others including rela-
tives, care- home managers, and mandatory inspection agencies re-
sponded to the care these nurses provided to vulnerable residents.

During the pandemic there was a shift in how relatives re-
sponded to the care given by the nurses. In the early weeks every-
one thought the restrictions would be short- term and there was a 
general feeling that nurses were “doing the right thing” keeping res-
idents safe. However, as the pandemic and associated care- home 
visiting restrictions continued there was an emotional shift in the 
way restrictions to protect residents were viewed by relatives, lead-
ing to some expressions of mistrust. Frustration and anger at not 
seeing residents escalated for some relatives as restrictions on visit-
ing continued after public social contact increased. Here the nurses 
often experienced extreme, negative responses from relatives. This 
caused angst in many of the nurses:

“I had relatives shouting down the phone, shouting at 
the door. I got blamed for COVID at one point. And 
even though you wanted to scream at them not nice 
things you had to kind of stay professional, and some 
of the things that people were saying to you, it was 
just awful.” 

(#19, RN for 15– 19 years)

Relatives' lack of understanding of the demands on care- home 
nurses and their staff was also evident in nurses' accounts of 
the responses they received from regulatory inspection bodies. 
Nurses explained that rather than solidarity with external bodies 
they felt they were frequently criticized rather than supported. 
Each time there was COVID- 19 infection in the home this was re-
ported, and inspections took place. Here, one nurse explains how 
they challenged an inspection report where there was a lack of in-
sight into the difficult circumstances staff were working through. 
She wanted recognition for her staff and respect for the work they 
were doing:
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“I had to phone them up [the regulatory body] and say 
look, my staff are upset with the way that you're con-
ducting this investigation, what they need to be told is 
that they are brilliant, that they are wonderful, and they 
are working very hard. And bless him, he did send an 
email to say thank you for everything you're doing, and 
I thought good. I felt I really had to defend my staff.” 

(#1, RN for 20– 24 years)

In many accounts it appears that nurses, the care- givers, might also 
have needed to be care- receivers but that this was rarely available. 
Many spoke to the harrowing nature of their work and while their ac-
counts of residents dying were varied, all had aspects of grief which at 
the time of the interview appeared unresolved:

“Twenty- two residents died and the one weekend 
where we lost something like eight or nine it was trau-
matic, it was harrowing.” 

(#13, RN, years of experience not disclosed)

In summary, while the ways in which care was received by resi-
dents was not formally considered in this emergency situation, nurses 
reported working to do their best for residents. Additionally, nurses re-
ported the needs of relatives conflicted with the nurses, making those 
nurses vulnerable to criticism. These conflicts resulted in, and exacer-
bated, the nurses' emotional turmoil from unresolved experiences of 
grief on residents' and colleagues' deaths.

Solidarity

In 2013, Tronto revised her ethics of care to include solidarity which 
encompasses collective responsibility situated within communica-
tion, trust, and respect (Tronto, 2013). Solidarity was seen within 
individual care- homes, but there was an absence of solidarity with 
other healthcare organizations and in the public narrative which fo-
cused on hospital care.

The majority of nurses interviewed spoke of the ethos of staff 
in the care- home being to: “Work together, stick together, pulling 
together.” (#3, RN for 5– 9 years). However, it was noted that in the 
early stage of the pandemic fear for one's own safety led to some 
staff being absent.

Being able to talk to colleagues and friends who were also nurses 
was important for all, nurse interviewees explaining that family and 
lay people would not understand:

“My partner would not understand what it's like to be 
in here on a Saturday afternoon when the sixth per-
son in one day dies. Nurses would understand; they 
were here, they felt the same.” 

(#12, RN for 10– 14 years)

For some the need to work as a team with collective responsibility 
was increased. This flattened management structures and improved 
communication between qualified staff and unqualified staff, direct 
care staff, and administrative colleagues.

“There was this glue that was holding us all to-
gether which was the desire to do the best by our 
residents. We had to become resident's families. 
We had to become each other's families because 
we weren't seeing our own families. We were all in 
it together, the hierarchy got smashed. Yes, I'm the 
one at the computer, reading the data, working out 
what we've got to do next but actually in the same 
breath, I was the one in a carer's uniform, dealing 
with personal care and helping people have drinks 
in the midst of it.” 

(#22, RN for 20– 24 years)

The solidarity experienced within the home was not acknowledged 
by wider society. Within the UK there was government- led campaign 
to recognize the National Health Service (NHS) with a weekly public 
clap (Bowman, 2020). Several weeks elapsed before this public ac-
knowledgment was extended beyond NHS staff in hospitals to all peo-
ple providing care, leading participants to feel an already- undervalued 
nursing role was now forgotten:

“Like I said, there's a lot of us nurses out there but 
there's a few of us that have been forgotten….I'm not 
looking for a massive thank you or anything. It would 
have been nice to have been remembered.” 

(#15, RN for 30– 34 years)

The pandemic illustrated the way that each care- home functioned 
as a distinct small community. Although nurses predominantly spoke of 
pulling together, with flattening of hierarchical structures, this was not 
experienced universally among our study participants. One nurse who 
was not in a management position felt isolated as they were moved 
from their usual place of work to avoid cross- infection. Furthermore, a 
minority of nurses explained that they felt unsupported and for some 
the consequences were a lack of understanding of the demands they 
faced. A couple said this led to them considering leaving the care- home 
sector.

“My main reason for leaving is because I felt so unpro-
tected and I felt that my wellbeing wasn't considered 
or taken into account, not necessarily by my boss but 
external processes” 

(#1, RN for 20– 24 years)

However, despite the personal and professional ethical demands, 
the majority felt a sense of pride in the care they had provided:



234  |    COVID-19NURSINGINCARE-HOMES

“This pandemic's taught us as nurses just regardless 
of our status or how long we've been a nurse, we've 
nursed in the pandemic, and I think that's something 
to be proud of.” 

(#9, RN for 10– 14 years)

In summary, nurses stated all levels of staff in the care- home 
worked together. There was a collective responsibility to care for res-
idents and each other, but the registered nurse was the leader of the 
team. Nurses repeatedly spoke of being abandoned by other profes-
sionals and for a few this absence of collective responsibility led to 
them becoming disillusioned in the role of care- home nurse.

DISCUSSION

Our results provide detailed experiences of RNs working in older 
people's care- homes during the COVID- 19 pandemic. Drawing on 
Tronto's ethics of care framework enabled us to characterize in novel 
ways what it meant to be a qualified RN with statutory professional 
responsibility and accountability, when working in a care- home dur-
ing a time of international crisis or disaster, described as “a destruc-
tive event that overwhelms resources” (Ibrahim & Aitken, 2021). RNs 
experiencing professional and personal ethical challenges drew on 
their essential professional ethical stance to negotiate work prac-
tices during a complex public health humanitarian emergency, re-
sulting in personal cost for their mental health and wellbeing (Gray 
et al., 2021). Pre- COVID- 19, there was little research exploring the 
effect of pandemics on care- home nurses or care- home workers' 
wellbeing, although a qualitative enquiry about care- home RNs' ex-
periences during natural disasters (mainly earthquakes) observed 
that RNs preserved a robust professional sense of duty, obligation 
and responsibility (Scrymgeour et al., 2020). Previous research ex-
ploring health workers' distress in respiratory pandemics, such as 
the 2003 SARS and 2012 MERS pandemics, indicates that mental 
health disorders are common in the immediate aftermath, but the 
long- term effects are poorly understood (Allan et al., 2020), although 
it is generally agreed that ongoing mental health support is essential 
(Gray et al., 2021; Greenberg, 2020; Maben & Bridges, 2020). This 
previous research tended to focus on hospital- based workforces, 
mainly because in previous pandemics, numbers affected were 
lower and those affected were more likely to be treated in hospitals. 
This is in contrast to the higher numbers seen in the COVID- 19 pan-
demic coupled with higher transmissibility, increased vulnerability 
in older people, and in the UK at least, early government policy of 
discharging infectious patients into care- homes to increase hospi-
tal bed- space (Rajan et al., 2020). Thus, care- homes, as well as hos-
pitals, were on the frontline (Bunn et al., 2021; Zipf et al., 2022). 
There is a growing body of work on the effects of the COVID- 19 
pandemic on the care- home workforce, and our study adds to this. 
By using the lens of Tronto's framework of ethical care we are able 
to distinctly examine and report on the micro (personal), meso (care- 
home) and macro national polices and public discourses in relation 

to attentiveness and responsibility to provide good care and the 
consequences of when this was not possible; the demand and will-
ingness to extend professional competencies; the responsiveness of 
relatives and care regulators to care provision and the way in which 
the care- home workforce worked together. We now explore each 
component drawing on literature to situate our discussion in a regis-
tered nurses' professional sense of duty, obligation, and responsibil-
ity (Fletcher et al., 2022).

When striving to be attentive to residents' needs and fulfill re-
sponsibilities to deliver high- quality care, the two areas of greatest 
concern to nurses in our study were providing end- of- life care and 
imposing visiting restrictions. RNs reported being conflicted, find-
ing themselves providing “unfinished care” and prioritizing profes-
sional care over relational care (Molterer et al., 2020). Unfinished 
care, a phenomenon described pre- pandemic, is where limited re-
sources mean that some care is missed, rationed or left undone 
(Jones et al., 2015). This is of particular relevance in times of cri-
sis where many of the underpinning causes, such as staff short-
ages, underfunding and prioritizing increased complexity of care, 
are exacerbated (Norful et al., 2022). Mantovan et al., in their 
hospital- based qualitative study, linked nurses' experiences of un-
finished care with moral distress because of the accentuated gap 
between the ideal of nursing care and what is possible given the 
circumstances, especially when technical aspects of care are pri-
oritized over relational aspects (Mantovan et al., 2020; Molterer 
et al., 2020). This was no different for RNs working in care- homes 
although additional burdens of isolated working, greater scar-
city of resources and lack of recognition regarding their special-
ist skills led to greater risk of moral distress. Nurses in our study 
reported all these issues, identifying that their ability to provide 
high- quality, personalized care at the micro level was impacted by 
decisions made at meso and macro levels, over which they had no 
or little power, thus feeling disempowered by the process. Further, 
care- home RNs found themselves making decisions and relying 
on guidance that had a limited evidence- base (Palese et al., 2022). 
Regulatory bodies created policies and guidelines, often generic 
rather than care- home specific, and not always aligned with each 
other, so care- home staff had to interpret and apply to local need, 
and justify decision- making to regulatory bodies when one guide-
line or policy was favored over another. Moral distress and the toll 
on mental wellbeing were perpetuated and ongoing.

Strengths and Limitations

Throughout this study, we worked alongside our Advisory Group, a 
group of care- home RNs currently working in care- homes (separate 
from any that interviewees were working in). The group were able 
to provide additional and deeper insights to the development of the 
study and the interpretation of findings, as well as confirming the 
validity of findings. The Advisory Group were in a distinct position 
of being advisors on a study entirely relevant to themselves and the 
work they were involved in (Chapman- Wright et al., 2022).
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Although advertised nationally, participants in this study came 
from two of the four devolved nations of the UK (England and 
Scotland), and some had trained overseas. The Scottish healthcare 
system, while very similar to the English system, operates inde-
pendently. Participating nurses represented a range of care- home 
roles, such as staff nurses, managers, and senior management. Even 
so, themes were germane, and no differences surfaced that specifi-
cally related to role, country of work or training, or timing of the in-
terview. Interviews commenced prior to, and during, the Delta wave 
in the UK, although we were into the second year of the pandemic. 
The context of timing is crucial to understanding the sustained im-
pact of working during a period of a prolonged and ongoing crisis. 
Internationally, while timings of waves may have differed, many 
countries experienced similar issues within their care- home systems, 
with care- home workers, and RNs in particular, having to compro-
mise on their care and be accountable for that to their professional 
bodies, with the concomitant effect on mental wellbeing as this im-
pacted on their ethical belief systems (Calcaterra et al., 2022; Laher 
et al., 2022; Molterer et al., 2020; Savage et al., 2022), thus findings 
are likely transferable. Further value could have been added to this 
study if we were able to re- interview participants at ongoing stages 
of the pandemic, including during the recovery period, to determine 
longer- term impacts on well- being and coping mechanisms. Due to 
time and funding constraints, we were unable to interview care- 
workers, residents, or relatives about how nursing roles were per-
ceived, although this would have provided additional insights.

We addressed Guba and Lincoln's four criteria of credibility, 
transferability, dependability, and confirmability to ensure trust-
worthiness and rigor in this qualitative study (Lincoln & Guba, 1985). 
The characteristics of the research team are described in meth-
ods, Section 2.6, and we provided detailed accounts of our meth-
ods including recruitment, purposive sampling, data collection, and 
analysis. We sampled until data saturation was reached, undertook 
respondent validation with interviewees, and triangulated accounts 
between interviewees. We undertook a code- recode strategy, du-
plicated coding on four transcripts, and met regularly for analytic 
discussions. Our Advisory Group of care- home nurses were involved 
in the interpretation of findings. These steps ensured that the inter-
pretation of findings were clearly derived from the data and the thus 
findings are transferable.

Using Tronto's ethics of care framework, which sees care as ac-
tion and a practical expression of interdependency (Tronto, 1993), 
we have highlighted the narratives of care- home RNs who experi-
enced first- hand the failings at the macro, and in some cases the 
meso levels, in preparing and supporting RNs to take on the respon-
sibilities expected of them at the micro level. RNs strove to fulfill 
their professional responsibilities, but at a personal cost.

Effective support for care- home RNs in their recovery will 
come from a deep understanding of the factors which impacted 
on their mental wellbeing and the ways they were affected, so that 
theory- informed approaches for ongoing and future support in this 
distinct professional group can be developed (Queen's Nursing 
Institute, 2020), as well as ensuring that planning and preparedness 

for possible future disasters are tailored to care- home environments 
(Zumla, 2022).

Lessons learned from the COVID- 19 pandemic for 
informing future policy

This study highlighted that RNs who were working in care-  homes 
were unprepared for the extraordinary situation they found them-
selves in during the COVID- 19 pandemic, and that this impacted 
their mental health and wellbeing. RNs had to manage a highly infec-
tious novel disease, associated with high mortality, in residents al-
ready living with complex clinical conditions. They did this alongside 
staff shortages, constantly changing and conflicting guidelines and 
with minimal external health professional support. There are many 
lessons to be learnt to support recovery from the current pandemic 
and ensure appropriate policies are in place in preparedness for the 
next pandemic. These include:

• bespoke mental health and wellbeing strategy for RNs working in 
care homes in the current pandemic recovery period, and ensur-
ing that this is ongoing and adaptable for future pandemics and 
disasters

• wider professional and government recognition of the specialist 
skills required of care home RNs

• consideration of the possible impact of future pandemics and di-
sasters on care homes

• involvement of care- home RNs in the development of disaster- 
response policies in care homes

• consistency of guidelines and research- informed methods for ef-
fective communication of guidelines

CONCLUSIONS

Drawing on Tronto's ethics of care framework, this study highlights 
the impact of the pandemic, a public health crisis, on care- home 
RNs and how care was impacted. Pre- pandemic, care- homes were 
already known to be disadvantaged, with care- home RNs experi-
encing a range of adverse mental health conditions. The pandemic 
exacerbated both the adverse mental health conditions and moral 
distress experienced by care- home RNs, and the contributing factors 
causing these conditions, in particular professional isolation and lack 
of preparedness. Care- homes are distinct institutions, where older 
people with personal and nursing care needs live together in envi-
ronments where these needs can be met by paid carers in “homely” 
environments, often for lengthy periods. Thus, residents and their 
carers form close personal bonds, with many often describing the 
relationships as akin to those of family. Understanding the distinct 
nature of care- home nursing and the impact of a crisis on care- home 
nurses' wellbeing is helpful for ensuring preparedness for future cri-
ses, particularly those caused by infection, which experts believe are 
inevitable. Most importantly, support for care- home nurses should 
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be tailored for their particular needs and circumstances, rather than 
being included (if at all) in general healthcare support.

CLINICAL RESOURCES

1. Queens Nursing Institute Care Home Nurses Information Hub: 
https://qni.org.uk/nursi ng- in- the- commu nity/care- home- nurse s- 
netwo rk/care- home- nurse s- infor matio n- hub/

2. Agency for Healthcare Research and Quality (AHRQ): https://
www.ahrq.gov/nursi ng- home/resou rces/search.html

3. THRIVE Website: https://www.uea.ac.uk/about/ schoo l- of- 
healt h- scien ces/resea rch/proje cts/under stand ing- the- disti 
nct- chall enges - for- nurse s- in- care- homes - learn ing- from- covid 
- 19- to- suppo rt- resil ience - and- menta l- wellb eing
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