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Abstract
Introduction: In this qualitative study, care providers from
long-term care homes were interviewed to explore how they
experienced, coped with, and adapted to care shifts during
the COVID-19 pandemic. Methods: Thirteen multidisciplin-
ary care providers and 24 supervisory and administrative
staff participated in either a focus group or individual in-
terview between July 2021 and February 2022. Participants
were front-line care providers in 5 urban long-term care
homes in western Canada. Results: Care providers described
negative impacts on residents and family members related
to service delivery, restricted visiting, and quarantining
protocols. They also identified negative impacts they ex-
perienced as care providers including fear and uncertainty,
exhaustion, concerns about care provision, lower morale,
and job self-efficacy. Buffers to stress comprised working as
an integrated team and organizational support.
Opportunities for growth and development and being
adaptive were also described. Recommendations focused
on organizational pandemic readiness and the importance

of holistic care. Conclusion: These findings highlight the
need to proactively ensure a supportive infrastructure,
wellness-promoting work culture, and a sustainable
resource plan to help care providers pivot and adapt in a
pandemic. © 2025 S. Karger AG, Basel

Plain Language Summary
The COVID-19 pandemic drastically impacted processes of
care and the well-being of residents in long-term care fa-
cilities. Related to these shifts, this paper addresses the
experiences of long-term care providers during the pan-
demic. In this study, 13 front-line and 24 supervisory and
administrative long-term care staff participated in either a
group or individual interview between July 2021 and Feb-
ruary 2022. Findings from these interviews revealed pro-
found impacts on care providers including deleterious
physical andmental health impacts. However, care providers
also demonstrated resilience, and relied on individual and
community assets to buffer the negative impacts. These
findings highlight the need to be proactive in providing
infrastructure that promotes well-being and a sustainable
plan to help care providers pivot and adapt in a pandemic.

© 2025 S. Karger AG, Basel
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Introduction

With the emergence of the COVID-19 pandemic, mul-
tiple drastic service changes in long-term care created cas-
cading negative psychosocial impacts on care providers. Over
the past 3 years, studies have documented that long-term
care personnel experienced substantial stress, anxiety, de-
pression, insomnia, and burnout [1, 2], largely due to in-
creased workloads [1, 2], staff shortages [2], insufficient
personal protective equipment (PPE) and preparedness
planning [3], lack of time to review public health protocols
[3], and strains on quality care to residents and their families
[3, 4]. Negative psychosocial impacts such as trauma and
anxiety emerged due to fear of potentially contracting
COVID-19 [1, 4, 5] and risk of spreading the virus to res-
idents and staffmembers [1, 4]. This concernwas amplified if
long-term care providers were worried about COVID-19
infection risk due to their own age or coexisting health
condition [6], and/or feared they might infect members of
their own families [6, 7]. Other impacts such asmoral distress
were reported by long-term care staff who witnessed resi-
dents’decline, distress, and/or death [1, 6, 8]. However, Brady
and colleagues [9] argued that negative psychosocial impacts
may be attributed not only to stressors emerging from the
pandemic, but also from prior service delivery gaps such as
organizational issues and inadequate levels of staffing.

Ongoing and Contextual Stressors
Studies have documented that ongoing changes in public

health protocols created a demanding workplace that was
further challenged by a decreased number of workers due to
COVID-19-related impacts (e.g., staff not working due to
having acquired COVID-19, staff unable to work in more
than one long-term care home, staff choosing to leave the
profession [3, 10, 11]) and/or historic or longstanding staffing
gaps (e.g., an insufficient number of staff, lack of a hiring pool
equipped to work in long-term care [3]). Intensified and
stressful work environments were associated with organi-
zational factors such as insufficient resources for ongoing
screening [3], gaps in strategies to attain PPE on a continuing
basis [3, 12, 13], lack of timely and accurate information from
managers and/or public health authorities [3, 14], and im-
plementation strategies that were not sufficiently tailored to
existing physical spaces (e.g., lack of resources or expertise to
ensure safe and socially engaging communal spaces [11]).
Lastly, stressors emerged due to, among multiple reasons,
negative public and media coverage, including messaging
focused on many strains, restricted visitation, and multiple
deaths in long-term care settings, particularly in the early
period of the pandemic. Such challenges lowered morale
among residents and care providers [10, 12].

Adaptation to Workplace Stress
The ongoing stressors experienced by long-term care

providers resulted in mixed experiences. The literature
documents that long-term care providers used multiple
strategies to cope with stressors such as positive thinking,
humor, attentiveness to the moment, relaxation, exercise,
stress leave, and accessing mental health supports [4, 8,
14]. An individual and/or collective sense of pride or a
sense of satisfaction and dedication to their work further
mitigated the effects of stress [1, 8, 13]. Other strategies or
factors to mitigate stress were practicing infection control
strategies (e.g., washing hands, social distancing [4]), and
gaining accurate and timely information [15]. Peer
support was noted to buffer stress as care providers relied
on their peers for emotional support and guidance [7, 8,
14]. Collaboration between organizations was reported as
a resource to address organizational needs such as staffing
challenges [10] and PPE issues [16]. Engagement with
external public health groups assisted in managing out-
breaks and disseminating public health information [16].

Long-term care providers also identified negative or
challenging coping responses. These included increased
alcohol intake, stress leaves, isolation, struggle in being
unable to change work-related situations, and feeling
“stuck” [4].

Despite the emergence of studies documenting pan-
demic impacts in long-term care facilities, as noted in this
literature review, knowledge gaps remain. Existing studies
have often focused on negative psychosocial impacts, with
limited information on adaptative strategies undertaken by
long-term care providers during the pandemic. There are
few studies from a Canadian context. Studies have largely
drawn on a nursing perspective [10]; however, more recent
work has brought increased interdisciplinary focus (e.g.,
staff in recreation, nursing, dietary services, and house-
keeping [4, 8]), and recommendations are limited specif-
ically related to pandemic planning, practice adjustments in
the crisis, and post-pandemic recovery in this sector. Given
these gaps, more research is needed to explore how the
COVID-19 pandemic impacted care providers and their
daily practice, with recommendations for proactively
moving forward. To this end, this study examined the
experiences of front-line long-term care providers, su-
pervisors, and administrators across disciplines.

Methods

We used a convenience sampling approach [17],
with the additional aim of sample diversity, to recruit
long-term care providers who worked during the
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pandemic. Interdisciplinary long-term care providers
were recruited from multiple urban long-term care
homes in a western Canadian region. Eligible partici-
pants were multidisciplinary care providers, supervi-
sors, or administrators all working on the front-line in
long-term care during the pandemic. They were
identified based on a listing of staff within recruitment
sites. Study information was cascaded via email and
posters, and we invited all who wanted to participate in
the study to learn about project aims and participation
details. If interested in participation, care providers
were sent information about the study. Those who
chose to be involved in the study were contacted by a
research team member to schedule their participation
in an interview or focus group, based on availability and
preference of data collection format. Focus groups
comprised 10–15 participants per group. Focus group/
interview questions elicited (i) the experiences of
working in long-term care during the COVID-19
pandemic, (ii) the impacts of the pandemic on residents
and care providers, and (iii) recommendations for care
provision in a pandemic. These recommendations
emerged from questions asking about lessons learned
for pandemic planning relative to responses and
practices. The semi-structured focus group/interview
guide was created by the research team who collectively
brought expertise in qualitative research (D.B.N., R.Z.,
J.H.) and gerontology (J.H., N.V., J.N.). Interview/focus
group guide questions were informed by the literature
and findings gained from previous COVID-19 studies
[18–20], conducted by team members (D.B.N., R.Z.).
Interviews and focus groups were facilitated by research
team members (a research assistant trained and su-
pervised by the research team, D.B.N., R.Z. and J.H.). In
total, the research team conducted three focus groups
and two individual interviews. We sought to balance
power dynamics in the groups by inviting participants
to take turns, thus encouraging all to have opportunity
to share their perspectives.

All interviews were recorded, transcribed verbatim,
and analyzed using a content analysis approach [21, 22].
This approach is useful for studies with an exploratory
aim to ground data within the perspectives of partici-
pants. The data were analyzed using a three-step process:
(1) reading transcripts multiple times to get a sense of
the data (reviewing), (2) analyzing transcripts using an
inductive approach (organizing), and (3) determining
the underlying meaning of the data (reporting). The data
were inductively organized into themes using a three-
step process: (1) coding transcript data into meaning
units (open coding), (2) organizing meaning units rel-

ative to emergent categories (creating categories), and (3)
interpreting these meaning units and categories (gen-
erating themes). Analysis was undertaken by one team
member (R.Z.), with other team members (D.B.N., J.H.)
reviewing a portion of the coding, and supporting the
categorization of codes, and the generation and con-
firmation of themes. Rigor was ensured through data
saturation and an appraisal of the fit of emergent themes
[23, 24], and peer debriefing [24] with team members
working in gerontology or pandemic practice and/or
research.

Results

Thirty-seven care providers participated in either a
focus group or individual interview. Interviews and
focus groups averaged approximately 1 h in duration.
Participants comprised 13 front-line interdisciplinary
care providers in practice areas such as nursing, social
work, dietary/nutrition, physical therapy, education,
occupational therapy, recreational therapy, mainte-
nance, and 24 supervisors and administrators in long-
term care across a range of front-line leadership roles.
Twenty-seven participants were female, 10 were male,
and all had practiced in long-term care prior to and
during the pandemic.

Care providers stated that the COVID-19 pandemic
imposed numerous changes and challenges in workplace
practice that had considerable impacts on residents and
their families, and on care providers. Three broad themes
reflected care providers’ experiences: (1) learning about
COVID-19 and emergent fear and shifts in the workplace,
(2) observing multiple negative impacts, and (3) looking
toward the future. Each theme is described below.

Learning about COVID-19 and Emergent Fear and
Shifts in the Workplace
At the onset of the COVID-19 pandemic, care pro-

viders described multiple experiences and emotions in-
cluding feelings of uncertainty, initial denial about the
occurrence or impact of COVID-19, and feeling over-
whelmed due to challenges such as the vast amount and
changing nature of COVID-19-related information.
Many participants identified concerns about not being
able to provide their best care to residents due to strict
infection control protocols. Some supervisors and ad-
ministrators additionally conveyed experiences of un-
certainty in how to guide front-line staff in their care
practices, including how to ensure safety and adapt to
new service delivery approaches. Finding time to
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efficiently convey new information and engage with
residents and their families was described as extremely
challenging, as an administrator recalled:

It [was] hard to keep up and communicate with all our residents
and families on a more specific level when the orders are
changing on a weekly basis. . .. Just keeping up with those [shifts
in] information. . .. We need[ed] some time throughout [our
day] to organize our thoughts and [determine] who was going to
communicate to the families, and sometimes we overlooked that
and you know, we always gave it to the [staff] on the floor to do
that, but they need[ed] help.

Negative Impacts
Impacts on Residents and Family Members
All participants stated that the COVID-19 pandemic

sparked multiple drastic protocol changes in service
delivery. These changes included (i) shutdowns or lim-
itations of social, spiritual (e.g., religious services), leisure
(e.g., art programs), and recreational services (e.g., ex-
ercise programs); (ii) restricted visiting protocols; and (iii)
intense safety protocols (e.g., ongoing masking, interac-
tion protocols when quarantining in an outbreak). As the
pandemic progressed, such protocols continued yet
shifted, with substantial negative impacts, for instance,
the loss of social, recreational and spiritual programming,
restricted visiting, and strict safety protocols that imposed
deleterious psychosocial impacts on residents. Partici-
pants witnessed drastic physical (e.g., weight loss) and
cognitive decline, lack of motivation, loneliness, and a
sense of helplessness among residents. A participant
stated that strict safety protocols created substantially
challenged living conditions for some residents, notably
those who were asymptomatic, as exemplified below:

If [residents]. . . were a close contact [with a COVID-19 patient],
they would have to isolate for. . . up to two weeks of time and of
course that got extended for quite a few times. So you know, [it
started] with 12 to 14 days, but then it would get pushed maybe
back again for another 14 days, if we got an outbreak, then
isolate again.

Strict visiting protocols also had negative impacts on
residents who had deep relationships with family members
or other supporters and/or who valued practices such as
regularly eating culture-specific foods brought from outside
the care facility. A participant illustrated such a situation:

Outside food is very important for some of our residents because
of the cultural differences, and also they associate visits with their
loved ones bringing in food so that was stopped when there were
changes with no family members coming into the facility.

Restricted visiting and quarantining protocols variably
imposed negative impacts on residents who had addi-
tional cognitive issues, as illustrated by a participant:

For our security units, memory care units and dementia units,
those residents generally speaking might be to some degree [a]
little blissfully unaware that the pandemic is going on. But for a
lot of them unfortunately, we see maybe a quicker decline or. . .
their dementia progressing a little bit more as they struggle with
the isolation.

Participants observed negative psychosocial impacts
(e.g., confusion, fear, lack of control) among residents
who were not certain about how to handle changing
COVID-19 protocols or were anxious about risks of
infection spread. In contrast, several care providers ob-
served that some residents seemed less impacted by
protocol changes. For instance, some had negligible fear
about their risk to the virus or adapted relatively seam-
lessly to changing protocols. A participant recalled that
some residents had quickly mastered the use of remote
technology to maintain contact with their loved ones.

Beyond residents, care providers observed substantial
psychosocial impacts on residents’ family members. For
instance, some family members were deeply distraught
due to their inability to support their loved ones’ physical
and mental health particularly during lockdowns and
quarantines.

Impacts on Care Providers
Care providers recalled largely negative impacts on

themselves and their colleagues as a result of pandemic
shifts. Many described multiple stressors in their profes-
sional and personal lives. Stressors included (i) fear about
contracting COVID-19, (ii) risk of infecting residents, (iii)
uncertainty about safe and effective practice due to a lack
of targeted information and/or changing information and
protocols, (iv) exhaustion due to lengthy shifts on an
ongoing basis, (v) lower morale due to heightened media
coverage on the deficits of long-term care during the
pandemic, (vi) a desire and pressure to optimize quality
care in the face of aversive circumstances, (vii) continually
needing to justify restrictive operational protocols to
residents and their families, and (viii) the need to fre-
quently update families about protocol change. The
workplace at this time was characterized by terms such as
frightening and uncertain, resulting in moral distress due
to ongoing strains imposed by the pandemic.

Decreased job self-efficacy and satisfaction were de-
scribed by care providers as they managed multiple
tensions. For instance, participants described struggle in
wanting to provide optimal care, yet adhering to re-
strictive protocols particularly early in the pandemic.
These shifts were viewed to impede the quality of care that
could be provided, as illustrated by a front-line care
provider:

4 Gerontology
DOI: 10.1159/000545782

Nicholas et al.

D
ow

nloaded from
 http://karger.com

/ger/article-pdf/doi/10.1159/000545782/4365513/000545782.pdf by O
regon H

ealth & Science U
niversity user on 03 June 2025

https://doi.org/10.1159/000545782


I know very early on with all quarantines and isolation stuff, I
felt quite guilty. . .. You just felt completely overwhelmed and
guilty that you can’t possibly reach more residents . . . so there
was a lot of guilt.

In another example, lowered job self-efficacy was as-
sociated with managing multiple demands and stressors,
as described by the following participant:

I don’t think any of us was able to provide the level of care that
we normally do in regular days. It was fear, it was the increase in
workload, it was the PPE donning and doffing, it was the res-
idents eating meals in their rooms rather than coming to the
dining room which has significant impact on the workload for
healthcare workers, not to mention [residents’] own mental
health. . .. So it was nowhere near where we normally
provide care.

Many care providers adopted new roles such as
navigating visitation restrictions and addressing the
heightened anxieties of others. As a result of adopting
such new roles and the strains being experienced, par-
ticipants described feeling overwhelmed, as illustrated
below:

[Residents] couldn’t see their family members [so] you became
their family, their friend, their like everything. [For] some people,
in my experience, I had to be the last person that they saw before
they [died] so it was incredibly [difficult]. . .and you take that
home with you and then you can’t sleep. . .. Just overwhelming.

For supervisory and administrative staff, managing
quality care and supporting staff became a constant
concern, along with other substantial stressors (e.g., out-
breaks, fear, loss, grief). Stressors were described to have
been managed in varying ways. Some participants de-
scribed both negative coping responses (e.g., excessive
drinking, not sharing with family about their stress) and
positive coping responses (e.g., being hopeful, praying,
sharing feelings with colleagues). Team cohesion and
working as an integrated unit emerged as a buffer to stress.
Beyond working together, contributing to needed tasks “in
the moment” and fulfilling additional roles, organizational
support was deemed crucial to helping staff manage daily
stresses. Those in leadership roles described frequently
checking in with staff to hear their experiences and
concerns, and identify ways to support them.

Looking toward the Future
Lessons Learned
Although the COVID-19 pandemic was primarily de-

picted as a vastly difficult experience, participants also
identified opportunities for learning and growth. Some
reported new opportunities to improve their practice. For
instance, several participants described advancing tech-
nology skills (e.g., learning to offer care via online plat-

forms), deepening organizational capacity (e.g., efficiency
in multitasking), and recognizing relational and empathic
strengths in themselves (e.g., increased compassion,
person-centeredness, greater understanding of others’
needs). Several participants felt that they had adapted by
being creative, listening to different perspectives when
resolving a problem, and practicing flexibility in care. They
described deepened experience and knowledge regarding
the essential role of emotional and social care in promoting
wellness among residents, and the value of staff collegiality
and self-care in fostering team resiliency and adaptability.

Recommendations
Recommendations offered by participants were largely

oriented toward improving pandemic readiness, ensuring
strong resident-staff relationships and communication,
and building staff and system capacity. Many participants
highlighted the importance of holistic care that (i) sup-
ports physical, mental, emotional, social, and spiritual
health, and (ii) is tailored to the individual resident and
their needs. Lastly, several participants emphasized the
importance of supporting the involvement of families in
their loved ones’ care even in the context of a pandemic.

To advance staff capacity, participants highlighted the
need for specialized staff (e.g., more licensed practical
nurses), training to address mental health issues among
residents, and resources to support staff well-being. More
funding for staffing and resources was advocated, as was
evidence-based information to advance operational
protocols in pandemic planning, practice during the
pandemic, and pandemic recovery.

Discussion

This study explored the impacts of the COVID-19
pandemic on the work experiences of a small sample of
front-line personnel, supervisors, and administrators in
long-term care. Findings identify deeply challenging im-
pacts of ongoing and shifting public health protocols on
residents and care providers, thus expanding on the lit-
erature that addresses care experiences and their effects on
interdisciplinary workers in long-term care [4, 8]. While
studies have largely examined pandemic experiences from
the perspective of nursing, these findings extend to ex-
periences gathered from a multidisciplinary group.

Implications for Resident-Based Care
Addressing resident experiences, this study indicates

that public health protocols had differential impacts on
residents. Residents with existing challenges such as
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dementia were generally noted as more likely to have
worsening physical and mental health outcomes which is
consistent with other literature [8, 25, 26]. While study
findings resonate with some themes in the literature, new
insights from this study additionally emphasize the im-
portant role of holistic care by the range of disciplines.
Particular areas of allied health care (e.g., emotional
support during resident isolation or worry, recreation
amidst restrictive visitation and program reduction,
spiritual care) became deeply important and needed.
Integrating and valuing such disciplinary practices as
essential in health emergencies such as a pandemic are
critical to fostering well-being and stability to the extent
possible in such constrained crises. As highlighted by
participants in this study, ongoing support and activity,
requiring interdisciplinary practice with residents and
their families, are integral to helping residents and their
families orient to service delivery changes and manage
impacts on a daily basis.

Participants noted that during the pandemic, residents
relied on care providers to support their physical, mental,
socio-emotional, and spiritual care on a daily basis. The
intangible features of pandemic-imbued caring such as
heightened compassion, open-mindedness, flexibility,
and a holistic approach emerged as competencies of long-
term care providers in the constrained circumstance of
the pandemic.

Attending to person-centered care further was demon-
strated by attention to equity, diversity, and inclusion in
concrete ways. For instance, ethnoculturally relevant care
incorporates cultural dimensions in daily life activities,
languages used, and food accessed. Study findings illustrated
the importance of saliant practices (e.g., receiving cultural
food to affirm ethnocultural identity and support nutritional
needs, ethnocultural communication/engagement). Such a
holistic care approach seems integral to optimal health and
socio-emotional, relational, recreational, and spiritual well-
being in the face of widespread restrictions and stress
wrought by a pandemic or other large-scale disaster.

In a recent study, long-term care workers (e.g., nurses),
who by default took on supportive roles that traditionally
are offered by family members, notably became more
cognizant of the value of holistic support to residents [11].
As demonstrated in our study, holistic care elements that
might be viewed as less urgent given pandemic restric-
tions actually were practical and ethical imperatives.
Considering not just the aim of survival, but also well-
being and sustainability during and beyond the pan-
demic, needs to be a critical pandemic priority. Boamah
and colleagues [27] found holistic support (addressing
physical, psychological, and emotional needs) often

provided by family caregivers in non-pandemic times
became critical to the well-being of older residents. For
McCormack and colleagues [28], and corroborated
herein, holistic care requires concerted attentiveness to
the whole person by considering the physiological, so-
ciocultural, developmental, and spiritual dimensions of
care need. According to McCormack and colleagues [28],
care requires a holistic approach, working with the cli-
ent’s beliefs and values, sharing decision-making, on-
going engagement with the client and their caregivers,
and a sympathetic presence [28].

Long-Term Care Providers
Care provider participants described inner tension in

balancing safety via adherence to public health and or-
ganizational protocols, in the face of seeking to offer
person-centered care. This tension resulted in provider
experiences of personal and professional stress, which
was heightened by structural and workforce challenges
such as an insufficient number of trained staff and
strained service capacity. Care providers further grappled
with ongoing worry among, and pressures from, residents
and their families to ensure quality of care amidst sub-
stantial constraint, change, and loss of control.

Similar tensions have been highlighted in the literature
as care providers have been reported to have managed
multiple tasks amidst limited staffing and resources [3, 10,
11, 29, 30]. Managing care expectations and risks si-
multaneously was emotionally and ethically challenging
and physically draining for care providers, with impacts
on mental health, professional identity, and profession-
alism [1, 3, 7, 29]. Jones and colleagues [3] suggested that
such tensions could have been lessened by greater pan-
demic preparedness within the long-term care sector.
Further, Genoe and Johnstone [30] noted potentially
heightened challenges during the pandemic for care
providers (e.g., those offering recreation therapy) if their
roles in supporting older adults lack recognition or status.

Findings from our study add depth to the literature
and amplify a call for proactive pandemic planning. For
instance, while recognizing the value of allied health
colleagues in care, the contradictory narrative and reality
of less allied health team engagement (e.g., psychosocial
and spiritual care resources) can be construed to imply
differential priorities of care roles in a pandemic, thus
potentially ascribing greater or lesser value to certain
disciplines and disciplinary activities. Critical reflection
on the contributions of various roles requires consider-
ation in pandemic planning. These findings offer im-
portant implications for capacity building and ongoing
learning to better support interdisciplinary and holistic
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care in the aim of optimal resident, family, and staff
wellness in a pandemic.

Overall, these findings suggest capacity building that
supports proactive adaptation in constrained and evolving
public health circumstances. Examples of such capacity
building are increasingly emerging in the literature. For
instance, one study reported benefits of dedicated external
staff who provided ongoing education about infection
prevention and control to front-line staff and managers,
addressed staff concerns, and offeredmoral support to staff
[16]. Helpful elements reportedly included a supportive
physical presence and a nonpunitive approach in assisting
care providers [16]. This external staff role was supple-
mented by additional teams (e.g., public health) who of-
fered recommendations and supported care providers in
navigating public health protocols [16].

In another example of proactive strategies, nurses in
long-term care homes in Germany created a multi-
professional task force (e.g., quality improvement man-
agers, hygiene specialists, safety officers) to translate
public health requirements to operational protocols as
well as to provide updated and timely guidance during the
pandemic [11]. In a study exploring adaptation strategies,
nurse managers collaborated with external organizations
to address staffing issues [10]. Findings from these studies
reveal the importance of creating sufficient infrastructure
(e.g., a crisis management team, crisis policies) to address
emergent need for protocol changes, provide clear and
tailored guidance to long-term care providers, and effi-
ciently and effectively attend to staffing and resource
gaps. Lastly, relationality and reflection in care teams are
noted to be vital in better supporting and sustaining
relationships among staff peers, and with residents and
their family members [30]. Better understanding how
these relationships evolve has the potential to inform
more comprehensive and targeted support strategies [30].

Organizational interventions and resources promoting
mental wellness among care providers remain a notable
gap. An existing scoping review by Byrd and colleagues
[26] on interventions and policy measures undertaken in
long-term care reveals a dearth of evidence on (i) psy-
chological and rehabilitation interventions that address
psychosocial impact and (ii) measures to support staff,
thus leaving limited knowledge to guide long-term care.

As reflected in this study and other literature, long-term
care providers were resilient by relying on personal assets
(e.g., commitment, compassion, care), support from col-
leagues, managerial support (e.g., check-ins), and/or ex-
ternal mental health support to cope with workplace and
adjustment-related stress [4, 8]. Researchers increasingly
are calling for structural and policy supports to nourish

resilience and promote well-being among long-term care
providers [3, 4]. To support this goal, future research is
needed to explore workplace approaches and infra-
structural elements that foster resilience and nurture well-
being among long-term care providers.

Study Limitations and Recommendations for Further
Research
This study elicited the experiences of care providers

working within long-term care homes in one Canadian
region. Future studies with broader samples and greater
geographic and sectoral reach are recommended, partic-
ularly with long-term care providers who work in public,
private (for-profit), and not-for-profit long-term care
settings. Notably, this research did not cover the range of
types of care facilities (e.g., care levels). Addressing this
diversity is needed in broadening understanding about
pandemic impacts across various care contexts, with the
aim of identifying the range of infrastructural and process
requirements for optimal care and well-being. Our limited
sample did not represent all disciplines (e.g., spiritual care)
who support long-term care residents and their family
members. For instance, Kuepfer [31] highlighted the role of
pastors in providing emotional, social, and spiritual support
to older adults in their rooms at long-term care homes.

While participants came from different disciplinary
backgrounds (e.g., nursing, social work, nutrition, therapy)
and had shared experiences in supporting residents and their
families, we recognize that specific challenges may have
occurred as they provided care as a provider within their
discipline, i.e., unidisciplinary roles of care. For instance, in
two recent studies, youthworkers and educational assistants/
consultants supporting vulnerable youth felt public health
guidance emerging from the pandemic created vague
guidelines on what were “essential” services, impacting what
supports could be offered as well as the visibility and value of
these workers in the collective caregiving discourse [19, 20].
Future inquiry is recommended to understand and address
challenges that emerge across interdisciplinary teams and
within specific disciplines. We also advocate for future re-
search to explore wellness strategies that validate individual
and collective efforts in a pandemic, and nurture well-being
both during and after a pandemic.

In terms of resident and family experiences, future studies
are needed to explore the range of experiences, including
cross-cultural support needs – particularly important for
residents from diverse ethnocultural, faith and linguistic
backgrounds. Examining the lingering and long-term im-
pacts of the pandemic is needed, as is exploring impacts on
family members who could not visit their loved ones, in-
cluding those who endured catastrophic grief and loss such
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as end-of-life during the pandemic. Overall, future studies
are warranted in addressing pandemic processes, strategies,
and impacts in long-term care, with a focus on resource
needs and, in particular, pandemic planning, care provision
during the pandemic, and post-pandemic recovery.

Conclusion

This study has documented pandemic impacts on care
providers in long-term care. Findings amplify the im-
portance of proactive workplace structures and processes,
including a wellness-oriented work culture and the suf-
ficiency of resources. Such workplace and system pro-
activity and responsiveness are integral to more fully
supporting holistic care and ensuring constructive and
adaptive care within and beyond a pandemic.
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