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Abstract

Background During the pandemic in Sweden, the aim was to protect older people, especially those among them
who were sick, frail and vulnerable in residential care facilities. A ban was put on visits at all residential care facilities

in March 2020 to prevent the spread of infection among the older people. This study aims to describe the experiences
of Community Chief Nurses and Registered Nurses who provided medical and nursing care for older people in resi-
dential care facilities and home care during the first wave of the COVID-19 pandemic, and to examine factors associ-
ated with the quality of care.

Methods The study has a mixed method cross-sectional design (STROBE). Data were collected using a web-
based survey that comprised two questionnaires, for Community Chief Nurses and Registered Nurses developed
for the study. Data were analysed using descriptive statistics and logistic regression models, as well as qualitative
content analyses.

Results The majority of Community Chief Nurses reported adequate opportunities to work with management

to handle the COVID-19 pandemic. The Registered Nurses reported that the quality of care, as well as the person’s
safety, was negatively affected during the pandemic. Factors associated with good care were as follows: information-
sharing; ability to comply with hygiene practices; competence in how to care for older persons with COVID-19; a phy-
sician at bedside assessing their health; and support from frontline managers.

Conclusion The study highlights crucial facets that care organizations must address to enhance their readiness
for future pandemics or disasters, ensuring the security and well-being of the older people.
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Background

On March 11, 2020, World Health Organization
(WHO) declared COVID-19 to be a pandemic [1].
Compared with the younger population, older people
(70 years and older) [2] were shown to be affected more
severely by the virus since they experienced higher lev-
els of mortality and more complications [2, 3] Restric-
tions were implemented globally to curb the spread of
the virus and safeguard vulnerable populations [4].

Sweden has 290 municipalities, and each is respon-
sible for the healthcare and social care of older people
in its residential care facilities (RFC) and home care
[5]. In 2018, around 82,000 individuals aged 65 and
older resided in an RCF, while approximately 144,000
received home care [6]. Most of these individuals are
vulnerable and have extensive care needs [6, 7]. Since
RCFs provide both healthcare and social care, they
are regulated under two acts; the Health Care Act [8]
and the Social Services Act [9]. Nationally in RCFs and
home care, there are about 105,000 assistant nurses
(with basic education in care for older people at the
upper-secondary school level), about 60,000 care aides
(no adequate formal education) and about 16,000 reg-
istered nurses (RNs). A community chief nurse (CCN)
has the highest responsibility for the provision of medi-
cal and healthcare in the municipality and is respon-
sible for ensuring that good and safe care is provided
within the responsibilities for the municipality [10].
RN responsibilities include the everyday care of older
people and clinical decisions relating to this. RNs work
to improve, maintain and/or help people regain their
health and achieve the best possible state of well-being
and quality of life until their time of death [10]. RNs
plan, provide and follow up on care systematically so
that they can provide the best possible support in com-
plex care situations [11].

A Swedish report [12] examining RNs caring for older
people during the pandemic reported an increased
workload due to staff shortages, inadequate teamwork
and communication with staff and management, insuf-
ficient support, and heightened work-related stress,
which impacted their ability to recover and consequently
affected their personal lives. Other research on nursing
staff in general (including RN, assistant nurses, and care
aides) caring for older people has also indicated increased
stress, anxiety, depression, and post-traumatic stress syn-
dromes [13—16]. These issues have been correlated with
poor working conditions and a lack of skills and knowl-
edge related to COVID-19 [17, 18]. Additionally, diffi-
culties in adhering to guidelines to prevent virus spread
were identified, as well as rapidly changing guidelines
that created challenges in translating them into practice
and ensuring staff education [19].
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During the first wave of the COVID pandemic, Sweden
stood out among the Nordic countries (Denmark, Fin-
land, Norway and Sweden) since it had an infection rate
that was three times higher than the others had despite
an equal rate of municipal infection [20].

At the beginning of 2020, about 7,000 people in Swe-
den had died as a result of COVID-19: of these, about
90% were older, with 50% living in an RCF [21]. To pro-
tect older people, especially among them who were sick,
frail and vulnerable in RCFs [21, 22], a ban was put on
visits at all RCFs in March 2020 to prevent the spread of
infection among RCF residents [19]. How these restric-
tions functioned in terms of preventing the spread of the
infection and supporting the staff to be able to perform
good quality of care need to be investigated. During the
pandemic, the voices of the RNs and the CCNs were
absent (or were not listened to) despite the fact they were
ultimately responsible for the care of older people [23].
This absent of the voices of RNs is also highlighted by
Rasmussen et al. [24]. To get a better understanding and
knowledge what actions that supported or hindered the
staff in their work to stop the spread of the infection dur-
ing the COVID-19 pandemic from the RNs’ perspective
are of great importance for future health crisis in soci-
ety, and particular in the care of older people. Therefore,
the aim of this study was to describe the experiences of
CCNs and RNs who provided medical and nursing care
for older people in RCFs and home care during the first
wave of the COVID-19 pandemic, and to examine factors
associated with the quality of care.

Method
Design
The study has a mixed method cross-sectional design
consisting of questionnaires with close- and open-ended
questions targeting CCNs and RNs working in the care of
older people.

The checklist of guidelines for cross-sectional design,
STROBE (EQUATOR) research reporting checklists have
been uploaded).

Study setting and sample

Inclusion criteria for the participants were as follows:
RNs or CCNs who had been working in the municipal
care of older people during the first wave of the COVID-
19 pandemic in Sweden in the spring of 2020, which
included RCFs as well as home care.

Data collection

The data collection involved the employment of two
questionnaires, one developed for CCNs and one for
RNs. They focused on these areas: Prerequisites for the
prevention of the spread of the virus; Support for RNs and
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staff, Prerequisites for the provision of good medical and
nursing care and demographic data. The questionnaire
for the CCNs had five questions, of which four included
an open-ended response. The questionnaire for the
RNs had 16 questions, of which nine included an open-
ended response. Three questions were the same in both
questionnaires, and the remaining questions were more
specific in terms of the roles and responsibilities the
respondents had as CCNs and RNs: see the Appendix.

Questions pertaining to infection control and man-
agement of individuals infected with COVID-19 were
derived from those used by the Swedish Public Health
Authority. The remaining questions, developed by the
authors specifically for this study, focused on the roles
of CCNs and RNs as well as care provision during this
period. Additionally, demographic data, including educa-
tional levels, years of experience as an RN, and time spent
in their current role, were collected. RNs with PhD and
involved in research of the care of older people, as well
as and representatives from Swedish Society of Nursing
(SSN) read the questions and response alternatives to
check the readability and clearness of the items. Given
the urgency of the pandemic, we deemed it necessary to
conduct data collection promptly, precluding any addi-
tional testing of the formulated questions, no further
testing of the developed questions was made.

The participants were recruited via SSN, which sent out
an invitation and a link to the questionnaire to all their
members to take part in the study in their monthly news-
letter and in social media. The questionnaires were open
for responses from the beginning of June 2020 until the
end of August 2020. Respondents could access the link to
the electronic questionnaires that was published on the
SSN website.

Dependent and independent variables

The two questions that relate to whether it was possible
to provide good medical care and nursing care reported
by the RNs were chosen as dependent variables for the
regression analyses (Table 1). The independent variables
were identified from the three categories as Prerequisites
for the prevention of the spread of the virus; Support for
RNs and staff; and Prerequisites for the provision of good
medical and nursing care (Table 1).

Data analysis

Statistical analysis

The data from the two questionnaires were analysed
using SPSS version 25. Missing data on the questions
with response alternatives varied between 1 and 2
respondents for the 208 CCNs and 1 and 17 respondents
for the 909 RNs. Due to the small proportions of missing
data in the two samples, no imputation was performed.
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The response alternatives were dichotomised into high
versus low for the questions (Table 1).

Descriptive statistics were used to present mean, stand-
ard deviation (SD) and percentage. Bivariate analyses
were conducted using chi-square and student’s t-test. A
logistic regression model was used to examine the asso-
ciations between the two dependent variables quality of
medical care and quality of nursing care and the eight
independent variables. First, univariate logistic regres-
sion models were conducted to examine the associations
between the two dependent variables and the eight inde-
pendent variables. Second, the independent variables
that were significantly associated in the univariate logis-
tic models with the dependent variable were included in
the multiple logistic regression model for each dependent
variable. A p-value <0.05 was considered as statistically
significant.

Qualitative analysis

Open-ended questions for both RNs and CCNs were
included in the areas Prerequisites for the prevention
of the spread of the virus, and Prerequisites for the pro-
vision of good medical and nursing care. See Appendix.
The analysis was inspired by Elo and Kyngés [24], and the
responses of CCNs and the RNs to the questionnaires
were analysed separately as were the divisions in each
questionnaire regarding the areas Prerequisites for the
prevention of the spread of the virus and Prerequisites for
the provision of good medical and nursing care. The text
was read several times so that a sense could be gained
as to its content and meaning units, which were mean-
ings of sections related to the study’s aim. The meaning
units were labelled with codes based on the content of
the units, and the codes were compared to its differences
and similarities, and sub-categories and categories were
developed (Table 2). To present the variations between
the descriptions of the CCNs and the RNs, the results
section presents them together in line with the predeter-
mined areas: Prerequisites for the prevention of the spread
of the virus and Prerequisites for the provision of good
medical and nursing care. For an example of the analysis
process, see Table 3.

Ethics approval and consent to participate

According to Swedish law, studies that do not involve
sensitive data, such as data relating to health, politics or
sexual orientation, do not require permission from the
Ethical Review Authority (Ethical Review Act 2003:460,
https://www.onep.se/media/2348/the_ethical_review_
act.pdf ). This study was conducted in accordance with
the ethical standards as set in the Declaration of Helsinki
and its later amendments [25]. The respondents were
given information about the purpose of the study and
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Table 1 Dependent and independent variables
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Response alternatives

Categorisation of response alternatives

Dependent variables

Opportunities to provide good medical care during the pandemic
have been affected

Opportunities to provide good nursing care during the pandemic
have been affected

Independent variables
Prerequisites for the prevention of the spread of the virus
Experienced problems getting information about COVID-19 to staff

Staff have problems following and applying basic hygiene practices

Residential care facilities have been able to isolate people with
symptoms of COVID-19

Support for RNs and staff
Support from frontline manager

Support from CCNs

Recurring occasions when ethical issues have been discussed

Prerequisites for the provision of good medical and nursing care

Physician has been present for assessments/decisions when a
person has been suspected of having symptoms of COVID-19

Staff have competence to care for people with COVID-19 at the
residential care facility

Always

To a high extent
To a low extent
Seldom/Never

Always

To a high extent
To a low extent
Seldom/Never

Yes
No

Always

To a high extent
To a low extent
Seldom/Never

Yes
No

Always

To a high extent
To a low extent
Seldom/Never

Always

To a high extent
To a low extent
Seldom/Never

Yes
No

Always

To a high extent
To a low extent
Seldom/Never

Always

To a high extent
To a low extent
Seldom/Never

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

Yes
No

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

Yes
No

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

Yes
No

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

High extent (always and to a high extent)
Low extent (low extent and seldom/never)

Table 2 Categories and sub-categories

Categories Sub-categories

Prerequisites

for the prevention

of the spread of infec-
tion

Handling protective equipment and guidelines
Lack of competence
Difficult work environment

Deficiencies in hygiene practices and use
of protective equipment

Prerequisites

for the provision

of good medical care
and nursing care

Physician present

Medical expertise absent
Unethical medical procedure
Ethical frustration

Low level of education and language problems

were told that participation was voluntary and that their
answers were anonymous. By filling in the questionnaire,
the informant gave their informed consent to participate
in the study. They were also told that the results would be
presented in a way that would prevent the identification
of the respondents.

Results

Description of samples

The questionnaires were answered by 208 CCNs and 925
RNs. The CCNs had on average 25 years of experience as
RNs, and an average of six years as CCNs. Just over two
thirds were specialised nurses at the master level whose
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Table 3 Example of the qualitative analysis process
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Meaning units

Codes

Most of the staff lack basic nursing education. The staff have difficulty understanding the information and the importance

of taking part in information and training.
Initially, the difficulties were getting protective equipment.

Nursing staff have no training in how to care for persons with COVID-19. The person often lie flat on their backs. The nurs-

No education

Lack of equipment
Lack of medical knowledge

ing staff don't know how to put someone into the side position or into the heart position.

No physicians on the unit for correct assessments/measures.

Lack of physicians

main focus areas were the care of older people, primary
healthcare and psychiatric care.

Of the 925 RNs, 14 did not work in the care of older
people; for this reason, they were excluded, which left 909
RNs who met the inclusion criteria. On average, these
RNs had worked 10 years in RCFs or in home health-
care, and 319 (35%) had specialized nursing training at
the level of master; of those, 117 (13%) were specialised
in the care of older people and 113 (10%) in psychiatric
care, midwifery, anaesthesia or pre-medicine.

Prerequisites for the prevention of the spread of infection
The experiences of CCNs

All CCNs described good conditions for preventing the
spread of COVID-19: for example, good collaboration at
the municipal-level of management, as well as in mana-
gerial groups and with the healthcare organisation in the
region, and also the Swedish authority that works with
infection control, Infection control unit. Nearly all CCNs
(98%) reported that specific guidelines on preventing
the spread of COVID-19 had been developed and were
disseminated within the organisation. But the imple-
mentation of the guidelines and information to staff for
preventing the spread of the virus to frontline staff varied
between municipalities. In some units and municipali-
ties, the implementation was successful, but in about 2/3
units it failed.

In the open-ended questions, some CCNs described
feeling that access to protective equipment was good; that
the introduction and implementation of basic hygiene
practices for staff had worked well; and that there had
been good collaboration with primary healthcare and the
physician. However, they highlighted a lack of healthcare
competence among managers in RCFs and home care
settings. The majority of the CCNs appreciated that there
were staff members in the organisation who had the nec-
essary competence to care for people with COVID-19,
but there were too few. Added to this, some CCNs raised
the issue of the level of training of some care staff. Some
had no training at all, which in turn meant that practices
and guidelines were not fully followed or applied.

“What is missing is nursing and medical care compe-
tence in top management. The social director lacks nursing

and medical care competence. New decisions must often
be made when the CCN becomes aware of these” (CCN)

Other CCNs described how their work became more
difficult, which affected its quality and the ability to get
information out early about correct basic hygiene prac-
tices. CCNs described how RNs had more work respon-
sibilities than they were able to manage: they had more
older people to care for and were also in charge of han-
dling infection-control equipment and supervising staff
in basic hygiene practices.

“Practices for how and when to use protective equip-
ment. Instructional videos and web-training about
COVID-19 came early on in the pandemic, but many
have still had difficulty understanding instructions due to
language problems and a low level of education” (CCN)

The ambition to provide the staff, the units and the
whole organisation with directives and, for example,
instructional videos was good. However, in some situ-
ations, this failed as a result of other factors, which was
described by the CCNs as frustrating. The CCNs gave
examples of these factors by pointing out the fact that
many RNs can be responsible for 400-600 older people
during an evening, night or weekend work shift. This
jeopardised the person’s safety in situations where staff
were already working under pressure.

The experiences of RNs

Nearly all RNs (96-99%) reported that the organisa-
tion in which they worked had access to gloves, plastic
aprons, hand disinfectant and surface disinfectant at the
beginning of the first wave. A lower proportion of RNs
reported having access to facemasks (71%), visors (55%)
and goggles (34%). In the later stages of the first wave, all
RNs reported that they had access to the necessary pro-
tective equipment.

Forty percent of the RNs experienced problems sharing
information with staff about COVID-19 at the unit level
(Table 4). Thirty-six percent of the RNs also reported
that staff always or to a large extent had difficulties fol-
lowing and applying basic hygiene practices mainly as a
result of their lack of knowledge. The open-ended ques-
tion showed that staff with low competence had difficulty
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understanding information about isolation, hygiene prac-
tices and barrier care.

Problems with a lack of knowledge among staff.
Older people who we cannot/must not lock in/leave
in their apartments to go to other people even though
they have symptoms.” (RN)

In the open-ended questions, some RNs described how
they were convinced that the infection spread through
staff in the units because of their lack of competence
when it came to the application of hygiene practices, the
use of protective equipment and the fact that the same
staff worked in different units and possibly spread the
virus to older residents. RNs also described how staff
sometimes worked despite they themselves having symp-
toms. In addition, there were language issues since some
staff had a low level of Swedish language skills and did
not fully understand the information. This is described
as affecting the quality of care and the person’s safety in
light of the spread of infection.

Overall, there was a lack of staff during this period;
however, RNs described how they were commonly able
to find solutions so that they could manage. They also
described adhering to the restrictions, restricting visits
and cooperating with other RNs to address such issues
as isolation. The majority (87%) of RNs reported that
they were able to isolate people with COVID-19 symp-
toms. However, they also described how their RCF was
not designed to deal with this situation although they still
tried to isolate those who had been infected.

Support for RNs and staff

About half of the RNs reported receiving support in their
role during the pandemic from a CCN (22% always and
35% to a high extent) (Table 4). Two thirds of the RNs
(28% always and 43% to a high extent) reported receiv-
ing support from their frontline manager. About two
thirds of RNs reported that their manager was an RN.
The remaining RNs reported that their frontline manag-
ers were professionals such as sociologists, occupational
therapists, physiotherapists and assistant nurses. About
15% of RNs did not report the profession of their man-
ager. The RNs who reported that their frontline manager
was an RN also reported receiving support from their
manager to a higher extent than those whose manager
was not an RN by profession (76% compared with 63%;
p<0.001).

More than half (58%) of the RNs reported that during
the pandemic, recurring meetings were held to discuss
the ethical issues of COVID-19. Meetings for reflection
between RNs and staff were arranged as well as for RNs
solely. These focused on processing the situation and also
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on exchanging experiences and improving the care in
their units.

Prerequisites for the provision of good medical care

and nursing care

The experiences of CCNs

Of the CCNs, 25% reported that the quality of medi-
cal care was negatively affected during the pandemic,
and 22% reported that the quality of nursing care
was affected. In the open-ended questions, the CCNs
described how collaboration with the physician improved
during the first wave. However, there were descriptions
that visits from the physician were completely cancelled
at some units and that RNs were left to make decisions
on medical issues without being able to contact a physi-
cian. In some cases, the CCNs described how the phy-
sician prescribed palliative care over the phone to older
people they had not met. CCNs also described how even
greater demands were made of RNs during the pandemic
in situations that were already stressful. This involved
providing guidance to staff in, for example, hygiene prac-
tices and isolation care as unit staff were not sufficiently
competent in these areas.

The experiences of RNs

Nearly half (46%) of the RNs reported that the quality of
medical care was affected during the pandemic (Table 4).
A slightly lower proportion (42%) of the RNs felt that
nursing care was negatively affected during the pan-
demic. One third answered that the physician was always
(10%) or to a high extent (24%) present for assessments
and decisions concerning older people with suspected
or confirmed COVID-19. One third (33%) answered that
the physician was seldom/never present.

In the open-ended questions, the RNs described how
physicians had not been at their unit for, in some cases,
up to three months and that all contact had been by
phone or video call. RNs like CCNs described how the
physician sometimes prescribed “palliative prescriptions”
as a standard practice to the older people infected with
COVID-19 even though they had not been in a pallia-
tive stage prior to the COVID-19 infection. In these situ-
ations, the RNs described a sense of being alone in the
responsibility they were left with when they argued that
the older people in their care should not be in palliative
care. They also described feeling frustrated about not
being able to provide the older person in their care with,
for example, oxygen as this was not available at most
RCFs. The situations were described in terms of aban-
donment and of being alone to make difficult decisions
when the older people at the RCFs died.
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“I have worked with death all my life, both with chil-
dren, young and old. But this was the worst imagi-
nable scenario” (RN)

In addition, the RNs described how the physician in
some cases prescribed “no CPR” for the older people with
COVID-19 without having informed either the person
or their relatives. RNs described severe ethical struggles
in their attempts to advocate for the rights of the older
people to receive treatment while also having to deal with
their own thoughts and fears.

Factors associated with the ability to provide good medical
care and nursing care

The univariate logistic regression models revealed that all
independent variables were significantly associated with
the two dependent variables except for the independent
variable “Recurring occasions when ethical issues have
been discussed” (Table 5).

In the multiple logistic regression model with the
dependent variable “Ability to provide good medical
care’, these four independent variables were significantly
associated with the dependent variable: “Competence to
care for people with COVID-19” (OR=1.92); “Support
from frontline manager” (OR=1.69); “Staft’s ability to
comply with hygiene practices” (OR=1.64); and “Physi-
cian at bedside assessing people” (OR=1.57).

In the second logistic multiple regression model,
these four independent variables were significantly
associated with the ability to provide good quality
nursing care: “Staff’s ability to comply with hygiene

Page 9 of 13

practices” (OR=2.31); “Competence to care for people
with COVID-19” (OR=2.09); “Information-sharing with
staff” (OR=1.45); and “Physician at bedside assessing
people” (OR=1.39).

The two independent variables “Ability to isolate peo-
ple showing symptoms of COVID-19” and “Support from
CCN” were significantly associated with the two depend-
ent variables in the univariate analyses but not in the
multiple logistic regression models.

Discussion

The aim of this study was both to describe the experi-
ences of CCNs and RNs who provided medical and
nursing care for older people in RCFs and in home care
during the first wave of the COVID-19 pandemic, and
to examine factors associated with quality of care. In
general, the CCNs and RNs reported similar concerns
regarding the effect on the quality of care for older people
although the RNs reported to a higher extent problems
with lack of knowledge and collaboration with staff and
physicians than did the CCNs. The results from the logis-
tic regressions point to three important aspects that will
be discussed: perspectives on staff; collaboration with
physicians; and support from frontline managers.

Perspectives on staff

Most CCNs reported that guidelines to prevent the
spread of the infection as well as to care for older peo-
ple with COVID-19 worked well, although some CCNs
pointed out problems implementing these guidelines in

Table 5 Logistic regression models regarding possibilities to provide good quality medical and nursing care during the pandemic.

Possibilities to provide good
quality medical care during
during the pandemic
Always and to high extent

Possibilities to provide good
quality nursing care during
during the pandemic
Always and to high extent

Univariate Multiple Univariate Multiple
logistic logistic logistic logistic
regression regression regression regression
OR 95%CI OR 95%Cl OR 95%Cl OR 95%Cl
Experienced problems reaching out with information about COVID-19 1.72 1.31-225 106 078145 241 1.83-3.17 1.45 1.06-1.98
to staff (Yes vs No)
Difficult for staff to follow and apply basic hygiene routines (High extentvs 231 1.75-3.05 1.64 1.20-2.24 3.28 2.47-4.35 231 1.69-3.16
Low extent)
Isolate persons with COVID-19 symptoms (Low extent vs High extent) 2.37 1.57-3.56 131 084-206 276 1.83-4.17 146 0.92-230
Support from front-line manager (Low extent vs High extent) 2.17 1.62-291 1.60 1.15-2.22 1.93 1.44-2.58 0.79 0.83-1.10
Support from Community Chief Nurse (Low extent vs High extent) 192 1.46-2.50 127 094-1.73 1.81 1.38-2.36 1.13 083-1.55
Recurring occasions when ethical issues have been discussed (No vs Yes) 111 0.85-1.44 113 0.86-1.48
Physician has been presented to assess patients with symptoms of COVID- ~ 1.88 1.42-2.50 1.57 1.16-2.12 1.74 1.30-2.31 1.39 1.02-1.90
19 (Low extent vs High Extent)
Competence to care for persons with COVID-19 at the residential care home 2.76 2.04-3.73 1.92 1.37-2.69 3.27 2.42-443 2.09 1.49-2.93

(Low extent vs High extent)

OR Odds Ratio, Cl Confidence Interval; Statistically significant (P<0.05) indicated in bol
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RCFs and home care. Similar results were found, stating
that a lack of guidelines and teamwork regarding hygiene
practices resulted in staff developing their own strat-
egies [26]. To a greater extent than the CCNs, the RNs
reported that the quality of care, as well as the person’s
safety, were negatively affected during the pandemic. RNs
reported a greater negative impact on care quality and
patient safety during the pandemic compared to CCNs.
Johansson-Pajala et al. [27] described heightened anxi-
ety and loneliness among older people in RCFs during
the first wave. Additionally, studies from other countries
revealed similar findings, such as diminished person-
centered care and reduced promotion of dignity for older
people [28]. Schrack et al. [29] reported decreased social
contact for persons with dementia in RCFs during the
pandemic. In addition, Sweeney et al. [30] found similar
results, which suggests that the care of older people was
affected regardless of whether or not they had COVID-
19. The older people who did not have the virus were
neglected as a result of staff working under pressure.
During the pandemic, failures in care were highlighted
in Swedish media, which brought to light the issues
in Sweden’s care of older people in the municipalities:
some of these issues were inadequate staffing, non-con-
tinuity of staff and inadequate competence where it was
needed. There was also an issue with the coordination
of healthcare regional [4, 21]. Previous research, as well
as our results, correspond with the report by the Swed-
ish Corona Commission [21] that showed that the care
of older people was majorly affected. Staff lacked the
necessary training in how to care for older people, and
there were major failures as a result of inadequate care
brought about by COVID-19 in relation to such aspects
as hygiene practices and end-of-life care.

Previous studies have indicated that a considerable
number of care staff working with older people do not
have Swedish as their first language [21, 30]. Our results
highlighted the consequences of this situation, wherein
a considerable portion of staff in RCF have Swedish as
their second language. This can lead to communication
issues and hinder their full comprehension of guidelines,
restrictions, and new practices. This came to light in the
corona commission report as well, and the Swedish gov-
ernment has now decided to place resources (about 30
million SEK) on the language (Swedish) training of staff
[31]. One third of the RNs reported that staff had difficul-
ties implementing basic hygiene practices. Hanna et al.
[19] also found this issue in their study: where the roles
of staff rapidly changed and came to include duties that
they were not prepared for as they worked to prevent the
spread of the virus. Both Sweeney et al. [30] and Hanna
et al. [19] found that staff were afraid of spreading the
virus to the older people in their care, to their families
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and to themselves as well, which corresponds to the
responses to the open-ended questions in our study.

Collaboration with physicians

Our findings revealed that 33% of the RNs reported that a
physician was seldom or never present for bedside assess-
ments or treatments. This issue was also highlighted in
the report by the Corona Commission [21], which iden-
tified a substantial problem stemming from the fact that
physicians are employed at the regional level, rather than
the municipal or private level. This arrangement proved
to be problematic for the organization of care. In our
results, the RNs expressed a sense of loneliness in their
struggle to provide high quality care for the older per-
sons in their care. Bergqvist et al. [26] shed further light
on this from the point of view of staff (nurse assistents),
who described their sense of loneliness and of being dis-
regarded as they were often left alone and did not receive
adequate support from their managers, RNs and munic-
ipality-level management. In addition to this, the report
of the Corona Commission [21] pointed out that inad-
equate staffing and competence resulted in an untenable
work situation for both staff and RNs, which negatively
affected the care and safety of older people in RCFs and
home care during the pandemic. Our study, as well as
that by Bergqvist et al. [26], describes a lack of appropri-
ate nursing competence during the pandemic; however,
the fact is that even not in the face of a pandemic, there
are too few RNs working in the care of older people in
Sweden before the pandemic. Only 9% of those employed
in the care of older people in Sweden are RNs and as our
results demonstrate, they may have responsibility for car-
ing for between 400 and 600 older people during a work
shift [32]. This means that it is impossible for them to
work bedside, which became even more obvious during
the pandemic when the older people needed advanced
care.

Support from frontline managers

About one third of the RNs described a lack of support
from their managers; in contrast, those whose man-
agers were RNs were to a greater extent satisfied with
the support they received. Dissatisfaction with leader-
ship and management has been confirmed by previous
national and international research [33-38]. In Sweden,
this may not be surprising, as frontline managers in the
care of older people oversee a large group of staff (aver-
aging 42 staff members in home care and 50 staff mem-
bers in RCFs). Consequently, providing support to each
staff member presents a considerable challenge [39]. The
report of the Corona Commission describes a need for
more advanced care and thus higher nursing and medical
competences: these aspects were made apparent during
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the pandemic. However, this is nothing new since studies
over the recent decade have shown this to be the case and
have also raised the issue of inadequate staffing. Together,
these severely affect the quality of care for older people.
The report by The Health and Social Care Inspectorate
[31] outlined how the lack of trained RNs and insufficient
access to physicians meant that those with little training
were left to perform work tasks that they did not have
the professional skills to perform, and these staff mem-
bers often also had poor Swedish language skills. IVO
[31] states to be alarming since this greatly jeopardises
the safety of older people. In other words, what our study
and several other studies on the pandemic have found
is that this issue exists regardless of whether there is a
pandemic.

Strengths and limitations

In total, 208 CCNs responded to the survey. In Swe-
den, there are approximately 400 CCNs; as such, the
response rate was around 50%. The number of RNs who
responded to the survey was 909, and according to the
National Board of Health and Welfare, there were 13,983
RNs employed in the care of older people in Sweden
in 2019. This means then that a limitation to this study
could be the response rate among the RNs, which was
approximately 6% and thus very low considering the high
number of potential respondents. We did not ask the
respondents about the place at which or the municipal-
ity in which they worked for reasons of confidentiality
which meant that we could not combine and compare the
responses of the CCNs and RNs by municipality.

Another limitation is that the survey was not tested
among CCNs and RNs and evaluated prior to the data
collection. Some of the questions in the survey were
questions asked by the Public Health Authority in
spring 2020. However, the number of responses to the
open questions was high. Of RNs 93% and of CCNs 99%
responded to the question about Prerequisites for the pre-
vention of the spread of infection. Of the RNs and CCNs,
92% and 95% respectively responded to the question
about Prerequisites for the provision of good medical care
and nursing care, which gave more descriptive and sub-
stantial data about the situation for the two groups dur-
ing the pandemic and also confirms the responses to the
questions with fixed-response alternatives.

The answers of the CCNs to the open-ended questions
were generally more positive in terms of the descriptions
they gave of the care that was provided compared with
the descriptions provided by the RNs. However, this may
reflect the reality they worked in during the pandemic.
There was a heavy burden on RNs due to the spread of the
virus at RCFs and the fact they worked frontline. The role
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of the CCN was more administrative for example, they
presented guidelines and instructions, and facilitated col-
laboration between the care organisations in the munici-
pality and the region. The open-ended answers also give
an idea of the experiences of CCNs and RN in the first
wave. Another limitation may be that the answers were
not in-depth as no interviews were conducted, which can
affect results. However, many respondents wrote answers
on the open-ended questions that were very long and
describing. The analysis of the open-ended questions
was done in collaboration with all authors with the first
author (AS) taking the lead. The analysis was discussed
in the research team until consensus was reached so as to
ensure trustworthiness.

Conclusion and implications

The pandemic revealed a number of failures within Swed-
ish healthcare relating to the care of older people: for
example, a lack of competence and training, and insuffi-
cient medical expertise and resources. All these need to
be addressed in policy and by decision-makers.

The pandemic underscored the urgent need for
enhanced nursing and medical expertise, improved
working conditions, updated regulations, and increased
staffing in RCF. Our findings highlight the shortcomings
that require attention. Research, education, and develop-
ment are crucial for ensuring high-quality care for older
people within municipalities, as well as for better prepar-
edness in the face of upcoming health crises and climate
changes.
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