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Beyond Uncertainty: The Long Haul 
of COVID-19 for Older Adults
Eva Kahana, PhD, Editor in Chief

It has been a long year since we originally posted a call for papers for the Jour-
nal of Elder Policy (JEP) related to the COVID-19 pandemic. As the papers 
accepted are now in print, the world is still shell shocked in the aftermath of 

losses and the future of uncertainty. Many of us lost family, friends, neighbors, and 
coworkers, and all of us lost our innocence about the predictability of our daily life 
and future. Older adults have been one of the most severely affected and threat-
ened groups by the pandemic. Nevertheless, it notable that this age group does 
not consistently express greater worry about the pandemic than do their younger 
counterparts (Barber & Kim, 2021).

Large segments of the world’s older population remain unprotected from 
COVID-19 in countries where vaccines are hard to come by. Even in the U.S., 
where vaccines are readily available, there are vast differences among states in 
terms of vaccine hesitancy, resulting in many Southern states remaining unvacci-
nated. In the absence of a federal mandate, uneven vaccination rates are likely to 
persist along with an uneven application of protective measures (Sallam, 2021). 
As of September 2021, only one vaccine has received full approval from the Unit-
ed States Food and Drug Administration (FDA), thereby limiting more effective 
measures for persuading the hesitant. 

This special issue of the Journal of Elder Policy on COVID-19 is being pub-
lished about a year and a half after the onset of the global pandemic. Prior to this 
crisis, very few of us would have believed that a virus could upend the lives of the 
world’s population and persist for such a long period. The world experienced pan-
demics before: Ebola, swine flu, and SARS, but they were not the same magnitude 
as COVID-19. 

COVID-19 has resulted in unprecedented policy challenges. Experts in 
public health have had a difficult time providing consistent and effective guide-
lines for coping with challenges faced. Even as vaccines have proved to be success-
ful in diminishing rates of infection, hospitalization, and mortality, there has been 
considerable political controversy regarding the best and safest ways to return to 
more normal lifestyles.

The case of the COVID-19 pandemic provides an exemplar of the inter-
twining between public policy and public attitudes. Trust in government was un-
dermined during the period of the pandemic (Han et al., 2020). This lack of trust 
also coincides with the lack of individuals trusting one another. This problem was 

doi: 10.18278/jep.1.3.1
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exemplified in the reaction to the CDC recommendation, during the spring of 
2021, for eliminating the mask mandates. The question arose: Can vaccinated in-
dividuals assume that all of those no longer wearing masks have indeed been vac-
cinated?

Both because of the severe impact of COVID-19 and the ambiguity regard-
ing the best ways to fight it, public policy has become polarized and the subject 
of major political disagreements (Alcott et al., 2020). As we begin fall of 2021, we 
hope to be seeing the light at the end of the tunnel of this terrible pandemic, but 
uncertainties abound. Masks have become a symbol of caution on the one hand 
and of enforced limitations on the other. The CDC has made contradictory pro-
nouncements, and the public finds it easy to blame absence of leadership for the 
lack of clarity regarding prudent actions to follow (Latkin et al., 2020). 

In this editorial, I aim to discuss relevance and contributions of the featured 
articles and acknowledge methodological limitations of empirical studies due to 
the pandemic. Prior to focusing on the articles published in this issue, I will briefly 
share my own lived experience during this period that can help contextualize the 
personal impact of the pandemic on older people. 

My Lived Experience Coping with the COVID-19 Pandemic

Being 80 years old, and now a widow, living alone, I can readily understand 
the dilemmas and insecurities of older adults in dealing with the pandemic. 
I noted in previous issues of JEP how my husband, Boaz, a recently retired 

psychology professor, and I “escaped” from our rented high-rise apartment in 
Florida in March of 2020 and took a risky flight home to Cleveland, Ohio. Living 
in a single-family home felt much safer than our prior elevator rides and prox-
imity to neighbors. During the seven months between April and October 2020, 
Boaz and I did not leave our Cleveland home. We shifted to telehealth visits for 
our health care and ordered our groceries and medications delivered by Instacart. 

Our work-related and long-distance family interactions were all on Zoom. 
Starting in August 2020, I was teaching a combined graduate and undergraduate 
class on stress and coping on Zoom, with considerable help from my graduate 
students and my tech-savvy adult children who live nearby. In order to protect us, 
their elderly parents, my son and his wife started homeschooling their two chil-
dren, including an autistic son. They also engaged in and advocated strict social 
distancing.

In my last editorial I shared my difficult experiences related to the hospi-
talization of my husband, Boaz, and his death on November 6th while in a highly 
regarded hospital. During Boaz’s hospitalization, starting in mid-October, I left 
my home daily to be with him, as I was the designated relative and the only one 
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allowed to visit due to COVID protocols. I stopped worrying about my own safety 
as I felt that I needed to be with my beloved husband of 59 years. He died unex-
pectedly due to aspirating a large pill he was given. Our two sons were allowed to 
visit and be with him in his final hours.

After Boaz passed away, my surreal COVID-19 era experience continued 
with a Zoom funeral. Colleagues were largely absent. Friends and relatives, par-
ticipating by Zoom, added to an eerie unreality of the experience. My husband’s 
elderly sister and brother and our extended family who lived out of town could not 
attend Boaz’s funeral. Although Boaz did not pass from COVID-19, his death was 
shrouded in the tragedy of the pandemic. I did the best I could to find solace in 
the closeness of my children. They made a major sacrifice to protect me by keeping 
their children out of school for most of the school year. 

The new year brought rays of hope with the vaccine on the horizon. I was 
vaccinated in February 2021 and felt great relief. I was able to think of visiting the 
dentist and the podiatrist. I had been cutting my own hair during the pandemic 
and got used to having gray hair. About a month after being fully vaccinated I re-
turned to the beauty shop wearing a mask.

Early this summer my vaccinated adult children and I undertook a long-dis-
tance trip to visit my younger son and five grandchildren in Philadelphia. We re-
mained cautious about indoor dining but appreciated the return of some normal-
cy in our lives. My grandchildren enjoyed day camp and greatly welcomed the 
company of other children. We visited museums and I felt comfortable enough to 
take a chance on flying between Cleveland and Philadelphia.

I have been a college professor for the past 54 years and was looking forward 
to teaching in person this fall. I have truly missed interacting with my students, as 
Zoom just does not provide the same interaction as face-to-face conversations. As 
the summer progressed, we learned about the advance of the new Delta variant of 
the COVID-19 virus that can lead to breakthrough infections for vaccinated indi-
viduals. I became more concerned about in-person teaching even with the good 
news that all returning students must be vaccinated. Indeed, the latest University 
directives call for both students and professors to wear masks in class. Given that 
at age 80 I am hard of hearing, a further worry now relates to my ability to under-
stand comments and questions of my students who will be wearing masks (Sheik-
Ali et al., 2021). Due to these concerns, I requested to return to online teaching as 
a disability accommodation.

Although I do go out shopping and visit my children, I am still hesitant to 
have visitors and to eat out despite being vaccinated. As preparations for school 
intensify, we face further uncertainties of the new variants. This puts the fear of 
COVID-19 back at center stage. One of the major hardships for me is the inabil-
ity to plan ahead. I had multiple abstracts that were accepted for presentation at 
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the Gerontological Society of America (GSA) meetings in Phoenix, Arizona, in 
November, but I have been unsure about the safety of travel and face-to-face inter-
actions. Recently GSA announced that the meeting would be switched to a virtual 
format. I realize that unpredictability is part of the reality of reaching old age. This 
may be a reason for the findings mentioned earlier that older people do not worry 
more than the young about the pandemic. 

At the same time, the uncertainties of the pandemic still linger in my life. 
Last week, the UPS driver delivered the boxes that I had sent back from our trip to 
Philadelphia. When I noticed that the driver who was at my door was not wearing 
a mask, I quickly retreated to my hallway and experienced a fear I had been used 
to prior to vaccination. 

Methodological Limitations of Studies Focused on COVID-19 and 
Older Adults 

There have been numerous studies published over the past year, addressing 
the unique challenges of COVID-19 for older people. The present issue of 
JEP adds national and international contributions to better understand this 

important topic. In evaluating the quality of research on aging and COVID-19, 
we must acknowledge limitations of the current literature for offering a broad and 
deep understanding of the impact of the COVID-19 pandemic on lives of older 
adults, those of their families and caregivers and their health care providers. The 
problem lies in the many restrictions both researchers and their subjects have been 
living and operating under. Due to the ongoing threat of the pandemic, we cannot 
yet apply conventional methodological expectations to research on the impact of 
the pandemic.

Unlike traditional social science research that is based on representative 
samples and typically collects data through surveys or interviews administered in 
person, most of the current research available related to COVID-19 does not meet 
these standards. After the start of the pandemic, investigators lacked the usual 
opportunities to apply for peer reviewed funding. Nor did most investigators have 
the facilities and supports needed to craft first rate proposals. During lockdowns, 
older adults could not be interviewed in person. Pilot data was thus difficult to 
obtain by investigators working from home. Data from older adults could mostly 
be collected online or by phone.

Data for most of the COVID pandemic studies were collected during the 
first half of 2020. As mentioned above, in an effort to quickly collect relevant data, 
scholars relied on internet-based surveys (Barber & Kim, 2021). Such surveys in-
clude an overrepresentation of educated respondents who had access to comput-
ers and the Internet and who are technologically literate. Minorities were generally 
underrepresented in such samples. Furthermore, older adults living in long-term 
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care facilities, who were among the first major victims of the Pandemic were sel-
dom included in research on COVID-19. These older adults lived under strict lock-
downs. Their families were not permitted to visit and thus could not offer firsthand, 
personal testimonials about the lived experiences of this highly vulnerable and vic-
timized group. Those elders who contracted COVID-19 in institutional facilities 
suffered high mortality rates. Just 2.1 million people, accounting for 0.62% of the 
U.S. population, reside in a nursing home or assisted living facilities. Yet as of May 
22, 2020, this population constituted 42% of all COVID-19 deaths (Girvan, 2020).

Before summarizing contributions of studies included in this issue of JEP, 
I want to offer a few insights from the larger literature related to older adults and 
COVID-19. The challenges experienced by older people during the initial months 
of the pandemic were explored by Heid and colleagues (2021). The most frequent-
ly noted problems among their sample (N=1272) related to constraints on social 
interactions during the pandemic. A study mixed methods study (N=825) by 
Whitehead and Torossian (2021) echoed this finding, noting that 42% of older 
respondents reported constrained social interactions and 30.9% reported activity 
restriction. Again, these authors found the most frequent stressors to be confine-
ment and loneliness. However, sources of joy included family/friend relationships, 
digital social interactions, and hobbies. Predictors of poor psychological wellbeing 
during the pandemic included concern for the wellbeing of others, fears of an un-
certain future, and fears of contracting the virus. 

The larger literature on COVID-19 and aging also focuses on caregiving. 
The complex demands of caregiving to older adults during the pandemic have 
led to anxiety, depression, and other mental health problems among caregivers 
(Beach et al., 2021). The presence of multiple caregivers was often found to result 
in family conflict (Xu, Liu, & Beach, 2021). With regard to policy implications of 
COVID-19, one of the most important lessons involves the rise of ageism (Ehni 
& Wahl, 2020). The adverse impact of COVID-19 on the health and survival of 
elderly patients has underscored vulnerability and frailty in late life, and has re-
sulted in ageism that devalues older individuals. Because older adults were at risk 
for adverse outcomes related to COVID-19, they were not always considered as 
high priority for interventions and in some environments, they were not deemed 
worthy of saving (Ehni & Wahl, 2020). Further reflecting on pervasive ageism, the 
United States has formally adopted the Ventilator Allocation Guidelines where-
by “age may be considered as a tie-breaking criterion in limited circumstances” 
(Zucker, Adler, & Berens, 2015).

As a counterpoint to arguments about the negative impact of increased 
ageism during the COVID pandemic, there is also some evidence of benefits de-
rived by older adults from Federal and State based programs and entitlements that 
aid elders. Young and colleagues (2020) provide a list of new policies initiated in 
response to COVID-19 that can improve health care and quality of life of older 
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adults. Some of these programs are short-term but have the potential to be ex-
tended if they prove to yield evidence warranting their long-term implementation.

Connecting to Our Current COVID-19 Issue of JEP

The articles published in this issue of JEP are largely responses to our call 
for papers. However, we also included two invited articles by physicians, 
Dr. Heidi Gullet and Dr. Nathan Stall and colleagues, who each provided 

important accounts of health care providers’ perspectives on the pandemic in the 
U.S. and in Canada, respectively. We also include cross-national perspectives from 
Romania in the paper contributed by Drs. Ivan and Cutler. Our papers reflect in-
terdisciplinary perspectives and include medical, legal, nutrition, sociological, and 
historical approaches. 

1. Equity for Older Adults and Those in Congregate Sites: Lessons from the 
First Year of a Local Public Health COVID-19 Response, by Heidi Gullett, MD, 
MPH, offers a medical and public health focus and walks the reader through her 
firsthand experience of serving as the Commander of the Cuyahoga County, Ohio 
Board of Health (CCBH) COVID-19 response team. Gullet presents details of 
what worked well, and lessons she and her multi-discipline team learned through 
this pandemic. She places particular emphasis on the impact of the pandemic on 
the vulnerable (e.g., older adults, the disabled, those in congregate settings, ra-
cial minorities, and individuals facing socioeconomic disadvantage) and describes 
how the response team attempted to mitigate COVID-19 outbreaks among these 
groups. Some of the efforts included a physician hotline for those without a physi-
cian, testing, support systems and vaccination efforts for marginalized groups, and 
building trust within the community. Lastly, Gullet provides policy recommenda-
tions which focus on strengthening public health infrastructure to prevent and/or 
lesson future health crises. 

2. COVID-19 and Ontario’s Long-Term Care Homes, by Nathan Stall, MD & 
Collaborators, undertakes an extensive examination of risk factors that contribut-
ed to high incidence of COVID-19 infections in long term care facilities in Ontar-
io, Canada. Indeed, as of July 2021, 43% of Ontario’s COVID-19 deaths were com-
prised of LTC residents. Analyses revealed that the risk of COVID-19 outbreaks 
in LTC homes was strongly associated with the rate of infection in the communi-
ties surrounding them, profit status of LTC home, and crowding. The authors also 
examine whether public health interventions had any impact on mitigating this 
risk and suggested other measures that may be effective moving forward. These 
measures include improving working conditions for staff, restricting employees 
to only working in one LTC type setting within a 14-day period, further reducing 
crowding, prioritizing testing, guaranteeing paid sick time for employees, improv-
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ing infection prevention, improving strategies for vaccine acceptance, and con-
tinuing the rapid collection and access to data on COVID-19 and LTC homes.   

3. Racial Differences in Self-Appraisal, Religious Coping, and Psychological 
Well-being in later Life during the COVID-19 Pandemic by Timothy Goler, 
PhD, Tirth Bhatta, PhD, Nirmala Lekhak, PhD, and Neema Langa, MA, moves 
the conversation from mitigation efforts to a survey of coping resources and strat-
egies of older persons that impacted mental health. Using a stress and coping 
framework, they examined racial differences in well-being of older adults during 
the COVID-19 pandemic. Their online survey (N=1764) specifically looked at 
how religious coping, subjective religiosity, emotional support, and self-appraisal 
of the pandemic shaped racial differences in anxiety and depression. Their find-
ings revealed that Black study participants showed greater concerns about the 
pandemic than their white counterparts, but had fewer depressive symptoms and 
anxiety. Further analysis indicated that subjective religiosity, religious coping, and 
emotional support appeared to buffer stress for black participants. The study sug-
gested that emotional support (for both blacks and whites) independently influ-
ences psychological well-being of the participants. 

4. Older Adults and the Digital Divide in Romania: Implications for the 
Covid-19 Pandemic represents a collaboration between a Romanian communica-
tion scholar, Loredana Ivan, PhD, and a U.S.-based Sociologist, Stephen J. Cutler 
PhD. They explored the role of the digital divide among older adults and its im-
plication for the COVID-19 pandemic in Romania. Since many in-person activ-
ities were moved to online platforms during the pandemic, older adults who did 
not have access to the Internet or who were not savvy users risked vulnerabilities. 
Factors that contribute to the digital divide include the cost of computers and In-
ternet. In Eastern Europe, many younger persons leave to work abroad, and their 
aging relatives are left in the villages with no means of communication with their 
children. These older adults are motivated to learn technology but do not have 
the resources to purchase the needed devices. Although the data for this study 
was collected prior to the pandemic, Ivan and Cutler raise important points about 
Internet use among older adults relevant to the pandemic. Those older adults 
with access and skills likely found opportunities to learn new digital skills, while 
non-users may have faced social exclusion. They continued relying on phone calls 
to friends and families and meeting someone in person when facing illnesses. 

5. Differential Treatment of Older Workers Due to COVID-19 Accommoda-
tions: Potential Issues of Ageism and Age Discrimination by psychologist Lisa 
Hollis-Sawyer, PhD, focuses on the challenges faced by older workers during the 
pandemic. The author notes that the COVID-19 pandemic shifted the environ-
ment for workers in the United States. Many were laid off or had to adapt to on-
line platforms. Prior to the pandemic, workplace discrimination and ageism were 
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already significant problems for older workers. Hollis-Sawyer examines the strain 
that older workers faced in relation to the pandemic by studying 2020 employ-
ment trends. Her work reveals negative impacts and wear and tear effects on older 
workers including involuntary early retirement, workplace discrimination based 
on stereotypes of technology use and perceived health vulnerability, and inter-
generational tensions. Hollis-Sawyer concludes her article by suggesting ways that 
employers can create age-friendly work environments. Suggested strategies are: 1) 
reducing ageism, 2) training staff to avoid stereotyping, 3) judge workers case-by-
case, and 4) training staff on aging issues.

6. The Return of Typhoid Mary? Immigrant Workers in Nursing Homes by pro-
fessors of Law, Shefali Milczarek-Desai, JD, MA and Tara Sklar, JD, MPH, focus-
es on problems in staffing in nursing homes. Thousands of COVID-19 infections 
in long-term care facilities could be traced back to the nursing aides who cared for 
residents. The authors explore the underlying cause of high COVID transmission 
rates by looking at the relationship between historical epidemics in the U.S. and 
low-wage immigrant workers. They do this by presenting the story of “Typhoid 
Mary,” who was a poor, Irish-immigrant worker labeled the most dangerous wom-
an in America a century ago for spreading typhoid fever. The authors present the 
poor workplace conditions of aides that contributes to them working in several 
nursing homes and not having the ability to take paid sick time. The precarious 
nature of their job often led aides to choose between loss of income or contrib-
uting to the spread of the virus. The authors conclude their article by suggesting 
concrete policy recommendations, specifically enforcement of paid sick leave for 
low-wage immigrant workers.  

7. A Stage Set for Disaster: For-Profit Nursing Homes, Federal Law, and 
COVID-19 by legal historian David Papke, JD, PhD, also shines a spotlight on 
the high rates of COVID-19 infection and deaths among nursing home residents. 
To explore why this disaster occurred within these settings, he takes an upstream 
approach, presenting historical information about the rise of for-profit nursing 
homes. Papke argues that the for-profit model does not provide safe and conscien-
tious care for residents. For profit nursing homes often try to maximize profits by 
skimping on infection control measures and staffing. Papke points out that federal 
regulations often do little to punish nursing homes that are non-compliant, and 
regulations promoting infection control actually decreased leading up to the pan-
demic. The paper skillfully lays out the ways that these nursing homes valued prof-
it over patient care, particularly during the Pandemic (e.g., accepting COVID-pos-
itive patients). Papke concludes with regulatory policy recommendations. 

8. Nutrition-Related Policy Fundamentals for Supporting Older Adults in the 
Community during a Pandemic: Lessons from COVID-19 by nutrition and law 
scholars Meredith Whitmire, JD, Mary Beth Arensberg, PhD, RDN, Alexandra 
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Ashbrook, JD, LL.M, and Robert Blancato, MPA, highlights the important role 
that nutrition plays in supporting a strong immune system. Unfortunately, many 
older adults are malnourished or face food insecurity, which places them at an 
increased risk for chronic conditions. Poorly nourished elders are at risk for con-
tracting COVID-19 and suffering its complications. While malnutrition and food 
insecurity are known problem among older adults, they are often not screened 
during care visits. This article provides an overview of community-based, federally 
funded nutrition services for adults which became extremely important for se-
niors during the pandemic. Policy recommendations are laid out at the end of the 
article to ensure that older adults can access adequate nutrition, even post-pan-
demic. These recommendations focus on how to increase funding for community 
services which have been proven to help address this need.

Conclusion

The current issue of JEP is capturing an important glimpse into the ongoing 
COVID -19 pandemic. Each article offers unique and creative perspectives 
on older adults and the pandemic. Yet due to the rapidly changing nature 

of the threat, and the selective perspectives of authors, we only gain a partial over-
view of the impact of the pandemic and future needs of older adults.

At this point, it is clear that the pandemic will have lasting adverse effects on 
physical and mental health of older adults (Morrow-Howell, 2020). In particular, 
social isolation and loneliness are proving to cause major adverse mental health 
problems for older adults (Van Tilburg et al., 2020; Wu, 2020). However, both for-
mal and informal programs have been found to be helpful in counteracting social 
isolation (Kahlon et al., 2021). There have also been some positive developments 
for elders based on increased technological skills, increased self-care, and proac-
tivity in reducing social isolation (Morrow-Howell, 2020).

In early fall of 2021, at the time of our publication, we are learning to live 
with the realization that we are in the midst of a new surge, based on the high-
ly contagious Delta variant affecting mostly unvaccinated individuals, but also 
causing breakthrough infections of the vaccinated. Although the FDA has now 
approved vaccines, there is still vaccine hesitancy by some. Older adults, who suf-
fered disproportionally during the early waves, fortunately have a relatively high 
vaccination rates in the U.S. and are spared from the most severe outcomes, should 
they experience breakthrough infections (Teran et al., 2021). Yet it is increasingly 
clear that the pandemic is not yet behind us. Furthermore, we must live with the 
recognition that the COVID pandemic is a global, rather than a local problem. 
We must be cautious and yet we must also remain optimistic that the next chapter 
of this battle will bring some new “breakthrough.” There are many challenges for 
policy makers to which innovative ideas can be of great value.
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Más allá de la incertidumbre: el largo recorrido 
de COVID-19 para adultos mayores

Ha pasado un largo año desde que publicamos originalmente una convoca-
toria de artículos para el Journal of Elder Policy (JEP) relacionados con la 
pandemia de COVID-19. Como los documentos aceptados están ahora 

impresos, el mundo todavía está conmocionado por las secuelas de las pérdidas y 
el futuro de la incertidumbre. Muchos de nosotros perdimos familiares, amigos, 
vecinos y compañeros de trabajo, y todos perdimos nuestra inocencia sobre la pre-
visibilidad de nuestra vida diaria y nuestro futuro. Los adultos mayores han sido 
uno de los grupos más afectados y amenazados por la pandemia. Sin embargo, es 
de destacar que este grupo de edad no expresa de manera consistente una mayor 
preocupación por la pandemia que sus contrapartes más jóvenes (Barber & Kim, 
2021).

Grandes segmentos de la población de edad avanzada del mundo perma-
necen desprotegidos del COVID-19 en países donde las vacunas son difíciles de 
conseguir. Incluso en los EE. UU., Donde las vacunas están fácilmente disponi-
bles, existen grandes diferencias entre los estados en términos de vacilación a las 
vacunas, lo que hace que muchos estados del sur permanezcan sin vacunar. En 
ausencia de un mandato federal, es probable que persistan tasas de vacunación 
desiguales junto con una aplicación desigual de medidas de protección (Sallam, 
2021). En septiembre de 2021, solo una vacuna ha recibido la aprobación completa 
de la Administración de Drogas y Alimentos de los Estados Unidos (FDA), lo que 
limita las medidas más efectivas para persuadir a los indecisos.

Este número especial de Journal of Elder Policy sobre COVID-19 se publica 
aproximadamente un año y medio después del inicio de la pandemia mundial. 
Antes de esta crisis, muy pocos de nosotros hubiéramos creído que un virus po-
dría alterar la vida de la población mundial y persistir durante un período tan 
largo. El mundo experimentó pandemias antes: Ébola, gripe porcina y SARS, pero 
no fueron de la misma magnitud que COVID-19.

COVID-19 ha generado desafíos políticos sin precedentes. Los expertos en 
salud pública han tenido dificultades para proporcionar pautas coherentes y efec-
tivas para hacer frente a los desafíos que enfrentan. Aun cuando las vacunas han 
demostrado ser exitosas para disminuir las tasas de infección, hospitalización y 
mortalidad, ha habido una controversia política considerable sobre las mejores y 
más seguras formas de volver a estilos de vida más normales.

El caso de la pandemia COVID-19 proporciona un ejemplo del entrela-
zamiento entre las políticas públicas y las actitudes públicas. La confianza en el 
gobierno se vio socavada durante el período de la pandemia (Han et al., 2020). 
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Esta falta de confianza también coincide con la falta de confianza entre las perso-
nas. Este problema se ejemplificó en la reacción a la recomendación de los CDC, 
durante la primavera de 2021, de eliminar los mandatos de máscaras. Surgió la 
pregunta: ¿Pueden las personas vacunadas asumir que todas las personas que ya 
no usan máscaras han sido vacunadas?

Tanto por el severo impacto del COVID-19 como por la ambigüedad sobre 
las mejores formas de combatirlo, la política pública se ha polarizado y es objeto 
de importantes desacuerdos políticos (Alcott et al., 2020). Al comenzar el otoño 
de 2021, esperamos ver la luz al final del túnel de esta terrible pandemia, pero 
abundan las incertidumbres. Las máscaras se han convertido en un símbolo de 
precaución por un lado y de limitaciones impuestas por el otro. El CDC ha hecho 
pronunciamientos contradictorios, y el público encuentra fácil culpar a la ausencia 
de liderazgo por la falta de claridad con respecto a las acciones prudentes a seguir 
(Latkin et al., 2020).

En este editorial, mi objetivo es discutir la relevancia y las contribuciones de 
los artículos presentados y reconocer las limitaciones metodológicas de los estu-
dios empíricos debido a la pandemia. Antes de centrarme en los artículos publica-
dos en este número, compartiré brevemente mi propia experiencia vivida durante 
este período que puede ayudar a contextualizar el impacto personal de la pande-
mia en las personas mayores.

Mi experiencia vivida lidiando con la pandemia de COVID-19

A los 80 años, ahora viuda y viviendo sola, puedo comprender fácilmente 
los dilemas y las inseguridades de los adultos mayores al enfrentar la pan-
demia. Observé en números anteriores de JEP cómo mi esposo, Boaz, un 

profesor de psicología recientemente jubilado, y yo “escapamos” de nuestro apar-
tamento alquilado en Florida en marzo de 2020 y tomamos un arriesgado vuelo a 
casa en Cleveland, Ohio. Vivir en una casa unifamiliar se sintió mucho más seguro 
que nuestros anteriores viajes en ascensor y la proximidad a los vecinos. Durante 
los siete meses entre abril y octubre de 2020, Boaz y yo no salimos de nuestra casa 
en Cleveland. Cambiamos a las visitas de telesalud para nuestro cuidado de la 
salud y pedimos nuestros comestibles y medicamentos entregados por Instacart.

Nuestras interacciones familiares a distancia y relacionadas con el trabajo 
estaban todas en Zoom. A partir de agosto de 2020, estaba impartiendo una clase 
combinada de posgrado y pregrado sobre el estrés y el afrontamiento en Zoom, 
con una ayuda considerable de mis estudiantes de posgrado y mis hijos adultos 
conocedores de la tecnología que viven cerca. Para protegernos a nosotros, sus 
padres ancianos, mi hijo y su esposa comenzaron a educar en el hogar a sus dos 
hijos, incluido un hijo autista. También se comprometieron y mantuvieron un dis-
tanciamiento social estricto.
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En mi último editorial compartí mis difíciles experiencias relacionadas con 
la hospitalización de mi esposo, Boaz, y su muerte el 6 de noviembre mientras es-
taba en un hospital de gran prestigio. Durante la hospitalización de Boaz, a partir 
de mediados de octubre, salí de mi casa todos los días para estar con él, ya que yo 
era el pariente designado y el único al que se le permitía visitar debido a los pro-
tocolos de COVID. Dejé de preocuparme por mi propia seguridad porque sentía 
que necesitaba estar con mi amado esposo de 59 años. Murió inesperadamente 
debido a la aspiración de una pastilla grande que le dieron. A nuestros dos hijos se 
les permitió visitarlo y estar con él en sus últimas horas.

Después de la muerte de Boaz, mi experiencia surrealista de la era del CO-
VID-19 continuó con un funeral de Zoom. Los colegas estuvieron en gran parte 
ausentes. Amigos y familiares, que participaron de Zoom, se sumaron a la inquie-
tante irrealidad de la experiencia. La hermana y el hermano mayores de mi esposo 
y nuestra familia extendida que vivía fuera de la ciudad no pudieron asistir al 
funeral de Booz. Aunque Booz no pasó de COVID-19, su muerte estuvo envuelta 
en la tragedia de la pandemia. Hice lo mejor que pude para encontrar consuelo en 
la cercanía de mis hijos. Hicieron un gran sacrificio para protegerme al mantener 
a sus hijos fuera de la escuela durante la mayor parte del año escolar.

El nuevo año trajo rayos de esperanza con la vacuna en el horizonte. Me 
vacunaron en febrero de 2021 y sentí un gran alivio. Pude pensar en visitar al den-
tista y al podólogo. Me había estado cortando el pelo durante la pandemia y me 
acostumbré a tener canas. Aproximadamente un mes después de estar completa-
mente vacunada, regresé al salón de belleza con una máscara.

A principios de este verano, mis hijos adultos vacunados y yo hicimos un 
viaje de larga distancia para visitar a mi hijo menor y cinco nietos en Filadelfia. 
Seguimos siendo cautelosos acerca de las comidas en el interior, pero apreciamos 
el regreso de algo de normalidad en nuestras vidas. Mis nietos disfrutaron del 
campamento diurno y dieron la bienvenida a la compañía de otros niños. Visita-
mos museos y me sentí lo suficientemente cómodo como para arriesgarme a volar 
entre Cleveland y Filadelfia.

He sido profesor universitario durante los últimos 54 años y estaba ansioso 
por enseñar en persona este otoño. Realmente he echado de menos interactuar 
con mis alumnos, ya que Zoom simplemente no proporciona la misma interac-
ción que las conversaciones cara a cara. A medida que avanzaba el verano, nos 
enteramos del avance de la nueva variante Delta del virus COVID-19 que puede 
conducir a infecciones sin precedentes en las personas vacunadas. Me preocupé 
más por la enseñanza en persona incluso con la buena noticia de que todos los 
estudiantes que regresan deben vacunarse. De hecho, las últimas directivas uni-
versitarias exigen que tanto los estudiantes como los profesores usen máscaras 
en clase. Dado que a los 80 años tengo problemas de audición, una preocupación 
adicional ahora se relaciona con mi capacidad para comprender los comentarios y 
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preguntas de mis estudiantes que usarán máscaras (Sheik-Ali et al., 2021). Debido 
a estas preocupaciones, solicité volver a la enseñanza en línea como una adapta-
ción para discapacitados.

Aunque salgo de compras y visito a mis hijos, todavía dudo en recibir visitas 
y comer fuera a pesar de estar vacunada. A medida que se intensifican los prepa-
rativos para la escuela, nos enfrentamos a más incertidumbres de las nuevas va-
riantes. Esto vuelve a poner el miedo al COVID-19 en el centro del escenario. Una 
de las mayores dificultades para mí es la incapacidad de planificar el futuro. Tuve 
varios resúmenes que fueron aceptados para su presentación en las reuniones de 
la Sociedad Gerontológica de América (GSA) en Phoenix, Arizona, en noviembre, 
pero no estaba seguro de la seguridad de los viajes y las interacciones cara a cara. 
Recientemente, GSA anunció que la reunión cambiaría a un formato virtual. Me 
doy cuenta de que la imprevisibilidad es parte de la realidad de llegar a la vejez. 
Esta puede ser una razón para los hallazgos mencionados anteriormente de que las 
personas mayores no se preocupan más que los jóvenes por la pandemia.

Al mismo tiempo, las incertidumbres de la pandemia aún persisten en mi 
vida. La semana pasada, el conductor de UPS entregó las cajas que había enviado 
de nuestro viaje a Filadelfia. Cuando me di cuenta de que el conductor que estaba 
en mi puerta no llevaba una máscara, me retiré rápidamente a mi pasillo y experi-
menté un miedo al que estaba acostumbrado antes de la vacunación.

Limitaciones metodológicas de los estudios centrados  
en COVID-19 y adultos mayores

Se han publicado numerosos estudios durante el año pasado, que abordan los 
desafíos únicos de COVID-19 para las personas mayores. El presente núme-
ro de JEP agrega contribuciones nacionales e internacionales para compren-

der mejor este importante tema. Al evaluar la calidad de la investigación sobre el 
envejecimiento y COVID-19, debemos reconocer las limitaciones de la literatura 
actual para ofrecer una comprensión amplia y profunda del impacto de la pande-
mia de COVID-19 en las vidas de los adultos mayores, las de sus familias y cui-
dadores y sus proveedores de atención médica. El problema radica en las muchas 
restricciones bajo las que tanto los investigadores como sus sujetos han estado 
viviendo y operando. Debido a la amenaza constante de la pandemia, todavía no 
podemos aplicar las expectativas metodológicas convencionales a la investigación 
sobre el impacto de la pandemia.

A diferencia de la investigación tradicional de las ciencias sociales que se 
basa en muestras representativas y generalmente recopila datos a través de en-
cuestas o entrevistas administradas en persona, la mayoría de las investigaciones 
actuales disponibles relacionadas con COVID-19 no cumplen con estos estánda-
res. Después del inicio de la pandemia, los investigadores carecieron de las opor-
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tunidades habituales para solicitar financiación revisada por pares. La mayoría de 
los investigadores tampoco tenían las instalaciones y los apoyos necesarios para 
elaborar propuestas de primer nivel. Durante los encierros, los adultos mayores 
no pueden ser entrevistados en persona. Por lo tanto, los investigadores que tra-
bajaban desde casa eran difíciles de obtener datos piloto. Los datos de los adultos 
mayores se pueden recopilar principalmente en línea o por teléfono.

Los datos de la mayoría de los estudios sobre la pandemia de COVID se 
recopilaron durante la primera mitad de 2020. Como se mencionó anteriormen-
te, en un esfuerzo por recopilar rápidamente datos relevantes, los académicos se 
basaron en encuestas basadas en Internet (Barber & Kim, 2021). Tales encuestas 
incluyen una sobrerrepresentación de encuestados educados que tenían acceso a 
computadoras e Internet y que están alfabetizados en tecnología. En general, las 
minorías estaban subrepresentadas en esas muestras. Además, los adultos mayores 
que viven en centros de atención a largo plazo, que se encontraban entre las prime-
ras víctimas importantes de la pandemia, rara vez se incluyeron en la investigación 
sobre COVID-19. Estos adultos mayores vivían bajo estrictos confinamientos. A 
sus familias no se les permitió visitar y, por lo tanto, no pudieron ofrecer testi-
monios personales de primera mano sobre las experiencias vividas de este grupo 
altamente vulnerable y victimizado. Los ancianos que contrajeron COVID-19 en 
instalaciones institucionales sufrieron altas tasas de mortalidad. Solo 2,1 millones 
de personas, que representan el 0,62% de la población de los EE. UU., Residen en 
un hogar de ancianos o instalaciones de vida asistida. Sin embargo, al 22 de mayo 
de 2020, esta población constituía el 42% de todas las muertes por COVID-19 
(Girvan, 2020).

Antes de resumir las contribuciones de los estudios incluidos en este nú-
mero de JEP, quiero ofrecer algunas ideas de la literatura más amplia relacionada 
con los adultos mayores y el COVID-19. Los desafíos experimentados por las per-
sonas mayores durante los primeros meses de la pandemia fueron explorados por 
Heid y sus colegas (2021). Los problemas observados con más frecuencia entre 
su muestra (N = 1272) se relacionaron con las limitaciones en las interacciones 
sociales durante la pandemia. Un estudio de métodos mixtos (N = 825) realizado 
por Whitehead y Torossian (2021) se hizo eco de este hallazgo, y señaló que el 
42% de los encuestados mayores informaron interacciones sociales restringidas y 
el 30,9% informó restricción de actividad. Nuevamente, estos autores encontraron 
que los factores estresantes más frecuentes eran el confinamiento y la soledad. 
Sin embargo, las fuentes de alegría incluyen las relaciones familiares / amigos, las 
interacciones sociales digitales y los pasatiempos. Los predictores de un bienes-
tar psicológico deficiente durante la pandemia incluyeron la preocupación por el 
bienestar de los demás, el temor a un futuro incierto y el temor a contraer el virus.

La literatura más amplia sobre COVID-19 y el envejecimiento también se 
centra en la prestación de cuidados. Las complejas demandas del cuidado de los 
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adultos mayores durante la pandemia han provocado ansiedad, depresión y otros 
problemas de salud mental entre los cuidadores (Beach et al., 2021). A menudo se 
descubrió que la presencia de múltiples cuidadores generaba conflictos familiares 
(Xu, Liu y Beach, 2021). Con respecto a las implicaciones políticas de COVID-19, 
una de las lecciones más importantes involucra el aumento de la discriminación 
por edad (Ehni & Wahl, 2020). El impacto adverso del COVID-19 en la salud y la 
supervivencia de los pacientes de edad avanzada ha subrayado la vulnerabilidad 
y la fragilidad en la vejez y ha dado lugar a una discriminación por edad que de-
valúa a las personas de edad avanzada. Debido a que los adultos mayores estaban 
en riesgo de sufrir resultados adversos relacionados con COVID-19, no siempre 
se los consideró de alta prioridad para las intervenciones y, en algunos entornos, 
no se consideró que valieran la pena salvarlos (Ehni y Wahl, 2020). Reflexionando 
aún más sobre la discriminación por edad generalizada, los Estados Unidos han 
adoptado formalmente las Pautas de asignación de ventiladores según las cuales 
“la edad puede ser considerada como un criterio de desempate en circunstancias 
limitadas” (Zucker, Adler y Berens, 2015).

Como contrapunto a los argumentos sobre el impacto negativo del aumento 
de la discriminación por edad durante la pandemia de COVID, también hay algu-
na evidencia de los beneficios derivados de los adultos mayores de los programas 
y derechos federales y estatales que ayudan a los ancianos. Young y colegas (2020) 
proporcionan una lista de nuevas políticas iniciadas en respuesta al COVID-1919 
que pueden mejorar la atención médica y la calidad de vida de los adultos ma-
yores. Algunos de estos programas son a corto plazo, pero tienen el potencial de 
ampliarse si se demuestra que aportan pruebas que justifiquen su implementación 
a largo plazo.

Conexión con nuestra edición actual de COVID-19 de JEP

Los artículos publicados en este número de JEP son en gran parte respues-
tas a nuestra convocatoria de trabajos. Sin embargo, también incluimos dos 
artículos invitados por médicos, la Dra. Heidi Gullet y el Dr. Nathan Stall 

y sus colegas, quienes brindaron informes importantes sobre las perspectivas de 
los proveedores de atención médica sobre la pandemia en los EE. UU. Y Canadá, 
respectivamente. También incluimos perspectivas transnacionales de Rumania en 
el documento aportado por los Dres. Ivan y Cutler. Nuestros artículos reflejan 
perspectivas interdisciplinarias e incluyen enfoques médicos, legales, nutriciona-
les, sociológicos e históricos. 

1. Equidad para adultos mayores y personas en sitios de congregación: leccio-
nes del primer año de una respuesta de salud pública local COVID-19, por 
Heidi Gullett, MD, MPH ofrece un enfoque médico y de salud pública y guía al 
lector a través de su experiencia de primera mano al servir como comandante del 
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equipo de respuesta COVID-19 de la Junta de Salud de Ohio (CCBH) del condado 
de Cuyahoga. Gullet presenta detalles de lo que funcionó bien y lecciones que ella 
y su equipo multidisciplinario aprendieron a través de esta pandemia. Ella pone 
especial énfasis en el impacto de la pandemia en los vulnerables (por ejemplo, 
adultos mayores, discapacitados, aquellos en entornos congregados, minorías ra-
ciales e individuos que enfrentan desventajas socioeconómicas) y describe cómo 
el equipo de respuesta intentó mitigar los brotes de COVID-19 entre estos grupos. 
Algunos de los esfuerzos incluyeron una línea telefónica directa para médicos para 
quienes no tenían médico, pruebas, sistemas de apoyo y esfuerzos de vacunación 
para grupos marginados, y generación de confianza dentro de la comunidad. Por 
último, Gullet ofrece recomendaciones de políticas que se centran en el fortale-
cimiento de la infraestructura de salud pública para prevenir y / o aprender de 
futuras crisis de salud.

2. COVID-19 y los hogares de cuidados a largo plazo en Ontario, por Nathan 
Stall, MD y colaboradores lleva a cabo un examen exhaustivo de los factores de 
riesgo que contribuyeron a la alta incidencia de infecciones por COVID-19 en 
centros de atención a largo plazo en Ontario, Canadá. De hecho, en julio de 2021, 
el 43% de las muertes por COVID-19 de Ontario estaban compuestas por residen-
tes de LTC (hogares de cuidos a largo plazo). Los análisis revelaron que el riesgo 
de brotes de COVID-19 en hogares LTC estaba fuertemente asociado con la tasa 
de infección en las comunidades que los rodean, el estado de ganancias de los ho-
gares LTC y el hacinamiento. Los autores también examinan si las intervenciones 
de salud pública tuvieron algún impacto en la mitigación de este riesgo y sugirie-
ron otras medidas que pueden ser efectivas en el futuro. Estas medidas incluyen 
mejorar las condiciones de trabajo para el personal, restringir a los empleados a 
trabajar solo en un entorno de tipo LTC dentro de un período de 14 días, reducir 
aún más el hacinamiento, priorizar las pruebas, garantizar el tiempo pagado por 
enfermedad para los empleados, mejorar la prevención de infecciones, mejorar las 
estrategias para la aceptación de vacunas, y continuar con la recopilación rápida y 
el acceso a datos sobre los hogares COVID-19 y LTC.   

3. Diferencias raciales en autoevaluación, afrontamiento religioso y bienestar 
psicológico en la vida posterior durante la pandemia COVID-19 por Timo-
thy Goler, PhD, Tirth Bhatta, PhD, Nirmala Lekhak, PhD y Neema Langa, MA 
mueve la conversación de esfuerzos de mitigación a una encuesta de recursos y es-
trategias de afrontamiento de las personas mayores que impactaron la salud mental. 
Usando un marco de estrés y afrontamiento, examinaron las diferencias raciales en el 
bienestar de los adultos mayores durante la pandemia de COVID-19. Su encuesta en 
línea (N = 1764) analizó específicamente cómo el afrontamiento religioso, la religio-
sidad subjetiva, el apoyo emocional y la autoevaluación de la pandemia moldearon 
las diferencias raciales en la ansiedad y la depresión. Sus hallazgos revelaron que los 
participantes negros del estudio mostraban mayor preocupación por la pandemia 
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que sus homólogos blancos, pero tenían menos síntomas depresivos y ansiedad. Un 
análisis más detallado indicó que la religiosidad subjetiva, el afrontamiento religioso 
y el apoyo emocional parecían amortiguar el estrés de los participantes negros. El es-
tudio sugirió que el apoyo emocional (tanto para negros como para blancos) influye 
de forma independiente en el bienestar psicológico de los participantes. 

4. Adultos mayores y la brecha digital en Rumania: implicaciones para la pan-
demia Covid-19 representa una colaboración entre una académica rumana en 
comunicación, Loredana Ivan, PhD, y un sociólogo radicado en los EE. UU., 
Stephen J. Cutler PhD. Exploraron el papel de la brecha digital entre los adul-
tos mayores y su implicación para la pandemia de COVID-19 en Rumania. Dado 
que muchas actividades en persona se trasladaron a plataformas en línea durante 
la pandemia, los adultos mayores que no tenían acceso a Internet o que no eran 
usuarios inteligentes se arriesgaron a sufrir vulnerabilidades. Los factores que con-
tribuyen a la brecha digital incluyen el costo de las computadoras e Internet. En 
Europa del Este, muchos jóvenes se van a trabajar al extranjero y sus parientes 
ancianos se quedan en las aldeas sin medios de comunicación con sus hijos. Es-
tos adultos mayores están motivados para aprender tecnología, pero no tienen 
los recursos para comprar los dispositivos necesarios. Aunque los datos para este 
estudio se recopilaron antes de la pandemia, Ivan y Cutler plantean puntos impor-
tantes sobre el uso de Internet entre los adultos mayores relacionados con la pan-
demia. Los adultos mayores con acceso y habilidades probablemente encontraron 
oportunidades para aprender nuevas habilidades digitales, mientras que los no 
usuarios pueden haber enfrentado la exclusión social. Continuaron confiando en 
las llamadas telefónicas a amigos y familiares y conociendo a alguien en persona 
cuando enfrentaban enfermedades. 

5. Tratamiento diferencial de los trabajadores mayores debido a las adaptacio-
nes de COVID-19: problemas potenciales de discriminación por edad y dis-
criminación por edad por la psicóloga Lisa Hollis-Sawyer, PhD, se centra en los 
desafíos que enfrentan los trabajadores mayores durante la pandemia. El autor 
señala que la pandemia de COVID-19 cambió el entorno para los trabajadores en 
los Estados Unidos. Muchos fueron despedidos o tuvieron que adaptarse a plata-
formas en línea. Antes de la pandemia, la discriminación y la discriminación por 
edad en el lugar de trabajo ya eran problemas importantes para los trabajadores 
mayores. Hollis-Sawyer examina la tensión que enfrentan los trabajadores mayo-
res en relación con la pandemia al estudiar las tendencias de empleo de 2020. Su 
trabajo revela impactos negativos y efectos de desgaste en los trabajadores mayo-
res, incluida la jubilación anticipada involuntaria, la discriminación en el lugar de 
trabajo basada en los estereotipos del uso de la tecnología y la vulnerabilidad de 
salud percibida, y las tensiones intergeneracionales. Hollis-Sawyer concluye su ar-
tículo sugiriendo formas en que los empleadores pueden crear entornos laborales 
amigables con las personas mayores. Las estrategias sugeridas son: 1) reducir la 
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discriminación por edad, 2) capacitar al personal para evitar los estereotipos, 3) 
juzgar a los trabajadores caso por caso y 4) capacitar al personal en cuestiones de 
envejecimiento.

6. ¿El regreso de Typhoid Mary? Trabajadores inmigrantes en hogares de an-
cianos por los profesores de derecho, Shefali Milczarek-Desai, JD, MA y Tara 
Sklar, JD, MPH, se centra en los problemas de personal en los hogares de ancia-
nos. Miles de infecciones por COVID-19 en centros de atención a largo plazo se 
remontan a los auxiliares de enfermería que cuidaban a los residentes. Los autores 
exploran la causa subyacente de las altas tasas de transmisión de COVID al obser-
var la relación entre las epidemias históricas en los EE. UU. Y los trabajadores in-
migrantes con bajos salarios. Lo hacen presentando la historia de “Typhoid Mary”, 
que era una trabajadora pobre e inmigrante irlandesa etiquetada como la mujer 
más peligrosa de Estados Unidos hace un siglo por propagar la fiebre tifoidea. Los 
autores presentan las malas condiciones laborales de los auxiliares que contribuye 
a que trabajen en varios hogares de ancianos y no tengan la capacidad de tomar li-
cencia por enfermedad remunerada. La naturaleza precaria de su trabajo a menu-
do llevó a los asistentes a elegir entre la pérdida de ingresos o contribuir a la pro-
pagación del virus. Los autores concluyen su artículo sugiriendo recomendaciones 
políticas concretas, específicamente la aplicación de la licencia por enfermedad 
pagada para los trabajadores inmigrantes con salarios bajos.  

7. Un escenario preparado para un desastre: hogares de ancianos con fines de 
lucro, ley federal y COVID-19 por el historiador legal David Papke, JD, PhD, 
también destaca las altas tasas de infección y muertes por COVID-19 entre los 
residentes de hogares de ancianos. Para explorar por qué ocurrió este desastre en 
estos entornos, adopta un enfoque ascendente, presentando información histórica 
sobre el auge de los hogares de ancianos con fines de lucro. Papke sostiene que el 
modelo con fines de lucro no brinda atención segura y concienzuda a los residen-
tes. Los hogares de ancianos con fines de lucro a menudo tratan de maximizar las 
ganancias escatimando en las medidas de control de infecciones y en la dotación 
de personal. Papke señala que las regulaciones federales a menudo hacen poco 
para castigar a los hogares de ancianos que no cumplen, y las regulaciones que 
promueven el control de infecciones en realidad disminuyeron antes de la pande-
mia. El documento describe hábilmente las formas en que estos asilos de ancianos 
valoraban las ganancias sobre la atención al paciente, particularmente durante la 
pandemia (por ejemplo, aceptando pacientes con COVID positivo). Papke conclu-
ye con recomendaciones de política regulatoria.

8. Fundamentos de las políticas relacionadas con la nutrición para apoyar 
a los adultos mayores en la comunidad durante una pandemia: lecciones de 
COVID-19 de los académicos de derecho y nutrición Meredith Whitmire, JD, 
Mary Beth Arensberg, PhD, RDN, Alexandra Ashbrook, JD, LL.M y Robert 
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Blancato, MPA, destaca el importante papel que juega la nutrición en el apoyo a 
un sistema inmunológico fuerte. Desafortunadamente, muchos adultos mayores 
están desnutridos o enfrentan inseguridad alimentaria, lo que los coloca en un 
mayor riesgo de padecer enfermedades crónicas. Los ancianos mal alimentados 
corren el riesgo de contraer COVID-19 y sufrir sus complicaciones. Si bien la des-
nutrición y la inseguridad alimentaria son un problema conocido entre los adultos 
mayores, a menudo no se examinan durante las visitas de atención. Este artículo 
ofrece una descripción general de los servicios de nutrición comunitarios y finan-
ciados por el gobierno federal para adultos que se volvieron extremadamente im-
portantes para las personas mayores durante la pandemia. Las recomendaciones 
de política se establecen al final del artículo para garantizar que los adultos mayo-
res puedan acceder a una nutrición adecuada, incluso después de una pandemia. 
Estas recomendaciones se centran en cómo aumentar los fondos para los servicios 
comunitarios que han demostrado ayudar a abordar esta necesidad.

Conclusión

El número actual de JEP está captando un vistazo importante a la pandemia 
actual de COVID -19. Cada artículo ofrece perspectivas únicas y creativas 
sobre los adultos mayores y la pandemia. Sin embargo, debido a la natu-

raleza rápidamente cambiante de la amenaza y las perspectivas selectivas de los 
autores, solo obtenemos una visión general parcial del impacto de la pandemia y 
las necesidades futuras de los adultos mayores.

En este punto, está claro que la pandemia tendrá efectos adversos duraderos 
en la salud física y mental de los adultos mayores (Morrow-Howell, 2020). En par-
ticular, el aislamiento social y la soledad están causando importantes problemas 
de salud mental adversos para los adultos mayores (Van Tilburg et al., 2020; Wu, 
2020). Sin embargo, se ha descubierto que tanto los programas formales como los 
informales son útiles para contrarrestar el aislamiento social (Kahlon et al., 2021). 
También ha habido algunos avances positivos para los ancianos basados   en mayo-
res habilidades tecnológicas, mayor cuidado personal y proactividad para reducir 
el aislamiento social (Morrow-Howell, 2020).

A principios del otoño de 2021, en el momento de nuestra publicación, es-
tamos aprendiendo a vivir con la conciencia de que estamos en medio de una 
nueva oleada, basada en la variante Delta altamente contagiosa que afecta prin-
cipalmente a personas no vacunadas, pero que también causa infecciones irrup-
tivas de los vacunados. Aunque la FDA ha aprobado ahora las vacunas, algunos 
todavía dudan sobre las vacunas. Los adultos mayores, que sufrieron de manera 
desproporcionada durante las primeras oleadas, afortunadamente tienen tasas de 
vacunación relativamente altas en los EE. UU. Y se libran de los resultados más 
graves en caso de que experimenten infecciones irruptivas (Teran et al., 2021). Sin 
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embargo, es cada vez más evidente que la pandemia aún no ha terminado. Ade-
más, debemos vivir con el reconocimiento de que la pandemia de COVID es un 
problema global, más que local. Debemos ser cautelosos y, sin embargo, también 
debemos permanecer optimistas de que el próximo capítulo de esta batalla traerá 
un nuevo “avance”. Hay muchos desafíos para los responsables de la formulación 
de políticas para los que las ideas innovadoras pueden ser de gran valor.

不只是不确定性：长期的新冠疫情对老年人产生的影响

距我们最初发出《老年政策期刊》（JEP）2019冠状病毒病（COVID-19）
大流行特刊文章征集已过去一年时间。已收录的文章正在刊印，同时世界
仍然因大流行造成的损失和不确定性的未来而受到弹震影响。我们中的许
多人失去了家庭、朋友、邻居和同事，并且我们都对每日生活及未来的可
预见性失去了信心。老年人一直是最受大流行影响和威胁的群体之一。尽
管如此，值得注意的是，老年人与年轻人相比，前者并不持续地表达有关
大流行的、更大的担忧。

全球老年人口中，很多人仍然未接种COVID-19疫苗，他们生活在难以获
得疫苗的国家。即使在美国这一疫苗可用量充足的国家，各州在对疫苗持
迟疑态度一事上存在显著差异，导致许多南部州的人民未接种疫苗。在缺
少联邦授权的情况下，不均衡的疫苗接种率很有可能持续，伴随保护措施
的不均衡应用（Sallam, 2021）。截至2021年9月，仅有一种疫苗获得了美
国食品药品监督管理局（FDA）的全面批准，因此限制了用于说服犹豫人
士的更有效的措施。

本期《老年政策期刊》特刊聚焦于COVID-19，发行时间距离全球大流行
开始近一年半。在该危机之前，很少有人相信一场病毒能颠倒世界人民的
生活，并在如此长的时间里持续进行。之前遭遇的大流行包括埃博拉病
毒、猪流感和非典，但它们的规模都不及COVID-19。

COVID-19已造成许多前所未有的政策挑战。公共卫生专家在“提供持续
有效的挑战应对指南”一事上度过了艰难时刻。甚至当疫苗被证明能成功
减少感染率、住院率和死亡率时，仍然有大量政治争议探讨关于回到更正
常的生活方式的最佳且最安全的方法。

COVID-19大流行为公共政策与公共态度之间的交织（intertwining）提供
了范例。对政府的信任在大流行期间已受到破坏（Han et al., 2020）。对政
府信任的缺乏同时伴随着个体间相互信任的缺乏。人们对2021年春季疾控
中心提出解除戴口罩义务建议的反应则是一个例证。问题在于：已接种疫
苗的个体会认为那些不再佩戴口罩的人的确接种过疫苗吗？  
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鉴于COVID-19的严重影响以及尚不清晰的抗击疫情最佳方法，公共政策
已出现极化，成为重大政治不和的主题（Alcott et al., 2020）。2021年秋季
开始之际，我们希望在这场糟糕的大流行中看到一线希望，尽管仍然存在
许多不确定性。口罩在一方面成为了小心的象征，另一方面成为强制限制
的象征。疾控中心已发出矛盾的声明，并且公众很容易将“关于采取谨慎
行动一事的不清晰”的责任归于缺乏领导力。

本篇社论中，我旨在探讨所收录文章的相关性和贡献，并承认因大流行导
致的实证研究的方法论限制。在聚焦于本期文章之前，我将简要分享我在
此期间的经历，这能帮助将大流行对老年人产生的个人影响情境化。

我在应对COVID-19大流行方面的经历

作为一名失去丈夫的80岁独居老人，我很能理解老年人在应对大流行时遭
遇的困境和不安全。我在前几期JEP中提到了我的丈夫Boaz，一名近期退
休的心理学教授，和我在2020年3月如何“逃离”我们在弗罗里达州租住
的高层公寓，冒着风险乘飞机回到俄亥俄州克利夫兰的家中。住在一户家
庭中比乘坐电梯和靠近邻居的感觉要安全得多。2020年4月至10月这7个月
中，Boaz和我都没有离开克利夫兰的家。我们转而使用远程医疗咨询并通
过杂货公司Instacart上门运送杂货和药物。

我们通过Zoom进行与工作相关的互动和远距离家庭互动。2020年8月起，
我开始在Zoom上对研究生和本科生进行混合授课，授课内容关于压力和
应对，我的研究生和懂技术的成年子女（他们居住在附近）给予了大量帮
助。为保护他们年迈的双亲，我们的儿子和儿媳开始对他们的子女（包括
一名自闭症男孩）进行家庭教学。他们同样参与并倡导严格的保持社交距
离。

在上一期社论中，我就Boaz住院治疗以及于2020年11月6日在一家著名医院
去世一事分享了我的困难经历。Boaz住院期间（始于2020年10月中旬），
我每天离开家陪伴他，因为我是指定亲人以及在COVID医疗条件下唯一能
拜访他的人。我停止担心自身安全，因为我需要和深爱59年之久的丈夫在
一起。他在被抽吸一颗大药片的过程中意外去世。我们的两个儿子被允许
在他生命最后的几个小时里陪伴他。

Boaz去世后，我的离奇COVID-19经历以一场Zoom葬礼继续进行。同事大
多数都未到场。通过Zoom参与葬礼的朋友和亲人增添了这次经历的怪异
不真实性。我丈夫的姐姐和哥哥以及居住在城外的大家庭无法参加葬礼。
尽管Boaz的去世并不是因为COVID-19，但他的离世却笼罩在大流行这一
悲剧下。我尽力从子女的关怀中获得安慰。他们为了保护我付出了巨大牺
牲—让自己的子女居家学习近一个学年。

新的一年随着疫苗的出现而带来了希望的曙光。我在2021年2月接种了疫苗
并感到放松许多。我能够考虑拜访牙医和足科医生。在这之前我一直给自
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己理发并且习惯了白发。在接种疫苗完毕一个月后，我佩戴着口罩回到了
美容院。

今年初夏，我和接种完毕的子女进行了一次长途旅行，去费城拜访我的小
儿子以及他的五个孩子。我们仍然对室内进餐持谨慎态度，但对生活恢复
部分正常一事表示欢迎。孙辈们开心地度过了白天露营，并欢迎其他孩子
的陪伴玩耍。我们参观了博物馆并且我对冒险乘飞机往返克利夫兰和费城
一事感到很安心。

作为一名大学教授，我已从事54年的工作，并且期望在今年秋季进行面对
面授课。我十分想念与学生的互动，因为Zoom无法提供与面对面交流一
样的互动。随着夏天的进行，我们了解了COVID-19新型变异毒株德尔塔
病毒，它能导致疫苗接种者出现突破性感染。因此，我对面对面教学一事
变得更为担心，尽管所有返校学生必须完成疫苗接种。的确，大学最新的
规定呼吁学生和教授都佩戴口罩上课。鉴于80岁的我存在听力障碍，一个
进一步的担心则有关于我是否能理解佩戴口罩上课的学生的评论和提问
（Sheik-Ali et al., 2021）。出于这些顾虑，我请求回到网络教学（作为残障
关怀）。

虽然我会外出购物并看望我的孩子，但我仍然对访客和外出就餐持犹豫态
度（尽管我已接种疫苗）。随着学校的准备工作加强，我们面临新毒株
带来的进一步不确定性。这将对COVID-19的恐惧重新置于中心。于我而
言，最大的困难之一是无法作规划。今年11月，我受邀在亚利桑那州菲尼
克斯市举办的美国老年学学会（GSA）会议展示收录的多篇摘要，但我一
直对出行安全和面对面互动感到迟疑。近期，GSA宣布，该会议将转为网
络模式。我意识到，不可预测性是老年现实的一部分。这可能是解释之前
提到的“老年人并不比年轻人更多地担忧大流行”的一个原因。

与此同时，大流行的不确定性仍然萦绕在我的生活中。上周，UPS司机送
来了之前我在费城旅行时寄回的箱子。当我发现站在门口的司机没有佩戴
口罩时，我迅速回到了走廊里，并感受到了接种疫苗前所熟悉的恐惧。

聚焦于COVID-19和老年人的研究方法限制

过去一年里有许多研究分析了COVID-19对老年人带来的独特挑战。本期
JEP增添了聚焦于国内和国际的文章，以期更好地理解这一重要主题。在
评价老龄化和COVID-19的研究质量时，我们必须承认当前文献在为“理
解COVID-19大流行对老年人、其家庭、护理人员以及医疗提供商的生活
造成的影响”提供一个涵盖面广且有深度的解释时存在的限制。问题在
于，研究者和其研究对象所生活和工作的情境存在诸多限制。鉴于正在进
行的大流行威胁，我们还无法将传统方法适用于有关大流行影响的研究。

与基于代表性样本并通过调查或面对面访谈收集数据的传统社会科学研究
所不同的是，与COVID-19相关的大多数当前研究并不具备这些标准。大
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流行开始后，研究者缺乏以往用于申请同行评审基金的机会。大多数研究
者也没有用于撰写优质课题所需的设施和支持。封城期间，老年人无法通
过面对面形式进行访谈。因此，研究者很难通过居家办公的方式收集数
据。关于老年人的数据基本通过网络或手机通话的形式收集。

大多数关于COVID大流行的研究数据收集于2020年上半年。如上所述，为
快速收集相关数据，学者依靠基于网络的调查（Barber & Kim, 2021）。这
类调查过多地包含了那些教育程度良好的、有电脑和网络获取机会以及懂
得数字技术的调查对象。少数群体在这类样本中的代表性不足。此外，生
活在长期护理机构的老年人（他们是大流行的首批重要受害者）几乎没有
被包括在COVID-19研究范围内。这些老年人面临严格的生活限制。他们
的家人被禁止拜访，因此无法对有关该高度脆弱的受害群体的生活经历提
供第一手的个人陈述 。那些在护理机构中感染COVID-19的老年人面临高
死亡率。仅210万人口（占美国总人口的0.62%）居住在护理院或依靠辅助
生活设施生活。不过，截至2020年5月22日，该群体中因感染COVID-19去
世的人数占COVID-19总死亡人数的42%（Girvan, 2020）。

在总结本期JEP收录的文章之前，我想提供一些从与老年人和COVID-19相
关的文献中得出的见解。Heid 等人（2021）探究了大流行最初几个月里老
年人经历的挑战。其样本对象（N=1272）面临的最频繁的问题有关于大流
行期间的社交互动限制。Whitehead 和Torossian（2021）的混合方法研究
（N=825）得出了相同的研究发现，并指出，42%的老年受访者报告了受
限的社交互动，30.9%的受访者报告了活动限制。他们还发现，最频繁的
压力源是活动限制和孤独。

关于COVID-19和老龄化的文献还聚焦于护理提供（caregiving）。大流行
期间老年人护理提供的复杂需求已导致护理人员出现焦虑、抑郁和其他精
神健康问题（Beach et al., 2021）。多名护理人员的存在经常会导致家庭冲
突（Xu, Liu, & Beach, 2021）。至于COVID-19的政策意义，最重要的经验
之一包括年龄歧视情况的增加（Ehni & Wahl, 2020）。COVID-19对老年
患者的健康和存活所产生的负面影响强调了老年生活的脆弱性，并已导致
贬低老年人的年龄主义。鉴于老年人面临与COVID-19相关的负面结果风
险，他们并不总是干预措施的重点对象，并且在一些环境下，他们不被视
为值得被拯救（Ehni &Wahl, 2020）。通过进一步反思普遍的年龄主义，美
国已正式采纳了呼吸机分配指南，该指南指出：“在有限情况下，年龄可
能被视为最终决策标准”（Zucker, Adler, & Berens, 2015）。

与关于“COVID大流行期间年龄主义情况增加所产生的消极影响”的论
点不同的是，一些证据表明：老年人从基于联邦及各州的计划和津贴中获
益。Young等人（2020）提供了一份旨在响应COVID-19的新政策清单，这
些政策能提升老年人医疗和生活质量。一些计划是短期的，但却有可能延
长，如果其能提供需要长期执行的证据。
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与COVID-19相关的本期JEP内容

本期JEP收录的大部分文章源于我们的征集文稿。不过，我们也收录了两
篇由Gullet博士、Nathan Stall博士及其同事所撰写的特约文章，这两篇文章
分别提供了关于美国和加拿大卫生提供商对大流行的重要看法。我们还收
录了由Ivan博士和Cutler博士撰写的关于罗马尼亚的跨国家视角文章。我们
的文章反映了跨学科视角，并使用了包括医学、法律、营养学、社会学以
及历史学方法。

1. 《为老年人和集体居住者创造公平：地方公共卫生新冠肺炎响应第一
年得出的经验》由Heidi Gullett（医学博士兼公共卫生学硕士）撰写。文
章以医学和公共卫生为重点，带领读者体验她作为俄亥俄州卫生委员会
（CCBH）响应团队的应急指挥员（负责凯霍加县）的第一手经验。Gul-
let详细描述了成功的部分，以及她与多学科团队在这场大流行中获得的经
验。她尤其聚焦于大流行对脆弱人口（例如老年人、残障人士、集体居住
者、少数族裔、以及面临社会经济劣势的个体）产生的影响，并描述了响
应团队如何尝试缓解COVID-19在这些群体间的爆发。一些举措包括：为
那些没有内科医生的人士提供内科医生热线、为边缘化群体提供检测、支
持系统和接种疫苗，以及在社区内建立信任。最后，Gullet提供了政策建
议，聚焦于强化公共卫生基础设施，以期预防未来卫生危机和/或为未来卫
生危机提供经验。

2.  《2019冠状病毒病和安大略省的长期护理院》由医学博士Nathan Stall
和合著者共同撰写。文章广泛分析了对加拿大安大略省长期护理设施中
COVID-19高感染率作贡献的风险因素。的确，截至2021年7月，安大略省
43%的COVID-19死亡人数是长期护理院（LTC，长期护理）的居民。分析
显示，LTC院COVID-19爆发风险与以下因素强烈相关：周边社区的感染
率、LTC院的营利状态、以及群体聚集。作者还分析了公共卫生干预措施
是否会对风险缓解一事产生任何影响，并就在今后可能有效的其他措施
提出建议。这些措施包括：改善员工工作环境、限制员工在14天内仅在一
所LTC机构中工作、进一步减少群体聚集、检测优先化、保证员工的带薪
病假、提升感染预防措施、提升疫苗接受度策略、以及继续保持对关于
COVID-19和LTC院数据的快速收集和获取。

3. 《2019冠状病毒病大流行期间老年人的自我评价、宗教应对和心理健
康的种族差异》的作者是Timothy Goler博士、Tirth Bhatta博士、Nirmala 
Lekhak 博士以及Neema Langa（文学硕士）。文章将关注点从缓解措施转
向关于影响老年人精神健康的应对资源和策略的调查。通过使用一项关于
压力和应对机制的框架，作者分析了COVID-19大流行期间老年人健康的
种族差异。他们的网络调查（N=1764）具体审视了宗教应对、主观宗教
性、情感支持、以及对大流行的自我评价如何影响焦虑症和抑郁症的种族
差异。他们的研究发现显示，黑人比白人展示了更多关于大流行的关切，
但前者的抑郁症状和焦虑程度却更轻。进一步分析表明，主观宗教性、宗
教应对和情感支持似乎能缓解黑人的压力。研究暗示，黑人和白人所获得



25

Beyond Uncertainty: The Long Haul of COVID-19 for Older Adults

的情感支持都以单独的方式影响其心理健康。  

4.《罗马尼亚的老年人和数字鸿沟：对2019冠状病毒病大流行产生的意
义》一文由罗马尼亚传播学学者Loredana Ivan博士和一名定居美国的社会
学家Stephen J. Cutler博士共同撰写。他们探究了数字鸿沟对老年人产生的
作用以及其对罗马尼亚COVID-19大流行产生的意义。鉴于大流行期间许
多线下活动转为线上平台，那些没有互联网获取机会或不懂得技术操作
的用户面临脆弱风险。对数字鸿沟作贡献的因素包括电脑和互联网的成
本。在东欧，许多年轻人离家去国外工作，他们的年迈亲人留在村里，没
有和子女联系的工具。这些老年人被鼓励学习技术但却没有资源购买所
需设备。尽管该研究所用的数据收集于大流行之前，但作者就与大流行相
关的、老年人的互联网使用提出了重要观点。那些有获取机会和技能的
老年人很有可能发现学习新数字技能的机会，而其他用户则可能面临社会
排斥。后者在生病时仍然依靠打电话给朋友和家人，以及与他人在线下见
面。

5. 《老年员工因2019冠状病毒病适应措施而面临的差别对待：年龄主义和
年龄歧视的潜在问题》由心理学家Lisa Hollis-Sawyer博士撰写。文章聚焦
于大流行期间老年员工面临的挑战。作者指出，COVID-19大流行转变了
美国员工的（工作）环境。许多员工被解雇或不得不适应网络平台。大流
行发生之前，出现在工作场所的歧视和年龄主义已经是老年员工面对的
大问题。通过研究2020年就业趋势，Hollis-Sawyer分析了老年员工面对的
与大流行相关的压力。她的文章显示了对老年员工产生的消极影响以及
自然损耗效应（wear and tear effects），包括非自愿提前退休、发生在工
作场所的、基于技术使用刻板印象的歧视、感知健康脆弱性、以及代际间
矛盾。Hollis-Sawyer的结论为“雇主通过何种方式创造老年友好型工作环
境”一事提供了建议。建议的策略包括：1）减少年龄歧视，2）培训员工
避免刻板印象，3）逐一看待员工，4）培训员工有关老龄化的问题。

6.《伤寒玛丽的回归？疗养院的移民员工》一文由法律教授Shefali Milcza-
rek-Desai（职业法律博士兼文学硕士）和Tara Sklar（职业法律博士兼公共
卫生学硕士）共同撰写。文章聚焦于疗养院的员工问题。长期护理机构中
成千上万的COVID-19病例能溯源到照顾居民的护理助手。作者通过审视
美国史上流行病事件与低薪移民员工之间的关系，探究了COVID高传染率
的潜在起因。为此他们呈现了“伤寒玛丽”的故事，作为一名贫穷的爱尔
兰移民员工，她在100年前因传播伤寒而被称为美国最危险的妇女。作者
展示了护理助手的恶劣工作环境，后者促使她们在多家疗养院工作并且没
有能力请带薪病假。护理助手工作的危险性质经常导致她们在损失收入和
为病毒传播作贡献之间做选择。作者的结论就低薪移民员工带薪病假批准
执行一事提出了具体的政策建议。

7.《为灾害而设的舞台：营利性疗养院、联邦法和2019冠状病毒病》的
作者是法律历史学家David Papke（兼职业法律博士）。文章同样聚焦于
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COVID-19在疗养院居民中的高感染率和死亡情况。为探究此灾害在这些
情境中发生的原因，他采用有关宏观因素的方法（upstream approach），
为营利性疗养院的兴起提供历史信息。Papke主张，营利性模式并未给居民
提供安全的、尽责的护理。营利性疗养院经常通过节省感染控制措施和员
工成本的方式将利益最大化。Papke指出，联邦规制经常对不合规的疗养
院不采取任何惩罚，并且推动感染控制的一系列规制在大流行发生之前反
而减少了。文章娴熟地描述了这些疗养院如何将利润摆在比病人护理更高
的位置，尤其是在大流行期间（例如接收COVID检测结果呈阳性的患者）
。Papke的结论提出了监管政策建议。

8.《用于在大流行中支持社区老年人营养的政策基础：从2019冠状病毒病
得出的经验

》一文由研究营养学和法学的学者撰写，他们分别为Meredith Whitmire（
职业法律博士）、Mary Beth Arensberg（博士兼注册营养师）、 Alexandra 
Ashbrook（职业法律博士兼法学硕士）、以及Robert Blancato（公共管理
硕士）。文章强调了营养在支持一个强健的免疫系统中发挥的重要作用。
不幸的是，许多老年人营养不良或面临粮食不安全，这让他们面临加大的
慢性病风险。营养不良的老年人面临感染COVID-19和遭受其并发症的风
险。尽管营养不良和粮食不安全是熟知的老年问题，但在护理访问中却经
常不筛查这两项内容。这篇文章概述了基于社区的、由联邦出资的老年营
养服务，这对大流行期间的老年人而言变得尤为重要。文章最后给出了政
策建议，以确保老年人能获取充足的营养，甚至在大流行后期。这些建议
聚焦于如何增加社区服务资金，这已被证明能帮助应对该需求。

结语

本期JEP以重要的方式聚焦于正在进行的COVID -19大流行。每篇文章都
对老年人和大流行提供独特的创新视角。不过，鉴于该威胁快速变化的
性质，以及作者所呈现的视角有限，我们仅能部分概述大流行的影响以及
老年人的未来需求。此时，清晰的是，大流行将对老年人的身体健康和精
神健康产生长期的消极效果（Morrow-Howell, 2020）。特别地，社会隔离
和孤独证明为老年人带来了重大的消极精神健康问题（Van Tilburg et al., 
2020; Wu, 2020）。不过，正式和非正式计划都被证明有助于抵消社会隔离
（Kahlon et al., 2021）。老年人也取得了一些积极发展，包括技术技能的提
高、自我护理程度提升、以及主动减少社会隔离（Morrow-Howell, 2020。

2021年初秋，在我们出版之际，我们正学着与一个认识共存，这个认识则
是，我们正处于一场新的病毒激增形势中，具有高传染性的德尔塔变异毒
株对绝大多数未接种疫苗的人产生影响，也同时对已接种疫苗的人产生突
破性感染。尽管FDA已批准了疫苗，但仍然有部分人对接种疫苗一事保持
迟疑态度。那些在大流行早期尤其受到影响的老年人有幸在美国拥有相对
高的疫苗接种率，并且他们如果遭遇突破性感染，则会免受大多数严重结



27

Beyond Uncertainty: The Long Haul of COVID-19 for Older Adults

果的影响（Teran et al., 2021）。不过，日益明显的是，大流行还未离去。
此外，我们必须承认COVID是一个全球问题，而非地方问题。我们必须小
心谨慎并且同时对“这场战役的下一章将带来一些新的‘突破’”一事保
持积极态度。决策者面临许多挑战，而创新性想法能为其提供巨大价值。
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Abstract

This paper presents lessons on the equity of healthcare and health 
for older people that emerged from the experience of a COVID-19 
incident commander during the pandemic. The lessons include the 
value of ongoing investment in trustworthy cross-sector relation-
ships and value-added roles for learners; the importance of work-
ing together for the common good which can provide a deep well 
to draw upon during a crisis; in such times, the vulnerable often 
become more vulnerable and need extra attention thus meeting the 
needs of older people requires consideration of age, disability, and 
congregate living status; an equity lens and cultural humility fos-
ter new opportunities for community health and systems thinking, 
and when balanced with on-the-ground work and relationships, 
make it possible to take on seemingly intractable problems; in or-
der to advance community health and equity, it is vital to meet both 
immediate needs and to focus on strategic efforts to simultaneous-
ly transform systems and structures; developing new knowledge 
creates opportunities for broader sharing; interprofessional teams 
enable collective action in a complex problem; transparency and 
continuous communication are important always, but vital in a 
crisis; and proactive investment in public health infrastructure 
could mitigate a future crisis. While the pandemic produced loss 
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and pain for millions, the transportable lessons about investing in 
system science, equity-focused, cross-sector infrastructure, and re-
lationships can inform the future of public health and health care 
policy, grounded in lived experience, to inform the re-emergence 
of collective efforts to foster health equity for older people and oth-
er vulnerable populations. 

Keywords: pandemic, systems thinking, congregate living, com-
munity health

Equidad para los adultos mayores y los que viven en sitios 
congregados: Lecciones del primer año de una respuesta 
de salud pública local al COVID-19

Resumen

Este documento presenta lecciones sobre la equidad de la atención 
médica y la salud para las personas mayores que surgieron de la 
experiencia de un comandante del incidente del COVID-19 du-
rante la pandemia. Las lecciones incluyen el valor de la inversión 
continua en relaciones intersectoriales confiables y roles de valor 
agregado para los estudiantes; la importancia de trabajar juntos 
por el bien común, que puede proporcionar un pozo profundo al 
que recurrir durante una crisis; en esos momentos, las personas 
vulnerables a menudo se vuelven más vulnerables y necesitan aten-
ción adicional, por lo que satisfacer las necesidades de las personas 
mayores requiere considerar la edad, la discapacidad y el estado 
de vida de la congregación; una lente de equidad y humildad cul-
tural fomentan nuevas oportunidades para la salud comunitaria y 
el pensamiento sistémico, y cuando se equilibran con el trabajo y 
las relaciones en el terreno, hacen posible abordar problemas apa-
rentemente insolubles; Para promover la salud y la equidad de la 
comunidad, es vital satisfacer las necesidades inmediatas y concen-
trarse en los esfuerzos estratégicos para transformar simultánea-
mente los sistemas y las estructuras; el desarrollo de nuevos co-
nocimientos crea oportunidades para un intercambio más amplio; 
los equipos interprofesionales permiten la acción colectiva en un 
problema complejo; la transparencia y la comunicación continua 
son siempre importantes, pero vitales en una crisis; y la inversión 
proactiva en infraestructura de salud pública podría mitigar una 
crisis futura. Si bien la pandemia produjo pérdidas y dolor para 
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millones, las lecciones transportables sobre la inversión en ciencia 
de sistemas, infraestructura intersectorial centrada en la equidad 
y las relaciones pueden informar el futuro de la salud pública y la 
política de atención médica, basada en la experiencia vivida, para 
informar al público. resurgimiento de los esfuerzos colectivos para 
fomentar la equidad en salud para las personas mayores y otras 
poblaciones vulnerables.

Palabras clave: pandemia, pensamiento sistémico, vida en congre-
gación, salud comunitaria

为老年人和集体居住者创造公平：地方公共
卫生新冠肺炎响应第一年得出的经验

摘要

本文通过2019冠状病毒病（COVID-19）大流行期间一名应急
指挥员的经历，提供了有关老年人医疗公平和卫生公平的经
验。经验包括：对可信赖的跨部门关系进行不断投资所带来
的价值以及对学习者产生的增值作用；为能在危机期间提供
储备的公共物品进行共同合作的重要性；在这类时期中，脆
弱人口通常会变得更脆弱，并且需要额外的关注，因此满足
老年人需求一事需要考量年龄、残障以及集体生活状况；公
平的视角和文化谦逊能为社区卫生和系统思维孕育新的机
遇，并且当与实际工作及关系保持平衡时，则有可能攻克棘
手的问题；为提升社区卫生和公平，关键在于满足这二者的
迫切需求并聚焦于战略性举措，以期同时变革系统和结构；
新知识的提出，为更广的共享创造机遇；跨专业团队能在复
杂问题中为集体行动创造适宜条件；透明度和持续的沟通总
是重要的，但在危机中却是关键的；积极投资公共卫生基础
设施，能缓解未来危机。尽管大流行为千万人带来了伤痛，
但对系统科学、关注公平的跨部门基础设施及关系进行投
资一事得出的普适性经验却能影响公共卫生和医疗政策的未
来，基于实际经验的政策能影响集体行动的再现，以期为老
年人和其他脆弱人口创造卫生公平。

关键词：大流行，系统思维，集体生活，社区卫生
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Drawn into the Local Eddies of 
an International Pandemic

The COVID-19 pandemic dis-
rupted life in profound ways 
across the lifespan, but has 

been especially brutal for historically 
marginalized populations (Laurencin 
& McClinton, 2020; Lin, 2020), those 
living in congregate settings (Terebuh 
et al., 2020), and particularly for older 
adults (Banerjee et al., 2020; Gorgu-
lu & Duyan, 2020; Shahid et al., 2020; 
Tisminetzky et al., 2020; Wynants et al., 
2020). The following insights are the re-
sult of lessons learned on the ground in 
first year of the local Cuyahoga County 
Board of Health (CCBH) COVID-19 
response, with particular emphasis on 
the pandemic’s outsized impact on old-
er adults, those with disabilities, and 
those living in long-term care facilities, 
as well as those from groups disadvan-
taged by race, ethnicity, and related so-
cioeconomic inequities.  

In Ohio by March 2021, more 
than half of the COVID-19 deaths oc-
curred among those over 80 and 38% 
of deaths occurred in long-term care 
facilities (Ohio Department of Health 
COVID-19 Mortality Data, 2021).

Cuyahoga County, situated in 
northeastern Ohio on Lake Erie, is 
home to 1.2 million people in the great-
er Cleveland area. It was the site of 
the state’s first COVID-19 cases as the 
pandemic arrived in the Midwest (Bu-
reau, 2019; Cuyahoga County Board 
of Health, 2020), and The Cuyahoga 
County Board of Health (CCBH) is the 
largest local health jurisdiction in the 

state of Ohio, and serves 58 of the 59 
municipalities in the County. The city 
of Cleveland maintains its own health 
department, but works in close partner-
ship with the CCBH. 

I served as the CCBH Incident 
Commander at the start of the pan- 
demic. An Incident Command struc-
ture organizes cooperation among mul-
tiple agencies within and outside of an 
organization (in this case governmental 
public health) to coordinate response 
to a crisis. The Incident Commander 
establishes communication channels, 
brings together diverse sectors and in-
dividuals, organizes training, and estab-
lishes structures and processes needed 
to respond to an incident such as a 
global pandemic.

Emergent Lessons Learned

Ongoing investment in trustworthy 
cross-sector relationships and value-add-
ed roles for learners working together for 
the common good, can provide a deep 
well to draw upon during a crisis. 

In taking on the Incident Command-
er Role, I largely set aside, but drew 
frequently on, my regular job as a 

family physician at a busy community 
health center, and as a medical school 
faculty member teaching and conduct-
ing research. For this role I had some 
background as a physician trained in 
family medicine, public health and 
preventive medicine. However, even 
more important than my formal resi-
dency training, was seven years of in-
vestment by myself and my universi-
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ty (Case Western Reserve University 
School of Medicine - CWRU) in plac-
ing me as the population health liaison 
in the local health department. In that 
role, I got to know people within and 
outside of public health and health care 
who would be vital to a coordinated re-
sponse. I had come to know both the 
powerful and the vulnerable by serving 
as co-leader of our county’s community 
health improvement plan and had de-
veloped relationships that emerged as 
the mortar that held together the build-
ing blocks for crafting a new infrastruc-
ture that did not exist for a crisis of this 
magnitude. 

Working with the County Health 
Commissioner, we began to prepare 
shortly after the first US COVID-19 
case was reported outside of Seattle on 
January 20, 2020. This preparation in-
volved meeting for several weeks with 
local and state partners. In collabora-
tion with our state partners, we then 
reported the first Ohio cases in our ju-
risdiction on March 9, 2020. The days 
and weeks that followed involved rap-
idly and simultaneously assembling a 
COVID-19 response team, along with 

1. Assess and monitor population health status, factors that influence health, and community 
needs and assets

2. Investigate, diagnose, and address health problems and hazards affecting the population
3. Communicate effectively to inform and educate people about health, factors that influence it, 

and how to improve it
4. Strengthen, support, and mobilize communities and partnerships to improve health
5. Create, champion, and implement policies, plans, and laws that impact health
6. Utilize legal and regulatory actions designed to improve and protect the public’s health
7. Assure an effective system that enables equitable access to the individual services and care need-

ed to be healthy
8. Build and support a diverse and skilled public health workforce
9. Improve and innovate public health functions through ongoing evaluation, research, and con-

tinuous quality improvement
10. Build and maintain a strong organizational infrastructure for public health

using the incident command structure 
internally to realign our staff and ex-
ternally to engage partners to meet the 
needs of our community. The entire 
COVID-19 response also had to occur 
within the context of ensuring that the 
CCBH continued to meet the ten es-
sential functions of public health1 for 
all conditions affecting the community, 
in addition to COVID-19 (10 Essential 
Public Health Services, Updated 2020).

The CCBH COVID-19 response 
team included long-time public health 
professionals with expertise in epide-
miologic and infectious disease investi-
gation, data management and analysis, 
environmental inspections and control 
mechanisms, and communications, as 
well as learners across the medical ed-
ucation continuum from medical and 
physician assistant students to resident 
physicians. From the first week of cas-
es, the team met twice daily in tactics 
meeting to review rapidly changing 
data and community needs, further 
refine ever-changing workflows, iden-
tify infrastructure and communication 
needs, and to encourage one another 
through regular sharing of gratitude 

1
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and self-care. The latter became in-
creasingly important as cases and com-
munity needs grew exponentially along 
with challenges in supply chain, testing 

availability and understanding of be-
havior of the novel virus at the center of 
the pandemic. 

Case Study: Trusted Relationships and Value-Added Roles for Learners

At the beginning of the pandemic, rotations in traditional clinical sites were 
limited for safety reasons for medical students and resident physicians. Due 
to the longstanding relationship between CCBH and the CWRU School of 
Medicine, including seven years of investment in the role of embedded pop-
ulation health liaison, we were able to rapidly design and deploy a medical 
and physician assistant student elective that enabled learners to obtain school 
credit for a telemedicine rotation, while being trained in public health case 
interviewing and contact tracing. Beginning just over a week after our first 
cases, medical students joined the COVID-19 response team as case inves-
tigators and contact tracers. In total, 80 first through fourth year medical 
and physician assistant students from CWRU School of Medicine contrib-
uted over 5000 hours to the COVID-19 response between March and June 
2020. These students conducted telephone interviews with a rapidly growing 
number of cases, participated in contact tracing, performed discontinuation 
of isolation interviews, coordinated resource needs, communicated with 
facilities experiencing outbreaks and contributed to quality improvement 
cycles on workflow improvements (Gullett, 2021).

The long-standing CCBH com-
mitment to teaching and investment in 
public health workforce training, which 
includes formal agreements with nurs-
ing and medical schools that predate 
the pandemic, created almost instant 
capacity in the rapidly evolving pan-
demic. 

Beyond the impact of undergrad-
uate medical education students, Public 
Health/General Preventive Medicine 
resident physicians (PMRs) and facul-
ty members from CWRU and Univer-
sity Hospitals Cleveland Medical Cen-
ter were pivotal in the early response 

and formed a COVID-19 physician 
response team. PMRs normally rotate 
at CCBH as their primary location for 
local public health training throughout 
residency, thus they were already cre-
dentialed and able to begin working at 
a high level in providing clinical guid-
ance on cases and contacts, analyzing 
data, taking responsibility for manag-
ing community and congregate living 
facility clusters, developing workflows 
and guiding the evolution of response 
infrastructure within the COVID-19 
incident command structure. 
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In a crisis, the vulnerable often become 
more vulnerable and need extra atten-
tion. 

To meet the needs of vulnerable pop-
ulations, it was important to consider 
age, disability and congregate living 
status. Early on, congregate location 
trends showed high case counts and 
substantial loss of life due to COVID-19 
across Ohio’s long-term care facili-
ties which mirrored national trends.
(Bernabeu-Wittel et al., 2021) Across 
the state from April 15, 2020, (prior 
data are not available at the state lev-
el) through March 31, 2021, the Ohio 
Department of Health reported 48,909 
resident cases and 34,893 cases among 
staff in long-term care facilities (which 
include nursing homes, assisted living 
sites and intermediate care facilities) 
(Health, 2021). In Ohio, the median 
age of fatalities from COVID-19 is 80 
among 18,609 deaths (Health, 2021). 
Among Ohioans who have died from 
COVID-19, 14% were aged 60-69, 27% 
aged 70-79 and 52% were aged 80+ 
(Health, 2021). Furthermore, greater 
than 38% of all Ohio COVID-19 fatal-
ities (7,119 of 18,609 between 4/15/20-
3/31/21) occurred in long-term care fa-
cilities within four of Ohio’s 88 counties 
reporting over 400 congregate facility 
deaths each to date (Cuyahoga (753), 
Franklin (542), Montgomery (410) and 
Summit (462) Counties (Health, 2021). 

In Cuyahoga County specifical-
ly as of 3/31/21, there have been 5478 
cases among residents and 4255 cases 
among staff in 201 long-term care fa-
cilities (Health, 2021). There have also 
been 753 COVID-19 deaths attributed 

to long-term care facilities among 2003 
total fatalities in the county, mirroring 
the 38% of fatalities in Ohio occur-
ring among long-term care residents 
(Health, 2021; Terebuh et al., 2020).

As cases began to increase in 
Cuyahoga County in March of 2020, 
the CCBH COVID-19 response team 
recognized the significant number of 
individuals living in congregate settings 
who were susceptible to COVID-19. 
Such congregate sites included nursing 
homes, assisted living locations, inter-
mediate care facilities and unlicensed 
group homes, mental health and sub-
stance abuse treatment centers, home-
less shelters, and correctional facili-
ties. Tracking, data management and 
response systems established for small 
infectious disease outbreaks at the lo-
cal and state levels were insufficient 
for the task of identifying and serving 
the needs of the sites of these disease 
clusters. Despite very limited testing 
availability, COVID-19 cases within 
congregate sites increased, highlighting 
the critical importance of addressing 
mitigation efforts in these facilities. In 
particular a subset of these congregate 
sites—long-term care facilities (nursing 
homes, assisted living and intermediate 
care facilities)—are home to thousands 
of residents across the state, including 
many older adults and those with dis-
abilities who have underlying medical 
and behavioral co-morbidities increas-
ing their risks for complications and 
mortality from COVID-19 (Banerjee et 
al., 2020; Bernabeu-Wittel et al., 2021; 
Ecks, 2020; Lin, 2020; Mair et al., 2020; 
Marengoni et al., 2021; McQueenie et 
al., 2020; Tisminetzky et al., 2020).
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As the large number of congre-
gate cases developed, the physician re-
sponse team pivoted into creating an 
infrastructure and support for multiple 
congregate facilities experiencing out-
breaks. The physician team also man-
aged a 24/7 phone line for cases and 
organizations to call with concerns or 
contact tracing questions, quickly de-
veloping expertise in the latest evidence 
around managing COVID-19. 

In addition to a major focus 
on long-term care facilities and oth-
er congregate sites, the response team 
also identified high-risk patients and 
families who had been diagnosed 

with COVID-19, providing them with 
the public health physician call line, 
along with linkage to resources pro-
vided through our county emergency 
management partnership. As in oth-
er communities, those with limited 
resources were at high risk for severe 
complications from COVID-19, thus 
we sought to rapidly address pragmatic 
needs through home resource deliver-
ies seven days a week (Bello-Chavolla 
et al., 2021). Registries were also cre-
ated for various conditions conferring 
higher risk for complications related to 
COVID-19, in addition to an obstetrics 
registry of pregnant patients.

Case Study: Unimaginable and Unexpected Loss of Life

On March 20, 2020, we lost our first community member to COVID-19. I 
remember receiving the notification and then updating our state health de-
partment colleagues as this marked a grim milestone in our community and 
state’s fight against the virus. For the next 9 months, I carefully reviewed the 
daily reports of community residents who had succumbed to COVID-19. 
For me, this remains the most devastating part of the pandemic. Each per-
son who has died as a result of COVID-19 is an irreplaceable member of our 
community with loved ones unable to grieve their loss in customary ways 
due to the virus. I vowed that each person lost in our jurisdiction would not 
be forgotten, but in their memory, our teams would continue to passionately 
press on doing everything in our power to prevent further loss of life. This 
unimaginable loss of life that has occurred so quickly and unexpectedly is an 
ever-present reminder of the magnitude and ferocity with which this virus 
ravaged our community and thousands of others across the globe. Lives have 
been unjustly cut short by this evolving pandemic and have disproportion-
ately affected those most vulnerable due to structural and social determi-
nants of health. 
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An equity lens and cultural humility 
foster new opportunities for community 
health.

In March 2020, CCBH employed 
a multi-pronged approach to the 
COVID-19 pandemic response that 
was grounded in equity which is a 
long-standing guiding principle of the 
Board’s population health work. Health 
equity, or the just and fair opportuni-
ty for everyone to achieve their opti-
mal health, has been a guiding focus of 
CCBH’s work for the past decade, and 
has guided the multisector communi-
ty health improvement plan for which 
CCBH has served as the backbone orga-
nization (HIP-Cuyahoga; World Health 
Organization, 2017). Thus, the founda-
tion of this prior work in identifying and 
working toward conditions that foster 
health equity across Cuyahoga Coun-
ty, created a solid foundation on which 

to build the COVID-19 response. This 
also included engagement of long-time 
community partners with the shared vi-
sion of achieving health equity prior to 
the arrival of COVID-19.

This systemic equity focus was 
actualized in a number of ways. The 
physician hotline, while open to ev-
eryone, often served as a frontline for 
people who did not have a physician or 
medical home. We focused our testing 
and support services, and later vaccina-
tion efforts, on neighborhoods, congre-
gate living settings, and demographic 
groups that often have been marginal-
ized by traditional health care. When 
the hospital systems started becoming 
involved in nursing home mitigation ef-
forts after a governor’s mandate, we fo-
cused on the smaller group homes and 
other congregate sites without formal 
hospital affiliations. 

Case Study: Actualizing Cultural Humility and Cultural Safety

Over the course of the pandemic, the response team has encountered nu-
merous multigenerational families who have experienced household spread, 
many of whom speak a native language other than English. In one such case, 
a Preventive Medicine resident who speaks the same language as the affect-
ed family was able to conduct case interviews and contact tracing. He was 
able to identify the index case and the location of spread, which included 
contacting that business and sharing guidance on cleaning and quarantine 
for exposed individuals. He also deduced that the family matriarch did not 
feel able to adhere to isolation orders because she felt committed to ensuring 
for the food needs of her extended family. Through negotiation in her native 
language, the physician and patient came to agreement that she would ad-
here to isolation if he could deliver culturally specific groceries to her home, 
which he did later that day, through support of the county emergency man-
agement team and the CCBH resource unit leader.
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Systems thinking, balanced with on-the-
ground work and relationships, make it 
possible to take on seemingly intractable 
problems. 

The pandemic response strategy also 
employed a systems-thinking approach 
(Carey et al., 2015; Diez Roux, 2011; 
Hassan et al., 2020; Leischow et al., 
2008; Midgley, 2003) while balancing 
an on-the-ground focus which moved 
beyond the tyranny of the moment to 
consider long-term proactive commu-
nity needs in managing an ongoing pan-
demic. Within each phase of the pan-
demic response, the CCBH approach 
has been nested within other local, 
state and national contexts. The systems 
thinking approach involved consid-
ering the intersectionality of multiple 
community conditions with the arriv-
al of COVID-19 and considering how 
to impact health for all through both 
transactional activities and systems lev-
el interventions described below.

As testing capacity slowly in-
creased, our county hospital system, 
MetroHealth, robustly partnered with 
us to ensure an equity-grounded ap-
proach to testing that was explicitly 
community-based, rather than a nar-
row focus on their own patients and 
employees. They began by accepting 
samples from our PMR strike team, 
creating new workflows from drop-off 
through patient sample ordering and 
registration. Their generous approach 
to partnership in the pandemic is an ex-
emplar in that they fully embraced the 
importance of caring for the most vul-
nerable in our community during a per-
ilous time, offering their resources and 

support to stem spread of COVID-19 in 
the most high-risk locations. They ad-
ditionally created a COVID-19 hotline 
which has functioned as a helpful bell-
wether for multiple community surges 
and has served thousands in our com-
munity with telehealth, testing and vac-
cination options. 

To advance community health and eq-
uity, it is vital to meet both immediate 
needs and to focus on strategic efforts to 
transform systems and structures.

A long view empowers embattled peo-
ple to move beyond the tyranny of the 
moment toward emergent opportuni-
ties. Phase 1 of the response included 
case identification and contact tracing 
in early March. After the first three 
Ohio cases were identified on March 
9, 2020, within Cuyahoga County, the 
team identified workflows for case in-
terviewing and contact tracing. This 
included identifying basic information 
about virus transmission, developing 
case definitions for lab-confirmed and 
probable cases, ensuring collection of 
accurate individual and population lev-
el data and implementing isolation and 
quarantine protocols. These workflows 
were conducted within the agency inci-
dent command structure and were con-
tinually refined in collaboration with 
other public health officials at the local 
and state levels, along with health care 
system colleagues. Contact tracing ef-
forts became somewhat less complicat-
ed during the state-level stay-at-home 
order, but still required intensive inter-
viewing and one-on-one contact with 
thousands of individuals. Additional in- 
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formation regarding our pandemic re-
sponse with particular emphasis on 
congregate care settings can be found 
in the Appendix.

Quickly after developing initial 
workflows for case identification and 
contact tracing, the CCBH COVID-19 
response team identified case clusters 
that began developing within congre-
gate facilities. Despite limited testing in 
the early months of the pandemic, it be-
came clear that long-term care facilities 
were among the highest risk locations 
for COVID-19 spread and adverse out-
comes related to the virus. The CCBH 
team created an explicit focus on long-
term care facilities, including assigning 
a lead Preventive Medicine physician to 
each cluster. The Preventive Medicine 
physicians including residents in train-
ing, quickly became more expert in 
this new illness and how to respond to 
it than more seasoned physicians who 
did not have their concentrated experi-
ence.  Much about the illness was new, 
and learning focused on listening to the 
dozens and then hundreds of newly ill 
people to whom we were speaking, as 
well as constantly scanning the rapidly 
evolving world literature.  

During the first few congre-
gate setting outbreaks, it became clear 
that regular points of contact, known 

as strike team calls, were essential to 
partnering with congregate facilities 
to quickly minimize spread and loss of 
life. In partnership with the state epi-
demiologist and her team, we began to 
manage these calls at the local level and 
developed formalized protocols for ini-
tial and regular meetings with facilities 
to assist with outbreak management. 
These calls included state and other 
local partners to assist with situation-
al awareness, deployment of resources 
and to maximize mitigation efforts ef-
ficiently. At points in the response, we 
were meeting with up to 10 facilities per 
day. We built capacity among our team 
to lead outbreak investigations and run 
these partner calls so that we could si-
multaneously serve multiple facilities at 
same time. Our public health incident 
command resource unit leader became 
the key point person in coordinating 
and communicating across the facili-
ties. As identified in Table 1 (Appendix), 
the protocols became quite detailed and 
were iteratively improved and included 
information to guide strategic respons-
es for the impacted facility and others 
that were potentially affected. We also 
intentionally led each meeting with the 
declaration that our intent was for part-
nership and support for as long as was 
necessary to control the outbreak.

Case Study: Unsung Extraordinary Leaders

One of the most impactful elements of the pandemic response has been the 
opportunity to learn about the hundreds of dedicated members of our com-
munity caring daily for vulnerable individuals within congregate settings. 
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In the early stages of the pandem-
ic, testing also was terribly limited. This 
included minimal public health access 
to testing supplies, as well as personal 
protective equipment and staff to obtain 
samples in areas of highest concern. In 
response to these challenges, we pieced 
together a testing strategy with the as-
sistance of multiple organizations and 
individuals in the community who gen-
erously donated supplies and time to 
fit test our team with a box of donated 
N-95 masks so that we could deploy into 
congregate settings and begin testing. 
PPE was donated from multiple sourc-
es, and we immediately instituted safe 
preservation procedures, not knowing 
if or when we would receive more PPE. 
Test kits were donated by local and state 
organizations, while we pieced togeth-
er several thousand more by receiving 
swabs from one location, tubes from 
another, viral transport media made by 

another university and shipped directly 
to us, and sterile pipetting of that me-
dia into tubes by the CWRU media lab. 
Our community, and particularly the 
most vulnerable, needed testing, but 
because supplies and testing labs were 
not readily available, thus we resorted 
to partnerships, new and old, to bring 
together a full complement of testing 
supplies, PPE for the testing team, and 
lab access for COVID-19 testing.

For many months, the CCBH 
physician response unit quickly de-
ployed testing teams to identified facili-
ties to rapidly characterize the full scope 
of each outbreak and provide robust 
surveillance in the absence of ubiquitous 
community testing. The early weeks and 
months of the response included de-
ploying teams, sometimes with only a 
few hours’ notice, to congregate settings 
with a plan for strategic testing among 

Due to the rapid spread of COVID-19, we quickly developed relationships 
with administrators, directors of nursing, small business owners, and many 
staff serving in congregate living settings across the county. We met selfless 
individuals who have dedicated their lives to ensuring aging individuals and 
those with disabilities live in safe, loving environments and are served by 
staff who care deeply about their ability to thrive. I learned a great deal and 
was inspired by visiting countless facilities to perform testing and partner 
on infection control and COVID-19 mitigation efforts. I learned about the 
networks of group homes and congregate sites, some public and others pri-
vate, where individuals with disabilities are celebrated and lovingly cared for. 
While all of these leaders were under immense pressure due to COVID-19 
cases, they readily partnered with our team to ensure those in their care and 
their employees were heroically protected and served in this unimaginable 
time. They challenge us to see the incredible resilience of thousands in our 
community who often go unnoticed, and provide inspiration to selflessly 
serve others every day, despite the cost.
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patients/residents and staff. Due to very 
limited testing capacity, we had to care-
fully review floorplans to conduct stra-
tegic surveillance to guide isolation and 
quarantine decisions for the entire con-
gregate population. 

The team also partnered with 
health department sanitarians to con-
duct environmental inspections and as-
sist with real-time infection control gui- 

dance and health department commu-
nication experts to assist with stake-
holder messaging and media coverage. 
A health department sanitarian and 
member of the physician response team 
worked together with congregate set-
ting staff to identify areas of potential 
transmission throughout the facility, 
while also being continually available 
for consultation and guidance through-
out the outbreak.

Case Study: Fear Abounds

In the early testing deployments of the physician response team to congregate 
living sites, which included nursing and group homes as well as homeless 
shelters, we encountered a great deal of fear, uncertainty and misinforma-
tion among nearly all involved stakeholders. We held improvised education-
al sessions with leaders, groups, and individuals. We frequently sent a team 
inside the building to test symptomatic patients/residents while another 
team worked outside to test employees in their cars while protecting privacy 
in whatever ways we could muster. These makeshift testing drive-throughs 
occurred throughout our community, sometimes on a daily basis in snow 
and rain, but were necessary to ensure rapid cessation of COVID-19 spread 
among the most vulnerable.

This early testing approach also included coordinating with our state health 
department on both the number of samples that could be tested and a means 
to deliver them three hours to the only lab at the time performing COVID-19 
testing. Testing was limited for many months due to supply chain issues for 
test kits and reagents for the lab tests themselves to be run locally, thus we 
relied solely on the state public health lab infrastructure for an extended 
period of time. 

We also often encountered distraught staff crying in their cars while waiting 
for testing, scared both of the actual procedure and of the result. We too were 
scared, worried if our PPE was adequate and whether we would ourselves 
become sick or bring this virus home to our families (Christ, 2021). I recall 
driving home in the dark after spending several hours at one of the first 
nursing homes where we tested and being overcome with emotion. The pain 
of the moment was visceral as my heart ached for the unexpected sadness, 
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Developing New Knowledge on the 
Ground Creates Opportunities for 
Broader Sharing.

The PMR and medical student teams 
quickly developed COVID-19 clini-
cal and population level expertise giv-
en the high volume of cases and rapid 
evolution of the pandemic at the local 
level. Their on-the-ground knowledge 
quickly became a resource for local cli-
nicians, leaders, and the public who had 
much less personal experience of seeing 
people with the emerging COVID-19 
illness and who were desperate for 
grounded knowledge. While it was diffi-
cult to focus on anything other than the 
immediate and overwhelming needs of 
the response, we recognized the impor-
tance of sharing our evolving under-
standing and workflows. As a result, an 
important part of our strategy included 
connecting with others and sharing our 
evolving workflows and lessons learned 
for other communities who were begin-

ning to see cases develop. Early lessons 
learned among the CCBH interprofes-
sional teams, in partnership with long-
term care facility staff, were channeled 
into toolkits that were readily shared 
on the CCBH website with other local 
health departments.

This sharing included frequent 
email and phone communication from 
medical schools and health depart-
ments within Ohio and surrounding 
states, but also included closely work-
ing with our state health department 
colleagues on developing just-in-time 
training for others. A PMR and medical 
student led a virtual training for con-
tact tracers hired by the state, building 
on their expertise gained in the first 
few months of the pandemic. In con-
junction with our county media team, 
we recorded and posted training videos 
on case interviewing, contact tracing, 
environmental inspections, nursing 
home and congregate setting outbreak 
investigation and mitigation measures. 

grief, and fear that gripped frontline workers and patients within congregate 
facilities so deeply affected by COVID-19. The staff were trying to commu-
nicate how much they loved their patients and residents and were doing all 
they could to keep them safe, but they mourned for those they had lost and 
those who had become ill. They also communicated how scared they were, 
sometimes with words and sometimes with a look through the window as we 
approached their car gowned up, only our eyes visible with a swab we were 
about to stick into their noses. I, too, was scared about the unknown. I knew 
the only option was to press forward daily in a race against time, using every 
public health tool we have, to protect our community and save lives through 
testing, case identification, contact tracing and mitigation efforts, but it was 
a perilous time, truly visible in facilities caring for those most vulnerable in 
our community. 
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This included asking partners from lo-
cal nursing homes to also record videos 
from their perspective to share guid-
ance with others facing similar out-
breaks. Finally, we continually revised 
our workflows and documents (with 
multiple language translations) which 
we continually updated on our website 
for others to freely use.

We also tried to steal a bit of time 
from the moment-to-moment immedi-
ate needs to write up some of the new 
observations that we had not seen in 
the emerging literature that we combed 
on a nearly daily basis. These include 
analyses of: characterization of com-
munity-wide transmission of SARS-
CoV-2 in congregate living settings 
and our local public health-coordinat-
ed response during the initial phase of 
the COVID-19 pandemic (Terebuh et 
al., 2020), gastrointestinal bleeding in 
SARS-CoV-2 infection (Fakolade et 
al., 2021), structural racism and risk of 
SARS-CoV-2 in pregnancy (Miracle et 
al., 2021; Pope et al., 2021), and the as-
sociation of school instructional mode 
with community COVID-19 incidence 
(Terebuh et al., 2021).

Interprofessional Teams Enable Collec-
tive Action on a Complex Problem.

Within CCBH, there are public health 
professionals trained in many disci-
plines which provided robust expertise 
for tackling the pandemic response 
from multiple angles. These disciplines 
include environmental public health, 
epidemiology, informatics, dietetics, 
nursing, emergency preparedness, 
communications, community health, 

human resources, law, finance, and 
medicine, among many others. Over 
the course of the pandemic response, 
we focused on creating a culture where 
every member of the team could open-
ly share their expertise and perspec-
tive and guide development of proto-
cols and workflows grounded in both 
knowledge and experience. The entire 
team drew upon trust and social capital 
with each other inside and with part-
ners outside the agency to operation-
alize nearly every aspect of our public 
health response. The future of pub-
lic health must continue to prioritize 
trusting, authentic, long-term relation-
ships in order to truly meet all essen-
tial functions of public health and ul-
timately impact population health and 
equity (Graham et al., 2013; Shadmi 
et al., 2020; Wojcik et al., 2020; Woolf, 
2017).

Additionally, through an inter-
professional approach, it is also clear 
that local congregate facility admin-
istrators and small business owners 
know their residents and are best posi-
tioned to drive community-based pub- 
lic health efforts within their own fa-
cilities. Through partnering with the 
interprofessional public health team, 
rapid mitigation efforts were deployed 
in dozens of facilities, averting fur-
ther viral spread, morbidity and mor-
tality. This emphasis on the value of 
local knowledge and the strength in 
an interprofessional approach to dif-
ficult situations is critically important 
as public health evolves as a result of 
COVID-19.
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Transparency and Continuous Commu-
nication are Important Always—Vital in 
a Crisis.

From the outset of the pandemic re-
sponse, we committed to a regular and 
transparent flow of information about 
COVID-19 in Cuyahoga County, cre-
ating channels of communication with 
multiple media partners at regular in-
tervals. These press conferences, news 
articles and radio interviews provided 
an opportunity to share timely informa-
tion with our community to ensure ac-
cess to the latest updates on the impact 

of the pandemic on our local communi-
ty and on efforts to mitigate the impact 
of COVID-19. Coordinated and consis-
tent messaging also builds trust among 
community members and creates op-
portunities for additional partnerships 
and resources to be channeled where 
they are needed most. In Cuyahoga 
County, regular communication, which 
included our elected officials, created 
an opportunity to also discuss our com-
munity’s approach to racial equity and 
to simultaneously address both racial 
equity and COVID-19 in the wake of 
the national reckoning on racial justice. 

Case Study: CCBH COVID-19 Press Briefing at the Intersection of Racial In-
equities and COVID-19 (Cuyahoga County COVID-19 Press Briefing; Speech 
starts at 20:31 minutes, 2020)

On June 5, 2020, we shared remarks regarding racism and its impact on our 
community. I shared the following remarks as context before providing the 
customary COVID-19 data update.

I cannot brief you on the status of the COVID-19 pandemic’s impact on our 
community without first discussing the impact of the larger epidemic in this 
country that has killed far more people than coronavirus—that is racism. 
Racism has been a part of this country since the very beginning and is the 
root of profound differences in opportunity for people of color that lead to 
unjust, preventable health outcomes such as a high burden of chronic dis-
ease and early death. You’ve seen this week that thousands of individuals 
have exercised their first amendment rights to non-violently protest for ra-
cial justice in the wake of George Floyd’s murder.

We have worked here at CCBH with partners across the community for a 
number of years in HIP-Cuyahoga where in 2015, we first collectively de-
clared eliminating structural racism and fostering racial equity shared pri-
orities. That remains the cornerstone of our work as a community with 
stakeholders across many sectors who share the vision of making Cuyahoga 
County a place where everyone has an opportunity to reach their full poten-
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tial. This is not a matter of right or left along the political spectrum, this is a 
matter of our shared humanity.

Today, though I want to share some insights from my own life as a native NE 
Ohioan, mother, and physician. I am white, which means that I was born 
with privilege. The privilege associated with being white is automatic given 
the context in which we live in the United States. I have seen images that look 
like me everywhere I look since I was very young. Products are designed for 
my skin color and hair type. I can do every day activities without fear of bias. 
As a white physician, I can walk just about anywhere in a hospital without 
being questioned. That is not the case for individuals of color here and in 
communities across our country.

It has long been time for those of us with privilege that confers us unde-
served power to do the necessary and uncomfortable deep work of under-
standing, personally confronting and collectively eliminating racism, from 
implicit bias in our personal interactions and behavior to changing systems 
and policies that perpetuate structural racism and maintain our privilege. 
As a member of the dominant race, silence and inaction are not options. 
Every single one of us has a role to use our heart and minds in our spheres 
of influence to catalyze change. This requires transformation of our deep-
ly engrained perspectives about race. This includes learning the historical 
roots of racial inequity in this country, not the sanitized version we learned 
in school, but the actual truth about this country’s history. As a first step, 
sign up for a Racial Equity Institute training—it will be 2 days that radically 
transform you. Build authentic relationships of mutual respect, predicated 
on trust that is earned over time with people who look different than you. 
Talk to your kids about racism now. Take a look at your workplace, your 
place of worship and the businesses you patronize—do the people there all 
look like you? Speak truth to power and take a stand for inclusion in those 
places regardless of the personal cost. Patronize businesses owned by people 
of color and those who are different from you. Listen to people of color, re-
ally listen to what they experience every single day and what those with this 
lived experience truly believe is necessary to move all of us as individuals, as 
a community and as a country to be better. These activities are just a few and 
certainly not sufficient, but they can be done right now and will begin to give 
you a glimpse into the everyday struggle of people of color in this country 
because of racism. The time is now to use your voice, your privilege, your 
power for real change.  

I often hear from other white people that their lives have been hard. This 
conversation about racism in no way invalidates your experience of struggle 
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in poverty or difficult circumstances. But what those who are white need to 
understand is that our struggles are not made more difficult by the color of 
our skin and we are afforded privileges we don’t even realize because we are 
so used to being in power even when we find ourselves in tough circum-
stances.

It will take all of us to work together collectively to change this community 
and our nation into a place where everyone has the opportunity to reach 
their full potential regardless of race, ethnicity, gender, religion, language, 
sexual orientation or any other non-majority demographic.

As a physician, I see firsthand the effects of the brokenness of this world 
through the privilege of partnering with patients in their lives. I frequently 
reflect that the issues contributing most intensely to poor physical and be-
havioral health are not actually anything I learned how to manage in medical 
school or residency, but rather they are issues of racism and poverty. Those 
are the actual causes of illness and death and those are very issues that we 
must work together to solve as individuals and as a collective community. It 
begins with each of us right now.

In my moment of gratitude today, I would like to conclude by thanking 
countless people who have influenced my personal perspective transforma-
tion journey around racism, helping me better understand their experience 
as people of color and my role as a white woman of privilege. I regret that I 
cannot name everyone here, but I want each of you to know how profoundly 
grateful I am for you spending time you didn’t have and that I didn’t deserve, 
to educate yet another white person about this issue.  I cannot imagine how 
exhausting that must be day in and day out, but I am personally grateful 
for that sacrifice. I specifically wanted to mention two physician mentors at 
Wright State who guided me through medical school, Dr. Alonzo Patterson 
and Dr. Rhea Rowser, who believed in a naive white kid in her early 20s and 
spent a great deal of time personally pouring in to me. I also want to thank 
my long-time HIP-Cuyahoga co-chair, Greg Brown, a passionate servant in 
this community for many decades, who has so generously given of himself 
to catalyze my perspective transformation journey. Finally, I want to thank 
all of my patients, but particularly those of color who have given me a great 
deal of trust as a white doctor—trust I didn’t deserve and hadn’t earned, but 
which you so graciously gave. You have all taught me so very much and I 
thank you for your mentorship. These relationships and many others have 
transformed my life and my understanding of race and privilege and my role 
in fighting for change. Thank you for that eternal gift.
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Beyond media communications, 
frequent contact with those most im-
pacted by the pandemic was also crit-
ically important. As noted above, this 
came in the form of regular physician 
contact for patients who tested positive, 
but also for organizations managing 
outbreaks through our physician line, 
CCBH call center and outbreak investi-
gation strike team calls. 

Partnering with trusted com-
munity members to ensure open com-
munication across the community is 
also critically important. With good 
reason, there is considerable mistrust 
of government by many community 
residents (Webb Hooper et al., 2019). 
This was evidenced by numerous in-
stances where individuals receiving 
calls for case interviewing or contact 
tracing were suspicious of the call-
er and reluctant to cooperate with the 
public health interaction. This lack of 
trust is multifactorial, but addressing 
it became a critically important part of 
our response. Our team partnered with 
community health workers and other 
trusted neighborhood ambassadors, 
utilized multiple methods of communi-
cation, ensured assessment of the verbal 
and written preferred languages, part-
nered with interpreters and assessed for 
resource needs in each interaction, all 
approaches intended to quickly build 
rapport and provide public health care 
grounded in cultural humility.

In recent stages of the pandemic 
response, these communication efforts 
have focused simultaneously on the 
importance of continued mitigation ef-
forts and testing given sustained high 

levels of community spread for nearly 
a year, coupled with the importance of 
rapidly vaccinating as many people as 
possible. Given a high degree of vaccine 
hesitancy we have experienced, espe-
cially among staff at congregate living 
facilities, an organized, equity-ground-
ed communication strategy remains 
vital. The importance of continuous 
communication and long-standing, au-
thentic relationships with trusted am-
bassadors of messaging on-the-ground 
must be critical components of future 
public health action.

Proactive Investment in Public Health 
Infrastructure Could Mitigate a Crisis.

At numerous points over the past year, 
we faced barriers to accomplishing pub- 
lic health control of COVID-19 in our 
local community due to fragmentation 
and a lack of a coordinated systems 
approach. Nationally there has been a 
systemic disinvestment in public health 
infrastructure over many decades (In-
stitute of Medicine, 2012a, 2012b, 
2015). The National Association of 
County and City Health Officials (NA-
CCHO) characterizes public health in-
frastructure in the following categories: 
human, organizational, informational, 
legal, policy, and fiscal. 

One powerful example of infra-
structure challenge locally relates to 
data systems. Long-standing disinvest-
ment in public health infrastructure at 
the federal and state levels has resulted 
in antiquated, separate data systems for 
tracking public health population met-
rics, infectious disease reports and vac-
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cinations in Ohio. Furthermore, these 
systems have limited to no interopera-
bility with health care system electronic 

medical records, private sector labs and 
records from congregate settings, both 
public and private. 

Case Study: A Complex Web of Data

As the COVID-19 pandemic quickly unfolded, our team began to formu-
late a systems approach to the response. That task included identifying all 
sources of data and their potential utility in driving surveillance and mit-
igation approaches locally. In particular, this also included understanding 
the available data within congregate sites which were impacted hard and 
very early. We very quickly recognized an inconceivable patchwork of data 
types, sources and methods of transmission. Testing data began to flood the 
CCBH fax machine from multiple sources, while other cases were reported 
through the state disease reporting system. Still others were called in on the 
phone and many appeared to initially go unreported as many labs did not 
have connectivity to either the local or state health departments for direct re-
porting. Additionally, the systems designed for infectious disease reporting 
were siloed from vital statistics and vaccination systems, thus tracking and 
analyzing data from multiple elements of the response was tedious and often 
required substantial duplicative data entry and reconciliation. We worked 
closely with the internal informatics team, along with partner organizations 
and our state health department colleagues to both problem-solve and im-
prove the current systems and craft longer-term more efficient solutions 
within the constraints of limited resources. In several studies, these funda-
mental data infrastructure challenges had profound impacts on the response 
for local and state health departments across the country (Holmgren et al., 
2020; Madhavan et al., 2021).

As noted above, there must be 
an investment in data infrastructure 
among public health entities that also 
links with health care, social service and 
congregate care organizations in order 
to ensure rapid control of emerging in-
fectious diseases. This lack of shared or 
even interoperable piecemealed data 
infrastructure locally has been a prior-
ity of the HIP-Cuyahoga consortium 
as it catalyzes efforts to present a com-
prehensive picture of the health of our 

community at regular intervals. Over 
the past year, however, the deleterious 
impacts have been even more apparent 
to the health of our community as test-
ing, case investigation, contact tracing, 
and vaccination information was com-
pletely siloed in independent systems 
resulting in duplicative manual data en-
try and an inability to perform sophis-
ticated public health analyses that could 
drive more efficient mitigation efforts.
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Policy Implications

The Imperative of an Equity Lens

In order to focus resources where 
they are most needed and can have 
the most impact, local public health 

organizations must employ an equi-
ty lens that includes considerations of 
age, disability and congregate housing 
status as well as the upstream drivers 
of inequities in these demographics. 
Traditionally, efforts to improve popu-
lation health occur in silos with public 
health and health care systems working 
independently to improve conditions 
in their own spheres of influence (In-
stitute of Medicine, 2016). Such efforts 
often focus downstream rather than on 
the upstream systems and structures 
that profoundly impact the health of 
the most vulnerable. The experiences 
in COVID-19, in particular in attempt-
ing to protect those most vulnerable 
from the mortality and morbidity of 
this novel virus, demonstrate that to 
be most impactful and proactive, or-
ganizations must share a language and 
common commitment to equity as a 
driving force for population health 
work. In our community, we have been 
fortunate to have over 10 years of ca-
pacity building around health equity 
and a common vocabulary among key 
partners through our cross-sector HIP-
Cuyahoga consortium. This long-term 
investment in equity capacity-building 
created a strong foundation on which to 
build the pandemic response.

Using a Systems Approach for 
Cross-Sector Action

An equity-grounded approach also in-
cludes sharing a systems method to 
catalyze cross-sector action where the 
outcome of health for the communi-
ty is shared by those who are part of a 
larger whole than their own individu-
al organizations. We live, work, learn 
and play in complex dynamic systems 
and the structures of those systems lead 
to behavior of the system, including 
feedback cycles, that impact people in 
profound ways (Kaplan et al., 2017). 
Sometimes these cycles are vicious 
and sometimes they are virtuous, but 
understanding the intersectionality in 
parts of the system and our interdepen-
dence and shared humanity, is critically 
important (Sturmberg et al., 2021). 

Additionally, there are multiple 
advantages to working with organiza-
tions of varying size and structure in 
the public, not-for-profit and private 
sectors, but also within different fields 
(Shen, 2008). Each organization has 
different capacities, cultures, spheres 
of influence, and nimbleness, thus po-
tentially providing key unique elements 
of larger whole in a community lev-
el response, particularly one this large 
(Hamer & Mays, 2020). In the case of 
Cuyahoga County, this involved mul-
tiple levels of municipal and county 
governments, philanthropic partners, 
not-for-profit organizations within and 
outside of public health and health care 
and many others to ensure a wide vari-
ety of community needs were met over 
the past year. This partnership built on 
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our systems and equity work within 
HIP-Cuyahoga (HIP-Cuyahoga) along 
with robust, pre-existing relationships 
grounded in trust built over time work-
ing on other initiatives. This solid foun-
dation and systems approach provided 
the opportunity for both individuals or 
organizations to see how their work and 
influence is part of a larger effort and a 
community-level response. 

Reinvention of Public Health

“Public health is what we do together 
as a society to ensure the conditions in 
which everyone can be healthy” (Public 
Health 3.0: A Call to Action to Create a 
21st Century Public Health Infrastruc-
ture). Public health organizations ex-
ist to deliver on this vision for public 
health, however some health depart-
ments also have a teaching mission as 
well (Erwin & Keck, 2014).

Prior to COVID-19, the govern-
mental public health community was in 
the process of reinventing the future of 
public health in an effort known as Pub-
lic Health 3.0. This effort is focused on 
5 themes: strong leadership and work-
force, strategic partnerships, flexible and 
sustainable funding, timely and locally 
relevant data, metrics, and analytics, and 
foundational infrastructure. Additional-
ly, Healthy People 2030 and NACCHO 
both have recommendations and re-
sources related to public health transfor-
mation and infrastructure investment 
(Healthy People 2030: Public Health In-
frastructure, 2021; Public Health 3.0: A 
Call to Action to Create a 21st Century 
Public Health Infrastructure). 

COVID-19 has profoundly high-
lighted major fissures in the US public 
health system at all levels: local, state, 
tribal, territorial and federal levels. 
While local and state governments are 
still grappling with the major impacts of 
COVID-19, there is a precious oppor-
tunity to redesign and adequately fund 
a public health infrastructure that truly 
meets the vision of creating opportuni-
ties for everyone to thrive and live their 
healthiest lives. This must include in-
vestments in thoughtful infrastructure 
planning in all five areas noted above 
at all levels in order to sustainably im-
prove population health and tackle the 
most profound drivers of health ineq-
uities. 

This redesign must occur now at 
the local, state and federal levels before 
the next crisis and should be focused 
on investments in data systems with 
interoperability across the continuum 
of care, authentic trusted relationships 
particularly with those most impacted 
by health inequities, and a workforce 
prepared to employ systems thinking 
and catalyze change in dynamic envi-
ronments. A recent declaration by the 
President of the American Medical 
Association acknowledges the critical 
need in this moment for both a declara-
tion and commitment of investment in 
public health infrastructure, calling on 
health care institutions to be part of the 
solution for this critical problem (Bai-
ley, 2021). 

Prevention is the Priority

There are 4 levels of prevention: prima-
ry, secondary, tertiary, and quaternary. 
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Typically, health care focuses on tertiary 
prevention, or minimizing the impact 
of disease once it is already clinically 
apparent. The most severe COVID-19 
outcomes occurred in those with un-
derlying co-morbidities, including old-
er age and chronic disease like diabetes. 
Care provided in the tertiary prevention 
realm is often costly and less impactful 
at the population level. Public health 
however typically focuses on primary or 
secondary prevention with efforts such 
as vaccinations, healthy eating/active 
living and screening for conditions such 
as cancer and lead poisoning. Efforts in 
these areas are cost-effective and highly 
impactful at the population level. 

Additionally, coordination and 
commitment to prevention across all 
levels of governmental public health is 
also critically important to ensure eq-
uitable population health outcomes. 
Several examples of federal focus on 
primary and secondary prevention in-
clude the national pharmacy vaccina-
tion program among congregate care 
facilities and commercial pharmacies, 
as well as the Centers for Medicare and 
Medicaid services public reporting of 
congregate care facility testing volumes 
and results (Appendix) (Nursing Home 
Data - COVID-19 Test Positivity Rates, 
2021). This enabled us locally to track 
this measure of community spread as 
another key metric in understanding 
the scope of impact at the local level. 

As is evident from the impacts 
of COVID-19, collaborative focus of 
both health care and public health on 
primary and secondary prevention in 
the form of mitigation efforts, popula-

tion level policies for universal masking 
and social distancing, and vaccination 
provide tremendous promise in mini-
mizing community spread and subse-
quent morbidity and mortality. Thus, 
future efforts in both sectors must focus 
on collaborative upstream prevention, 
ultimately leading to improved down-
stream community outcomes that occur 
with a shorter pandemic and healthier 
population. 

Recognition of and Action to 
Address Structural Inequities 

As the nation grapples with the impacts 
of over 400 years of racism superim-
posed on the COVID-19 pandemic, 
the impact of structural determinants 
of health has become more readily ap-
parent (Laurencin & McClinton, 2020; 
Lin, 2020). In addition to the impacts of 
structural racism, there are other struc-
tural determinants of health and power-
ful forms of bias that have created health 
inequities for many populations includ-
ing those who are older and disabled. 
Future policy directions at the local, 
state and federal levels, must account 
for past injustices rooted in oppressive 
policy and build in extra support for 
those most proximal to the impacts of 
inequities. As an example, populations 
most impacted by morbidity and mor-
tality from COVID-19 such as black and 
brown communities, older adults, those 
with disabilities and residents of congre-
gate facilities should be prioritized first 
for COVID-19 vaccination. 

The Ohio vaccine prioritization 
plan led by the state health department 
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in collaboration with the Governor’s of-
fice, focused on older adults and those 
in congregate settings first based on pri-
or COVID-19 impact data. In the four-
teen weeks since the first COVID-19 
vaccinations in Ohio, 55% of nearly 3.4 
million vaccinations started have oc-
curred in Ohioans age 60 or older as 
compared with earlier data from week 
four which showed 91% of vaccines 
initiated were among Ohioans 60 and 
older (Health, 2021). As of the end of 
March, 65% of all completed series in 
Ohio were given to those age 60 and 
older (Health, 2021). This approach to 
primary prevention of COVID-19 is the 
result of recognition of the marked im-
pact on older adults and those in con-
gregate settings early in the pandemic.

Integration between Public Health 
and Primary Care

The utter devastation of COVID-19 
among vulnerable populations and the 
rising tsunami of evolving chronic dis-
ease related to the virus demands that 
organizations move beyond a coordi-
nation of efforts between public health 
and clinical care, to intentional inte-
gration of infrastructure and mission. 
Public health and medicine were his-
torically separated with many driving 
forces behind the divergence of both 
fields (Brandt & Gardner, 2000; Shahid 
et al., 2020). However, the COVID-19 
pandemic has proven that the two are 
inextricably linked and efforts over the 
next few years at both local and nation-
al levels must focus on meaningful inte-
gration of the two fields. In particular, 
there must be widespread investment 

in currently under-funded and un-
der-appreciated public health and pri-
mary care infrastructure and workforce 
initiatives (Geyman, 2021; Kidd, 2020; 
Westfall et al., 2020). This integration is 
vital as thousands of people move from 
acute COVID-19 infection to the mor-
bidity associated with chronic impacts. 
Layered mitigation strategies must in-
clude partnership between local health 
departments and health care systems in 
order to seamlessly provide care across 
the continuum.

Considerations for Older Adults

The devastating impact of COVID-19 
on older adults in local communities 
and those across the world provides a 
critical illustration of the importance 
of focusing on multiple policy spheres 
that address health and equity. Emerg-
ing evidence from the pandemic points 
to chronological age alone as a risk fac-
tor for poor outcomes from COVID-19 
at the individual level (Nidadavolu 
& Walston, 2021; Shahid et al., 2020; 
Verdery et al., 2021), but other consid-
erations such as long-term care poli-
cies, quality and accessibility of health 
care, and community conditions also 
appear to have marked impact on mor-
bidity and mortality for older adults 
(Bello-Chavolla et al., 2021). In order 
to ensure equity in outcomes for older 
adults, focus on the individual, popula-
tion and structural or systems levels is 
imperative.

At both the individual and com-
munity levels, investment in relation-
ships is critically important to pro-
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mote health and well-being, but also 
for behavioral and physical health risk 
mitigation in the midst of a pandemic 
(Whitehead & Torossian, 2021). Such 
relationships include patient, caregiver, 
primary care and other healthcare team 
members, and community partners 
and should be grounded in a life course 
perspective which helps all stakehold-
ers work together to address emerging 
challenges that seem impossible when 
working in isolation, but which are 
solvable when working together. Fur-
thermore, the application of systems 
thinking is essential to considering the 
impact of context on health outcomes, 
including the high degree of interde-
pendency between individuals and 
among community resources (Hassan 
et al., 2020).

At the population level during a 
crisis, it is essential to first think about 
the most vulnerable community mem-
bers and ensure that an equity lens is 
applied to a range of policy provisions, 
including resource allocation. It is also 
essential to use new knowledge defi-
cits as the impetus for systematically 
developing and disseminating broad 
new knowledge. This also requires a 
commitment to broad communication 
and investment in a shared vision that 
supports the collective and explicitly fo-
cuses on the most vulnerable, including 
older adults and those with disabilities.

Finally at the systems level, ad-
equate data infrastructure is necessary 
to ensure policy decisions are evi-
dence-based and focused on equitable 
population level outcomes. In the case 
of the COVID-19 pandemic, the quality 
of population level data available to ade-

quately investigate the impact of various 
risk factors on older adults is lacking at 
local, state, and national levels and has 
resulted in markedly inadequate data 
analytic capabilities necessary to un-
derstand risk and potential solutions 
for ameliorating the pandemic impact 
on older adults at both the individual 
and population levels (Verdery et al., 
2021). This is particularly concerning 
given the continued evolution of the 
COVID-19 pandemic with an apparent 
emerging threat of breakthrough infec-
tions disproportionately affecting older 
adults and potentially due in part due 
to variant spread related to vulnerabil-
ities in exposure, such as through low 
vaccination rates among caregivers. To 
date in the US, 75% of those who are 
hospitalized or die from breakthrough 
infections (confirmed COVID-19 in-
fection ≥ 14 days after vaccination) 
have occurred in those ≥ 65 years of 
age (Prevention, 2021). Integrated data 
systems that facilitate the bidirectional 
exchange of information and analytic 
capabilities between public health, clin-
ical care entities, and community orga-
nizations is vital to minimizing further 
morbidity and mortality and creating 
nimble community level responses to 
the needs of older adults and other vul-
nerable populations. Multiple levels of 
health policy focus on data accessibility 
and integration is key to ensuring equi-
table outcomes for older adults.

Conclusion

The pandemic reminds and in-
forms us that: 
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•	 Ongoing investment in trustworthy 
cross-sector relationships and val-
ue-added roles for learners, work-
ing together for the common good, 
can provide a deep well to draw 
upon during a crisis.

•	 In a crisis, the vulnerable often be-
come more vulnerable and need ex-
tra attention. To meet the needs of 
older people, consider age, disabili-
ty, and congregate living status.

•	 An equity lens and cultural hu-
mility foster new opportunities for 
community health.

•	 Systems thinking, balanced with 
on-the-ground work and relation-
ships, make it possible to take on 
seemingly intractable problems.

•	 To advance community health and 
equity, it is vital to meet both imme-
diate needs and to focus on strate-
gic efforts to transform systems and 
structures.

•	 Developing new knowledge on the 
ground creates opportunities for 
broader sharing.

•	 Interprofessional teams enable col-
lective action in a complex problem. 

•	 Transparency and continuous com-
munication are important always—
vital in a crisis.

•	 Proactive investment in public 
health infrastructure could mitigate 
a crisis.

The impact of COVID-19 on 
older adults and those with disabili-
ties living in long-term care facilities 
both locally and throughout the US is 
indisputable. The lessons learned from 
focusing a local public health response 
on these areas of highest need are trans-
portable to other communities and 
also to future crises that may occur lo-
cally. Shortage can engender creativity 
to solve clinical and population health 
problems in context despite limited re-
sources. Balancing the tension between 
individual autonomy and the collective 
good is necessary to advance population 
health. A strong commitment to foster 
equity and ensure community systems 
where everyone has an opportunity to 
thrive must be a guiding force for trans-
formation as we collectively move out 
of the transactional tyranny of the mo-
ment caused by COVID-19 and begin 
to rebuild our communities together. 
While the pandemic has caused irrep-
arable devastation in families and com-
munities throughout the world, there 
are clear lessons learned amidst the 
darkness that are cause for much hope, 
not the least of which are the countless 
servants within congregate care facili-
ties who have devoted their lives to the 
service of others. 
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Appendix

Figure 1. CCBH Outbreak Investigation Congregate Facility Strike Team Call Template

1. Roll Call
a. Local Health Department – CCBH (health commissioner, incident 

commander, lead physician for cluster, epis, communications offi-
cer, resource unit leader)

b. Organization with cluster (organizational lead, leadership, com-
munications staff, clinical staff, others as applicable)

c. County Agencies (Emergency Operations Center - EOC, Emer-
gency Management Agency, Others)

d. State Agencies (ODH – may be lead for call with multiple parties 
including EOC state epi, medical director; Dept of Aging, Ombuds-
man, Medicaid, Mental Health and Addiction Services, Others)

2. Overview of general approach to cluster investigation/coordination calls 
with strike team – CCBH Incident Commander or Health Commissioner

a. Supportive, proactive to identify needs and minimize transmission 
of infection

b. Create shared situational awareness as evolution occurs 
c. Will be assigned a physician lead for the cluster investigation

3. CCBH Sit Rep
4. Organizational Sit Rep 

a. Overview of facility/other facilities in company
b. Census/levels/types of care/acuity
c. Floorplan

5. Other County Agencies Sit Rep
6. Other State Agencies Sit Rep
7. Status of residents

a. Lab-confirmed cases and current disposition
b. Symptomatic patients without testing and disposition

i. Placed in isolation
ii. Ruled out for Influenza A/B, RSV

iii. Other considerations – U/A, CXR
c. Closed to new admissions?
d. Guidelines for COVID-19 testing on returning residents
e. Cohorting plan
f. Code status updates/audits

8. Status of individual employees
a. Lab-confirmed cases and current disposition
b. Symptomatic patients without testing and disposition

9. Staffing level assessment
a. Staff working at multiple facilities
b. Limiting staff caring for cohorted patients
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c. Procedure for employee temp checks and symptom checklist
d. Review of CDC guidance around exposed HCPs
e. Review of CDC return to work guidance for employees w infection
f. Status of Medical Director involvement
g. Status of independent practitioner rounding or working in facility 

(ex PT, hospice, etc.)  move telehealth
10. Testing capabilities

a. Contracted labs for patients
b. Contracted labs for employees
c. Turn-around times for testing

11. PPE
a. Supply assessment
b. Expected burn rate
c. Hygiene training/status
d. Staff FIT testing

12. Communications Plan
a. General messaging about preparedness
b. Residents/families/affected parties
c. Employee messaging
d. Connection with local and state health department communica-

tions officers
13. EMS/transport plan

a. Contracted with transport for non-emergent transports
b. Fire/EMS for emergent transports only 
c. Pre-emptive discussions recommended with both transport enti-

ties
14. Hospital Evaluation/Admissions plan

a. Direct admissions v ED evaluations
b. Plan for controlled, non-emergent transports when higher level of 

care identified
c. Facility most likely to receive patients

15. Next follow-up and/or call
16. Follow-up plan/Immediate next steps

a. Introductory email to organizational lead with appropriate guid-
ance for patients and employees and CCBH contact information

b. Connection to CCBH communications officer
c. Connection CCBH MD lead to medical director or DON
d. Connection with EOC/EMA/CCBH resource unit leader for PPE 

needs; 213 form and instructions
e. Provide CCBH with line list of exposed staff contacts and patients 

if applicable; include potential community discharges up to 7 days 
out

f. Discussion of targeted field testing as appropriate
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Table 1. Emerging Phases of Uncertainty

Phase Dates Connection to Select State of 
Ohio Orders/Guidance

Case Identification and Contact 
Tracing

Began 3/2020 and 
continues

First cases and State of Ohio 
Emergency Declaration 
(3/9/2020)(Health, 2021-2021)

Cluster Investigations (congre-
gate facilities) 

Began 3/2020 and 
continues

Stay-At-Home Order (3/22/20)
(Health, 2021-2021)

Testing Expansion 4/2020 Tiered prioritization for test-
ing (4/22/20)(Health, 2021-
2021)

Outbreak/Cluster Investigations 
as above plus community clusters

Began 5/2020 and 
continues

Start of phased reopening of 
Ohio (5/1/20)(Health, 2021-
2021)

Required nursing home 
testing for residents and staff 
(5/27/20)(Health, 2021-2021)

Summer post-4th of July Surge 7-8/2020 Public Health Advisory System 
implemented (7/2/20)(Health, 
2021-2021)

Mandatory Mask Mandate 
(7/8/20)(Health, 2021-2021)

National Nursing Home Testing 
Report Mandate (CMS)

8/2020

School/Sports/Extracurricular 
Reopening

8-10/2020

Winter/Holiday Surge 11/2020-1/2021
Sequentially Rolled Out Mass 
Vaccination

Began 12/2020 
and continues
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Figure 2 

*Figure 2 graph was created by the author using publicly available data from ccbh.net and 
data.cms.gov (Cuyahoga County Board of Health, 2020; Nursing Home Data - COVID-19 
Test Positivity Rates, 2021)

In addition to each component of the CCBH COVID-19 approach outlined above, there 
were distinct phases of the responses as noted in the table below that were sensitive to 
state-level orders. Additional surveillance points for the CCBH jurisdiction are also pre-
sented in overlay to the epidemic curve (a visual graphic representation of new cases) to 
provide additional insights on disease transmission and mitigation efforts at various time 
points.

In addition to the phases described in the table above, the following figure demonstrates 
the high level of percent positive rate (%+ or positivity rate) since the pandemic began. 
According to the World Health Organization, percent positive > 5% is considered high 
community spread with risk for transmission warranting continued mitigation efforts.
(Johns Hopkins Coronavirus Resource Center, 2021) The data below for community av-
erage %+ include average rates from 3 local hospital systems (Cleveland Clinic, Metro-
Health, and University Hospitals) provided weekly to CCBH (Cuyahoga County Board 
of Health, 2020). The nursing home data were drawn from the CMS website and only 
began being reported in August 2020 (Nursing Home Data - COVID-19 Test Positivity 
Rates, 2021). Discontinuity in lines reflects timeframes when data were not reported for 
the specified dates. Interestingly, this graph mirrors the Cuyahoga County epidemic curve 
updated weekly and reported at ccbh.net (Cuyahoga County Board of Health, 2020).
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Abstract

Ontario long-term care (LTC) home residents have experienced 
disproportionately high morbidity and mortality, both from 
COVID-19 and from the conditions associated with the COVID-19 
pandemic. As of July 10, 2021, a total of 3,975 LTC home residents 
have died of COVID-19, totaling 43.0% of all 9,245 COVID-19 
deaths in Ontario. 

The most important risk factors for whether a LTC home will expe-
rience an outbreak is the daily incidence of SARS-CoV-2 infections 
in the communities surrounding the home and the occurrence of 
staff infections. The most important risk factors for the magnitude 
of an outbreak and the number of resulting resident deaths are old-
er design, chain ownership, and crowding. 

Many Ontario LTC home residents have experienced severe and 
potentially irreversible physical, cognitive, psychological, and 
functional declines as a result of precautionary public health in-
terventions imposed on homes, such as limiting access to general 
visitors and essential caregivers, resident absences, and group ac-
tivities. There has also been an increase in the prescribing of psy-
choactive drugs to Ontario LTC residents. 

The accumulating evidence on COVID-19 in Ontario’s LTC homes 
has been leveraged in several ways to support public health inter-

mailto:nathan.stall@sinaihealth.ca
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ventions and policy during the pandemic. Several further mea-
sures could be effective in preventing COVID-19 outbreaks, hos-
pitalizations, and deaths in Ontario’s LTC homes. This includes 
improving staffing, minimizing LTC worker infection, decrowding 
LTC homes, enhanced infection prevention and control (IPAC) 
measures, a more balanced and nuanced approach to public health 
measures, and additional strategies to promote COVID-19 vaccine 
acceptance amongst residents and staff. 

Keywords: SARS-CoV-2, Nursing Home, Congregate Care, Geriat-
ric Medicine, Infection Prevention and Control

COVID-19 y los hogares de cuidados a largo plazo  
de Ontario

Resumen

Los residentes en el hogar de cuidados a largo plazo de Ontario 
(LTC) han experimentado una morbilidad y mortalidad despro-
porcionadamente altas, tanto por COVID-19 como por las condi-
ciones asociadas con la pandemia de COVID-19. Hasta el 10 de ju-
lio de 2021, un total de 3.975 residentes de hogares de LTC habían 
muerto de COVID-19, lo que totaliza el 43.0% de las 9.245 muertes 
por COVID-19 en Ontario.

Los factores de riesgo más importantes para que un hogar de LTC ex-
perimente un brote es la incidencia diaria de infecciones por SARS- 
CoV-2 en las comunidades que rodean el hogar y la aparición de 
infecciones del personal. Los factores de riesgo más importantes 
para la magnitud de un brote y el número de muertes de residentes 
resultantes son el diseño antiguo, la propiedad de la cadena y el 
hacinamiento.

Muchos residentes de hogares de Ontario LTC han experimentado 
disminuciones físicas, cognitivas, psicológicas y funcionales graves 
y potencialmente irreversibles como resultado de intervenciones 
preventivas de salud pública impuestas a los hogares, como la li-
mitación del acceso a visitantes generales y cuidadores esenciales, 
ausencias de residentes y actividades grupales. También ha habido 
un aumento en la prescripción de psicofármacos a los residentes de 
Ontario LTC.
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La evidencia acumulada sobre COVID-19 en los hogares de LTC 
de Ontario se ha aprovechado de varias maneras para respaldar las 
intervenciones y políticas de salud pública durante la pandemia. 
Varias medidas adicionales podrían ser efectivas para prevenir 
brotes de COVID-19, hospitalizaciones y muertes en los hogares 
de LTC de Ontario. Esto incluye mejorar la dotación de personal, 
minimizar la infección de los trabajadores de LTC, reducir el ha-
cinamiento de los hogares de LTC, medidas mejoradas de preven-
ción y control de infecciones (IPAC), un enfoque más equilibrado y 
matizado de las medidas de salud pública y estrategias adicionales 
para promover la aceptación de la vacuna COVID-19 entre los re-
sidentes y el personal.

Palabras clave: SARS-CoV-2, hogar de ancianos, atención colecti-
va, medicina geriátrica, prevención y control de infecciones

2019冠状病毒病和安大略省的长期护理院

摘要

安大略省长期护理院（长期护理，LTC）的居民因2019冠状
病毒病（COVID-19）和COVID-19大流行相关形势而经历了
极高的发病率和死亡率。截至2021年7月10日，共有3975名
LTC院居民死于COVID-19，占安大略省COVID-19总死亡人数
（9245）的43%。

LTC院是否会经历病毒爆发，最重要的风险因素为护理院周
边社区的COVID-19每日感染率以及工作人员感染发生率。就
病毒爆发的规模和导致的居民死亡数量而言，最重要的风险
因素为老式设计、感染链溯源和群体聚集。

安大略省LTC院的许多居民经历了严重的、潜在不可逆的生
理衰退、认知衰退、心理衰退和功能性衰退，这归因于对护
理院强制执行的预防性公共卫生干预，例如限制访客和必需
的护理员、居民外出和群体活动。为安大略省LTC院居民开
具精神药物处方的情况也有所增加。

大流行期间，关于安大略省LTC院COVID-19的越来越多的证
据从不同方面被用于支持公共卫生干预和政策。一些进一步
措施能有效预防安大略省LTC院的COVID-19爆发、住院治疗
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和死亡。这包括：提升人员配备、将LTC员工感染最小化、
分散LTC院集体聚集情况、提升感染预防和控制（IPAC）措
施、更为均衡且微妙的公共卫生措施、以及用于增加居民和
员工对COVID-19疫苗的接受度的其他策略。

关键词：严重急性呼吸综合征冠状病毒2，疗养院，集体护
理，老年医学，感染预防和控制

Background

The Province of Ontario has 626 
licensed LTC homes and 77,257 
long-stay beds. Some 58% of 

homes are privately owned, while 24% 
are non-profit/charitable, and 16% 
are municipal (Canadian Institute for 
Health Information, 2020c; Ontario 
Long-Term Care Association, 2020). 
As of February 2019, the average time 
to LTC placement was 161 days and the 
waitlist had nearly 35,000 individuals. 
Approximately 300 of Ontario’s LTC 
homes, containing more than 30,000 
beds, are outdated and slated for rede-
velopment (Ontario Long-Term Care 
Association, 2020).

Ontario LTC residents receive 
personal and nursing care as well as 
subsidized accommodation under a 
publicly funded LTC program. Most 
direct care in Ontario LTC homes is 

provided by personal support workers 
(PSWs) who account for 58% of the 
LTC workforce, with nurses account-
ing for an additional 25% of LTC staff 
(Long-Term Care Staffing Study Ad-
visory Group, 2020). LTC homes were 
strongly affected during Ontario’s first 
and second waves of the COVID-19 
pandemic.

Questions

What do we know about the first, sec-
ond, and third waves of COVID-19 in 
Ontario LTC homes?

Which risk factors are associated with 
COVID-19 outbreaks in Ontario LTC 
homes, and what are the extent and 
death rates associated with outbreaks?

What has the impact of the COVID-19 
pandemic been on the general health 
and wellbeing of LTC residents?
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How has the existing Ontario evidence 
on COVID-19 in LTC settings been 
used to support public health interven-
tions and policy changes in these set-
tings?

What are the further measures that 
could be effective in preventing 
COVID-19 outbreaks, hospitalizations, 
and deaths in Ontario’s LTC homes?

What was the early impact of the 
COVID-19 vaccine rollout on Ontario’s 
LTC homes?

Findings

As of 2018, Ontario LTC homes 
reported an average of 3.7 hours 
of paid direct care per resident 

per day, including all worked hours, va-
cations, statutory holidays, and benefits 
(Long-Term Care Staffing Study Advi-
sory Group, 2020). The actual number 
of direct hours of direct care received 
per resident per day is approximately 
2.7 hours (Block & Dhunna, 2020).

The majority (90%) of LTC home 
residents live with some form of cogni-
tive impairment, and 86% need exten-
sive help with daily activities such as 
eating or toileting (Ontario Long-Term 
Care Association, 2020). Over the last 
several years, the complexity of resi-
dents living in Ontario LTC homes has 
substantially increased, with residents 
being older and having increased mul-
timorbidity, polypharmacy and more 
extensive levels of physical and cogni-
tive impairment (Ng et al., 2020). The 
average life expectancy of a LTC resi-
dent is approximately 18 months, and 

11.7% of Ontario residents die within 
one year of admission to a LTC home 
(Tanuseputro et al., 2015).

First, Second and Third Waves 
of the COVID-19 Pandemic in 
Ontario’s LTC Homes

COVID-19 has taken a substantial toll 
on Ontario’s LTC homes. In the first 
wave of the COVID-19 pandemic in 
Ontario’s LTC homes, from March 17 
to August 31, 2020, 34.0% (212/626) 
of LTC homes experienced COVID-19 
outbreaks, resulting in 6,036 resident 
cases and 1,815 resident deaths. Ontar-
io LTC home residents accounted for 
64.5% (1,815/2,812) of the province’s 
COVID-19 deaths, the highest propor-
tion among 16 other Organisation for 
Economic Co-operation and Develop-
ment (OECD) countries (Figure 1) (Ca-
nadian Institute for Health Informa-
tion, 2020b; Comas-Herrera, Zalakaín, 
et al., 2020; Sepulveda et al., 2020).

From April 14 to June 29, 2020, 
Ontario LTC homes were mandated to 
report all LTC resident deaths to the Of-
fice of the Chief Coroner. However, this 
data did not include LTC staff deaths 
or LTC residents who died in hospital. 
From April 14 to June 29, 2020, there 
was an excess of 1,589 deaths in Ontar-
io LTC homes, as compared with the 
5-year historical average for the same 
time period (Figure 2). 

A study analyzing mortality in 
Ontario using cremation data reported 
an 89% increase in LTC home resident 
cremations in April 2020 compared to 
the month of April in the 2017-2019 pe-
riod (Postill et al., 2020).
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Figure 1. COVID-19 Deaths Among 16 OECD Countries, as of May 25, 2020

Bar graph A presents COVID-19 deaths among 16 OECD countries per million inhabitants as of 
May 25, 2020, in the population and in LTC. Bar graph B presents the proportion of COVID-19 
deaths in LTC among all COVID-19 deaths in the population. Canada, at 81%, has the highest 
proportion of COVID-19 deaths in LTC among the 16 other OECD countries. Figure adapted 
from the Canadian Institute for Health Information (CIHI) (Canadian Institute for Health 
Information, 2020b).

Figure 2. Excess Mortality in Ontario’s LTC Homes 

Graph presenting the excess mortality in Ontario’s LTC homes between April 14 and June 29, 
2020. Excess mortality refers to the deaths beyond what would be expected in the absence of the 
COVID-19 pandemic, indicating the potential burden of mortality of the COVID-19 pandemic. 
Between April 14 and June 29, 2020, there was an excess of 1,589 deaths in Ontario’s LTC sec-
tor. Of these deaths, 1,429 were COVID-19 deaths. While the remaining 160 excess deaths were 
not COVID-19 deaths, they may be indirectly attributed to COVID-19 and the COVID-19 pan-
demic. Figure adapted from the Capacity Planning and Analytics Division, Ontario Ministry of 
Health (Kamil M, personal communication).
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 As of July 10, 2021, a total of 
3,975 Ontario LTC home residents have 
died of COVID-19, totaling 43.0% of all 
9,245 COVID-19 deaths in Ontario to 
date. In addition, a total of 10 LTC staff 
have died of COVID-19.

The first, second, and third waves 
of the COVID-19 pandemic are dis-
tinct. More LTC home residents were 
infected in the first wave compared 

to community-dwelling adults aged 
70 years and older, with the opposite 
phenomenon occurring in the second 
and third waves (Figure 3). Provin-
cial SARS-CoV-2 testing capacity has 
improved, resulting in both improved 
and earlier case detection in the second 
wave while widespread COVID-19 vac-
cination markedly reduced cases in the 
third wave.

With these differences in mind, 
data comparing the first, second, and 
third waves reveals notable differences 
in key indicators in the LTC sector.

Compared to the first wave, the 
SARS-CoV-2 infection rate among LTC 

residents has been lower (Figure 4), and 
its doubling time has been longer (Fig-
ure 5) in the second and third waves. 
An increased doubling time indicates a 
slower growth rate of infections. 

Figure 3. Incidence of SARS-CoV-2 Infections in Ontario  
Among LTC and Community Residents

Graph presenting the daily incidence of confirmed SARS-CoV-2 infections in Ontario among 
community-dwelling residents aged 70 years and older and LTC home residents, from March 
2020 to August 2021. The date is based on the date of reporting. Data sourced from the Case and 
Contact Management System (CCM Plus). Note that the number of community-dwelling adults 
aged 70 years and over (n= 1.7 million) is more than 20 times higher than the number of LTC 
residents (n= ~75,000). Therefore, the risk of confirmed SARS-CoV-2 infection is dramatically 
higher in LTC residents as compared with community-dwelling adults aged 70 years and over. 
Figure adapted from Public Health Ontario (Government of Canada, 2020b; Public Health On-
tario, 2020a).
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Figure 4. SARS-CoV-2 Infection Rate Among LTC  
Home Residents in Ontario, as of July 15, 2021

Graph presenting the rate of confirmed SARS-CoV-2 infections per day among LTC home resi-
dents in Ontario. Day 0 for Wave 1 is February 26, 2020; however, data collection began from 
March 17, 2020. Day 0 for Wave 2 is September 1, 2020. Day 0 for Wave 3 is March 1, 2021. Data 
sourced from the integrated Public Health Information System (iPHIS), extracted July 15, 2021. 
Figure adapted from Malikov K (personal communication).

Figure 5. Doubling Time of SARS-CoV-2 Infections in Among  
LTC Home Residents in Ontario, as of July 15, 2021

Graph presenting an analysis of the doubling time of SARS-CoV-2 infections among LTC home 
residents in Ontario. Day 0 for Wave 1 is February 26, 2020; however, data collection began from 
March 17, 2020. Day 0 for Wave 2 is September 1, 2020. Day 0 for Wave 3 is March 1, 2021. Data 
sourced from the integrated Public Health Information System (iPHIS), extracted July 15, 2021. 
Figure adapted from Malikov K (personal communication).

There has also been a faster 
rate and greater number of LTC home 
COVID-19 outbreaks involving resi-

dents in the first wave, as compared to 
the second and especially third wave 
(Figure 6).
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Figure 6. Number of COVID-19 Outbreaks and Respective  
SARS-CoV-2 Infections in Ontario’s LTC Homes

Graph presenting the number of COVID-19 outbreaks and number of SARS-CoV-2 infections 
within each outbreak in Ontario’s LTC homes, from March 29 to July 15, 2021. Presented out-
breaks involve at least one LTC home resident. The date is based on the date of reporting. There 
are fewer outbreaks in the second wave that involve more than 100 cases of confirmed SARS-
CoV-2 infections. Data sourced from the integrated Public Health Information System (iPHIS), 
extracted July 15, 2021. Figure adapted from Malikov K (personal communication).

Figure 7. Case Fatality Rate of Ontario LTC Home Residents  
with SARS-CoV-2 Infections, as of December 16, 2020

Bar graph presenting case fatality rates of confirmed SARS-CoV-2 infections among Ontario 
LTC home residents by age group. Wave 1 case fatality rates are from February 26 to August 31, 
2020. Wave 2 case fatality rates are from September 1, 2020, to February 28, 2021. Wave 3 case 
fatality rates are from March 1 to July 15, 2021. Data sourced from the integrated Public Health 
Information System (iPHIS), extracted July 15, 2021. Figure adapted from Malikov K (personal 
communication).

The COVID-19 case fatality rate 
among LTC home residents over the 
first 127 days of the first and second 

waves has improved from 32.7% in the 
first wave to 22.1% in the second wave 
and 14.0% in the third wave (Figure 8). 
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 This observed improvement is 
likely multifactorial in cause: As the 
pandemic progresses,  there is a much 
clearer understanding and detection 
of asymptomatic and pre-symptom-
atic spread of SARS-CoV-2 infection, 
as well as atypical presentations of 
COVID-19, which are more common 
among LTC home residents (Arons et 
al., 2020; Goldberg et al., 2020; Hoxha 
et al., 2020). There is better access to 
SARS-CoV-2 testing and personal pro-
tective equipment (PPE), which were 
both severely restricted at the onset of 
the first wave in the LTC sector. Most 
homes have now implemented more 
robust IPAC measures, including uni-
versal masking of staff and limiting 
them to work at only one healthcare 
setting (Dunning et al., 2020). There 
has also been an intensification of ef-
forts to manage residents with SARS-
CoV-2 infection in LTC homes, with 
interventions such as supplemental 
oxygen, subcutaneous hydration, and 
dexamethasone therapy (Government 
of Canada, 2020a; Jüni et al., 2020; Stall, 
Farquharson, et al., 2020).

An analysis of hospitalizations 
among all Ontarians who died of 
COVID-19 from March to November 
2020 revealed that only a small propor-
tion of Ontario LTC home residents 
were hospitalized prior to death. There 
were also substantial temporal varia-
tions, with hospitalizations paradoxi-
cally reaching their lowest point when 
the overall incidence of SARS-CoV-2 
infections peaked in April, 2020 (Table 
1) (Brown, Daneman, et al., 2020)nurs-
ing home residents have experienced 
disproportionately high COVID-19 

mortality due to the intersection of 
congregate living, multimorbidity, and 
advanced age. Among 12 OECD coun-
tries, Canada has had the highest pro-
portion of COVID-19 deaths in nursing 
home residents (78%. While many LTC 
home residents may have had pre-pan-
demic directives indicating that they 
should not be sent to an acute care hos-
pital, the low admission rate of 15.5% 
observed between March and April 
2020 was in contrast to higher admis-
sion rates of greater than 30% in subse-
quent months and comparatively stable 

There were also notable sex-
based differences, with women dying 
of COVID-19 being less likely to re-
ceive hospitalization compared to men 
in both community (76.9% women 
vs 81.7% men) and LTC home (22.1% 
women vs 27.7% men) settings. These 
sex-based differences are consistent 
with earlier Ontario and international 
findings reporting increased rates of 
hospitalization among older men com-
pared to older women (Rochon et al., 
2020; Stall, Wu, et al., 2020). Further, 
the observed sex- and gender-based 
differences in end-of-life care for On-
tario LTC home residents dying of 
COVID-19 are consistent with pre-pan-
demic evidence reporting that male 
residents with advanced dementia are 
much more likely than female residents 
to be transferred to hospital in their last 
30 days of life (Stall et al., 2019).

Overall, the findings of this anal-
ysis substantiate reports suggesting that 
hospitalizations for LTC home resi-
dents with COVID-19 were low during 
the peak of the pandemic’s first wave, 
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which may have contributed to the par-
ticularly high COVID-19 mortality in 

Ontario’s LTC homes.

Table 1. Hospital Admissions Prior to Death Among Community and LTC Home Resi-
dents with COVID-19 

Table presenting hospital admissions prior to COVID-19 death among community and LTC 
home residents, from March to November 2020.  aDeaths with unknown gender are not pre-
sented below due to small cell counts. Table adapted from Brown et al. J Am Med Dir Assoc. 
2021 (Brown, Daneman, … et al., 2021). The p-values are for differences across periods, age 
and gender. 

Community Residents LTC Home Residents

N

Hospital-
ized prior 
to death, 

N (%)

p-value N

Hospital-
ized prior 
to death, 

N (%)

p-value

Total 1,363 1081 
(79.3) 2,345 570 (24.3)

Month (2020)
  March-April 535 425 (79.4)

<0.001

1,032 164 (15.9)

<0.001
  May 306 253 (82.7) 732 198 (27.0)
  June-July 142 127 (89.4) 168 69 (41.1)
  August- 
  October 163 123 (75.5) 126 36 (28.6)

  November 217 153 (70.5) 287 103 (35.9)
Age (years)
  <70 339 273 (80.5)

<0.001

153 63 (41.2)

<0.001
  70-79 300 261 (87.0) 344 102 (29.7)
  80-89 428 340 (79.4) 918 227 (24.7)
  ≥90 296 207 (69.9) 930 178 (19.1)
Gendera

  Male 760 621 (81.7)
0.03

963 267 (27.7)
0.002

  Female 598 460 (76.9) 1,355 300 (22.1)

Risk Factors for COVID-19 
Outbreaks and Resident Deaths in 
Ontario’s LTC Homes

The risk of COVID-19 outbreaks in 
LTC homes is strongly associated with 
the rate of SARS-CoV-2 infection in the 
communities surrounding them. How-

ever, the temporal relationship between 
rising rates of SARS-CoV-2 infection 
in the community and the risk thresh-
old for subsequent LTC home out-
breaks is not well defined (Ouslander 
& Grabowski, 2020; White et al., 2020)
administrative data, state reports of 
SNF outbreaks, and data from Genesis 
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HealthCare, a large multistate provider 
of post-acute and long-term care. State 
data are reported as of April 21, 2020; 
Genesis data are reported as of May 
4, 2020.\nSETTING AND PARTICI-
PANTS: The Genesis sample consist-
ed of 341 SNFs in 25 states, including 
a subset of 64 SNFs that underwent 
universal testing of all residents. The 
non-Genesis sample included all other 
SNFs (n = 3,016.

A population-based cohort study 
of all Ontario COVID-19 cases between 
March 1 and July 16, 2020 evaluated the 
temporal relationship between trends 
in the number of active community 
COVID-19 cases and the number of 
LTC home outbreaks (Malikov et al., 
2020). The average lag time between 
community cases and LTC home out-
breaks was 23 days for Ontario overall, 
with substantial variability across geo-
graphic regions, ranging from 11 to 43 
days (Figure 10). The longest lag was ob-

served in the North Region, which has 
a low population density and reported a 
lower cumulative COVID-19 incidence 
of 0.3% in LTC home residents, com-
pared to the provincial average of 7.5% 
over the study’s time period. 

The analysis also determined the 
levels of community incidence associat-
ed with a 75% probability of observing 
a LTC home outbreak within 5 days. 
For the province overall, a daily inci-
dence of 2.30 SARS-CoV-2 infections 
per 100,000 inhabitants was associated 
with a 75% probability of a LTC home 
outbreak occurring five days later (Ta-
ble 2).

The lag days estimate is a useful  
early warning indicator for surveil-
lance systems and provides a time win-
dow—23 days for Ontario overall—
during which the LTC sector should 
rapidly mobilize and intensify occu-
pational health and IPAC processes to  

Figure 8. Hospital Admissions Prior to Death Among Community and  
LTC Home Residents with COVID-19 by Age Group

Bar graph presenting the proportion of hospitalization prior to COVID-19 death among com-
munity and LTC home residents by age group, from March through November 2020. Figure 
adapted from Brown et al. J Am Med Dir Assoc. 2021 (Brown, Daneman, et al., 2021.
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both prevent and mitigate COVID-19 
outbreaks, following an observed rise 
in community infections. The reported 
thresholds for community infections at 
which outbreaks in LTC homes first oc-
cur are useful both for guiding broader 
public health interventions to targeting 
community transmission—such as the 
province’s tiered response framework—
and for guiding policies based on com-
munity incidence of SARS-CoV-2 in-
fections that concern visitors to LTC 
homes as well as resident absences and 
congregate activities such as dining 
(Government of Ontario, 2020b, 2020).

The relationship between com-
munity incidence of SARS-CoV-2 in-
fections and LTC home outbreaks is 

likely mediated by infected staff who are 
unknowingly importing virus in homes 
with asymptomatic or pre-symptomatic 
COVID-19 (Chow et al., 2020; Vijh et 
al., 2020). An Ontario study conducted 
in the early days of the first wave of the 
COVID-19 pandemic, from March 29 
to April 7, 2020, reported that infection 
among LTC staff was associated with 
death among residents with a 6-day lag 
(Figure 10) (Fisman et al., 2020).

Additional Ontario studies from 
the first wave of the pandemic confirm 
that community incidence of SARS-
CoV-2 infections is the strongest pre-
dictor of whether a LTC home is going 
to experience a COVID-19 outbreak 
(Brown et al., 2020; Stall et al., 2020).

Figure 9. Community Incidence of SARS-CoV-2 Infection 
and Outbreaks in Ontario’s LTC Homes

Graphs presenting the daily incidence of confirmed SARS-CoV-2 infections within commu-
nities and COVID-19 outbreaks in LTC homes in Ontario by region, from April 8 to July 16, 
2020. Includes data on 623 LTC homes in Ontario. Lag refers to the lag time between commu-
nity cases and LTC home outbreaks. Figure adapted from Malikov et al. J Am Med Dir Assoc. 
2021 (Malikov et al., 2021).
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Table 2. Characteristics of Ontario’s LTC Homes and Thresholds for Community 
Incidence of SARS-CoV-2 Infections Associated with a 75% Probability 
of LTC Home Outbreaks after 5 Days

Table presenting characteristics of Ontario’s LTC homes and thresholds for community inci-
dence of SARS-CoV-2 infections associated with a 75% probability of LTC home outbreaks 
after 5 days, from March 1 to July 16, 2020. aData sourced from Ontario Ministry of Finance, 
based on 2016 Canadian Census (Ministry of Finance, 2020). bDaily active SARS-CoV-2 infec-
tions in the community per 100,000 inhabitants. cThreshold calculations for the North Region 
were suppressed due to the small numbers of reported cases and small population size. 623 of 
Ontario’s LTC homes are included. Table adapted from Malikov et al. J Am Med Dir Assoc. 
2021(Malikov et al., 2021).

Region

Popu-
lation 

density 
per 

km2a

Number 
of LTC 
homes

Number 
of LTC 
home 
resi-
dents

Cumulative 
SARS-CoV-2 

infections 
in LTC 

residents

Threshold of daily 
active SARS-CoV-2 

infections per 100,000b 
associated with a 75% 
probability of a future 

LTC home outbreak 
after 5 days

Central   294.4 123 17,315 2,273 2.93

East 64.7 165 20,327 1,936 1.88

Northc 1.0 63 6,495 17 –

Toronto 6,412.6 36 5,695 739 3.52

West 94.9 236 25,844 716 1.83

Ontario 14.8 623 75,676 5,681 2.30

An earlier retrospective cohort 
study examining the impact of for-prof-
it status on COVID-19 outcomes in 623 
Ontario LTC homes, from March 29 
to May 20, 2020, found that for-prof-
it status had no significant association 
with the risk of outbreaks. However, 
the study found that each additional 
cumulative COVID-19 case per 1,000 
individuals in the public health unit re-
gion surrounding the LTC care home 
was associated with nearly double the 
odds of an outbreak (adjusted odds ra-
tio (OR) 1.91, 95% confidence interval 
(CI) 1.19–3.05) (Stall et al., 2020). 

Homes with for-profit status had 
outbreaks with nearly twice as many 
residents infected (adjusted risk ratio 
(RR) 1.96, 95% CI 1.26–3.05) and 78% 
more resident deaths (adjusted RR 1.78, 
95% CI 1.03–3.07), compared with 
non-profit homes. 

These associations were largely 
explained by the higher proportion of 
older design standards that meet or fall 
below design standards established in 
the year 1972, and chain ownership in 
homes with for-profit status (Figures 12 
and 13).
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Figure 11. Proportion of Residents with SARS-CoV-2 Infection  
Among LTC Homes in Outbreak by Profit Status

Graph presenting the extent (i.e., the percentage of confirmed SARS-CoV-2 infections among 
residents of a LTC home) of COVID-19 outbreaks in Ontario LTC homes by profit status, from 
March 29 to May 20, 2020. Homes with older design standards and chain ownership, which 
are more common among for-profit status homes, had the highest proportion of LTC residents 
with confirmed SARS-CoV-2 infections. Figure adapted from Stall et al. CMAJ. 2020 (Stall, 
Jones, et al., 2020).

Figure 10. Incidence Rate Ratios for Deaths by Lagged Infections  
Among LTC Residents and Staff in Ontario

Graph presenting the incidence rate ratios for COVID-19 deaths by lagged confirmed SARS-CoV-2 
infections among LTC residents and staff in Ontario, from March 29 to April 7, 2020. Circles repre-
sent incidence rate ratios. Vertical lines represent 95% confidence intervals (CI). An elevated risk of 
COVID-19 death is observed at all lag times after SARS-CoV-2 infection among LTC staff. Figure 
adapted from Fisman et al. Jama Netw Open. 2020 (Fisman et al., 2020).
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Figure 12. Proportion of Ontario LTC Residents Who Died of COVID-19  
Among LTC Homes in Outbreak by Profit Status

Graph presenting the percentage of COVID-19 deaths among LTC homes in outbreak by profit 
status in Ontario, from March 29 to May 20, 2020. Homes with older design standards and 
chain ownership, with are more common among for-profit status homes, had the highest pro-
portion of LTC residents with confirmed SARS-CoV-2 infections. Figure adapted from Stall et 
al. CMAJ. 2020 (Stall, Jones, et al., 2020).

Figure 13. Distribution of Ontario LTC Homes by Crowding Index, as of March 29, 2020

Bar graph presenting the distribution of Ontario LTC homes by crowding index across 618 
LTC homes, as of March 29, 2020. The crowding index for Ontario’s LTC homes was derived 
by calculating the mean number of occupants per room and bathroom across an entire LTC 
home (Number of residents ÷ (½ Number of bedrooms + ½ Number of bathrooms)). Homes 
with a crowding index of less than 2 were defined as having low crowding, while homes with 
a crowding index greater or equal to 2 were defined as having high crowding. Figure adapted 
from Brown et al. JAMA Intern Med. 2020 (Brown, Jones, et al., 2020).
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Another retrospective popu-
lation-based cohort study examined 
the association between LTC home 
crowding and SARS-CoV-2 infection 
and COVID-19 mortality in Ontario 
LTC homes from March 29 to May 20, 
2020 (Brown, Jones, et al., 2020). As of 
March 29, 2020, there were 78,607 resi-
dent beds in Ontario’s LTC homes, with 
36.9% in single-bedded rooms, 37.3% 
in double-bedded rooms, and 25.8% in 
quadruple-bedded rooms. While 50.1% 
(310) of LTC homes had low crowding, 
49.9% (308) of LTC homes had high 
crowding according to a crowding in-
dex (Figure 13).

As of May 20, 2020, SARS-CoV-2 
infections were distributed unequal-
ly across Ontario’s LTC homes, with 
86% (4,496) of infections occurring in 
just 10% (63) of homes. The incidence 
of SARS-CoV-2 infections in highly 
crowded homes was 9.7%, while the 
incidence of SARS-CoV-2 infection in 
less crowded homes was 4.5% (p-value 
< 0.001). Similarly, mortality was 2.7% 
in highly crowded homes and 1.3% in 
less crowded homes (p < 0.001). 

The probability of SARS-CoV-2 
infection introduction into a home 
did not differ according to the crowd-
ing index, with 31.3% in high crowd-
ing homes and 30.2% in low crowding 
homes (p = 0.79). Outbreaks in crowd-
ed LTC homes were also larger: 90% of 
the province’s LTC outbreaks involv-
ing more than 100 infected residents 
occurred in high crowding homes, as 
compared with only 10% that occurred 
in low crowding homes (Figure 14).

Unadjusted and adjusted regres-

sion models based on the crowding in-
dex suggests that compared to a home 
with an index of 1.5, homes with an 
index of 3 had nearly double the inci-
dence of SARS-CoV-2 infection (RR, 
2.05; 95% CI, 1.49-2.70; adjusted RR, 
1.73; 95% CI, 1.10-2.72) and COVID-19 
mortality (unadjusted RR, 1.97; 95% CI, 
1.36-2.84; adjusted RR, 1.69; 95% CI, 
0.99-2.78) (Figure 15). The crowding 
index was not associated with the prob-
ability of introduction of SARS-CoV-2 
infection into a LTC home, with the 
incidence of SARS-CoV-2 infection in 
the region surrounding a LTC home re-
maining the most important predictor.

Simulations suggest that 19.1% 
(998) of infections and 18.1% (263) 
of deaths in Ontario LTC homes may 
have been prevented if quadruple- 
bedded rooms had been converted to 
double-bedded rooms. In this simula-
tion scenario, an additional 5,070 dou-
ble-bedded rooms would have been 
needed to maintain capacity across the 
province of Ontario. In a simulation 
where all multiple-occupancy rooms 
were converted to single-occupan-
cy rooms, it was estimated that 31.4% 
(1,641) infections and 30.1% (437) 
deaths may have been prevented. In this 
scenario, an additional 29,871 new sin-
gle-occupancy rooms would have been 
required (Brown, et al., 2020).

Taken together, evidence from 
Ontario suggests that the risk factors for 
COVID-19 outbreaks are distinct from 
the risk factors for spread of SARS-
CoV-2 infection and COVID-19 deaths 
within a home. The most important 
risk factors for whether a LTC home is 
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Figure 14. COVID-19 Outbreak Size by LTC Home Crowding 
in Ontario, from March 29 to May 20, 2020

Graph presenting the size of COVID-19 outbreaks and percentile rank of outbreak size in On-
tario LTC homes by crowding index, from March 29 to May 20, 2020. It includes 618 Ontario 
LTC Homes. The crowding index for Ontario’s LTC homes was derived by calculating the mean 
number of occupants per room and bathroom across an entire LTC home (Number of resi-
dents ÷ (½ Number of bedrooms + ½ Number of bathrooms)). Homes with a crowding index of 
less than 2 were defined as having low crowding, while homes with a crowding index greater or 
equal to 2 were defined as having high crowding. Nine out of the 10 largest outbreaks involving 
more than 100 residents occurred in LTC homes with a crowding index ≥2 (orange curve). 
Figure adapted from Brown et al. JAMA Intern Med. 2020 (Brown, Jones, et al., 2020).

going to experience a COVID-19 out-
break is the community incidence of 
SARS-CoV-2 infection surrounding a 
LTC home and staff SARS-CoV-2 infec-
tion (Fisman et al., 2020; Malikov et al., 
2020). The most important risk factors 
for the size of a LTC home COVID-19 
outbreak and the number of resident 
deaths are for-profit status and crowd-
ing. For-profit homes have a higher pro-
portion of older design standards and 
chain ownership and crowded homes 
have an increased number of residents 
per room and bathroom (Figure 16) 
(Brown, et al., 2020; Stall, et al., 2020).

Impact of the COVID-19 
Pandemic on the Health and 
Wellbeing of LTC Residents

In response to an intensifying 
COVID-19 crisis in Ontario LTC 
homes, Ontario implemented strict 
bans on visitors in mid-March 2020, 
with the goal of preventing the intro-
duction of SARS-CoV-2 infection into 
the homes (Dunning et al., 2020). These 
measures resulted in the immediate 
restriction of visitors, volunteers and 
non-essential personnel from entering 
LTC homes, which restricted entry for 
family caregivers who provide direct, 
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Figure 15. Incidence of SARS-CoV-2 Infections and COVID-19 Deaths  
by LTC Home Crowding, from March 29 to May 20, 2020

Graph presenting the incidence of SARS-CoV-2 infections and COVID-19 deaths in Ontario 
LTC homes by crowding index, March 29 to May 20, 2020. Grey area represents the 95% con-
fidence interval (CI). The crowding index for Ontario’s LTC homes was derived by calculating 
the mean number of occupants per room and bathroom across an entire LTC home (Number 
of residents ÷ (½ Number of bedrooms + ½ Number of bathrooms)). Homes with a crowding 
index of less than 2 were defined as having low crowding, while homes with a crowding index 
greater or equal to 2 were defined as having high crowding. Figure adapted from Brown et al. 
JAMA Intern Med. 2020 (Brown, Jones, et al., 2020).

Figure 16. Anatomy of Outbreaks and Spread of COVID-19  
in LTC Homes and Among Residents

Figure from Peter Hamilton, personal communication.



85

COVID-19 and Ontario’s Long-Term Care Homes

complex, intense, and unpaid care for 
many LTC home residents (Committee 
on Family Caregiving for Older Adults 
et al., 2016; Hado & Feinberg, 2020; 
Schlaudecker, 2020). 

Additional restrictions resulted 
in the cancellation of group activities, 
communal dining, and restricted resi-
dents from leaving the property of LTC 
homes, even for short walks and fresh 
air. As a result, countless LTC home 
residents experienced severe and po-
tentially irreversible harm, with many 
sustaining physical, cognitive, psycho-
logical and functional declines (Abbasi, 
2020; Cagnin et al., 2020; Low, 2020; Su-
arez-Gonzalez, 2020; Van der Roest et 
al., 2020). This constellation of resident 
clinical issues associated with restric-
tive IPAC measures in LTC homes has 
been termed “confinement syndrome,” 
a term appropriated from the medical 
literature describing the symptoms ex-
perienced by persons placed in solitary 
confinement from intense anxiety and 
sensory deprivation (Diamantis et al., 
2020; North Simcoe Muskoka Special-
ized Geriatric Services, 2020).

One common concern regarding 
the mental health of LTC home resi-
dents during the COVID-19 pandemic 
is the increase in the use of psychoac-
tive medications, which were frequent-
ly overprescribed prior to the pandemic 
(Abbasi, 2020; Rochon, 2007). A pre-
vious report documented increased 
prescribing of antipsychotics during 
the COVID-19 pandemic to people liv-
ing with dementia in the United King-
dom (Howard et al., 2020). A popula-
tion-based study of all Ontario LTC 

home residents found that prescribing 
of psychoactive drugs started in March 
2020 during the onset of COVID-19 
outbreaks and public health restrictions 
in LTC homes, which persisted through 
September 2020 (Figure 18). Increases 
in prescribing were out of proportion to 
expected trends over time, and distinct 
from observed prescribing changes in 
other drugs during the pandemic (Fig-
ure 17) (Stall, Zipursky, et al., 2020).

Ontario Evidence to Support 
Public Health Interventions and 
Policy in LTC Homes

The accumulating evidence on 
COVID-19 in Ontario’s LTC homes has 
been leveraged in several ways to sup-
port public health interventions and 
policy during the pandemic. The ear-
ly recognition in Ontario that SARS-
CoV-2 infections in LTC staff were as-
sociated with COVID-19 death among 
residents, and complementary evidence 
from other regions, motivated a public 
order implemented on April 22, 2020, 
restricting employees of LTC homes 
from working in more than one LTC 
home, congregate care, or healthcare 
setting within a 14-day period (Chen et 
al., 2020; Dunning et al., 2020; Fisman 
et al., 2020; McMichael et al., 2020).

An Ontario study examined the 
impact of this public policy by using 
anonymized mobile device location 
data to study the number of connec-
tions between all LTC homes during the 
seven weeks before and the seven weeks 
after the single-site work order (Jones 
et al., 2020). In the period preceding 
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the order, 42.7% (266) of LTC homes 
had a connection with at least one oth-
er home, compared to 12.7% (79) of 
homes during the period after restric-
tions, a drop of 70.3% (p<0.001) (Figure 
18). The average number of connections 
per home in the period before the order 

was 3.90, compared to 0.77 connections 
in the period after the order, a drop of 
80.3% (p<0.001). In both periods, mo-
bility between LTC homes was higher in 
homes located in larger communities, 
those with higher bed counts, and those 
part of a large chain.

Figure 17. Prescription of Psychoactive Drugs to Ontario LTC Home Residents 

Graphs presenting the monthly proportion of Ontario LTC home residents who were dispensed 
a prescription by psychoactive drug class, from April 2019 through September 2020. The grey 
vertical lines represent the beginning of the COVID-19 lockdown in Ontario in March 2020. 
The blue line represents expected monthly proportion of psychoactive prescriptions in Ontario 
LTC homes by drug class, based on the trends over time of each drug class in Ontario prior to 
the March 2020 lockdown. Figure adapted from Stall et al. JAMA Intern Med. 2020 (Stall et 
al., 2021).
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Documented risk factors for 
COVID-19 outbreaks, their size, and 
lethality, have been incorporated into 
provincial surveillance tools to identify 
and analyze higher risk LTC homes in 
the COVID-19 pandemic (Figure 19).

The findings associating crowd-
ing with SARS-CoV-2 infections and 
COVID-19 deaths in LTC homes moti-
vated revisions to provincial directives 
on resident admissions to LTC homes 
(Brown, Jones, et al., 2020). A revision 
in June 2020 limited new resident ad-
missions into rooms with more than 

two residents. In October 2020, it was 
further specified that “at any time, there 
should not be more than two (2) resi-
dents placed per room, including 3 or 4 
bed ward rooms” (Government of On-
tario, 2020).

Recognizing the need to balance 
IPAC measures in LTC homes with res-
ident wellbeing, and following guidance 
from several organizations, the Province 
of Ontario moved to update its LTC 
home visitor policy in early September 
2020 to give greater access to family 
caregivers (Canadian Foundation for 

Figure 18. Network Connectivity of Ontario LTC Homes Before and  
After an Order Limiting Staff to Working in One LTC Home or  

Healthcare Setting within a 14-Day Period

Network connectivity diagrams presenting connectivity and outbreaks in Ontario LTC homes, 
from March 1 to June 13, 2020. Diagram A presents the period of 7 weeks before the imple-
mentation of an order which limited LTC homes staff from working in other LTC of healthcare 
settings within a 14-day period, from March 1 to April 21, 2020. Diagram B presents the period 
of 7 weeks after the implementation of the order, from April 22 to June 13, 2020. The grey lines 
represent connections between LTC homes, which thicker lines representing more connections, 
and thinner lines representing fewer connections. In the 7 weeks after the implementation of the 
order in Ontario (diagram B) there is a significant reduction in connectivity between homes, 
as compared to the 7 weeks prior to the implementation of the order in Ontario (diagram A). 
Figure adapted from Jones et al. J Am Med Dir Assoc. 2021 (Jones et al., 2021).
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Healthcare Improvement, 2020; Chu 
et al., 2020; Government of Ontario, 
2020a; Long-Term Care Interest Group, 
2020; RNAO, 2020; Stall, Johnstone, et 
al., 2020; Tupper et al., 2020)all public 
health agencies have been clear on one 
matter: older adults have the highest 
rates of mortality (Comas‐Herrera et al., 
2020. This allowed each resident and/or 
their substitute decision maker to desig-
nate a maximum of two caregivers who 
can visit a resident in LTC homes without 
time limits, including when a resident 
is infected with COVID-19 or when a 
LTC home is experiencing a COVID-19 
outbreak (Ministry of Long Term Care, 
2020). This policy aligns with emerging 
international evidence demonstrating 
the absence of evidence on the effective-
ness of blanket visitor bans in reducing 
the introduction of SARS-CoV-2 infec-
tion in to LTC homes, and the relative 

safety of reintroducing family caregivers 
into LTC homes during the pandemic 
with appropriate IPAC procedures and 
access to PPE (Comas-Herrera, Sal-
cher-Konrad, et al., 2020; Kruse et al., 
2020; The National Collaborating Cen-
tre for Methods and Tools, 2020; Ver-
beek et al., 2020).

Early Impact of the COVID-19 
vaccine rollout on Ontario’s LTC 
homes

Ontario’s COVID-19 vaccine rollout be-
gan in mid-December 2020, with LTC 
residents and staff identified as priority 
populations for vaccination. LTC home 
staff were the first to receive the vac-
cine in clinics starting on December 14, 
2020. Most LTC home residents started 
receiving first doses of the COVID-19 
vaccine after December 23, 2020. All 

Figure 19. Application of Ontario LTC Home Data in  
Identifying and Analyzing Higher Risk Homes

Figure adapted from the Capacity Planning and Analytics Division, Ontario Ministry of 
Health (Ministry of Health and Long-Term Care, 2020).
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LTC residents in Ontario were offered 
at least the first dose of a COVID-19 
vaccine by February 13, 2021.

As of February 23, 2021, more 
than 64,000 Ontario LTC residents 
(92%) received at least one dose of a 
COVID-19 vaccine, with over 46,500 
residents having received both doses. 
Over 55,000 Ontario LTC staff (55%) 
also received at least one dose of a 
COVID-19 vaccine, with more than 
44,600 having received both doses.

As of February 23, 2021, 
COVID-19 vaccination in LTC homes 
prevented an estimated 2,079 SARS-
CoV-2 infections, 249 COVID-19 hos-

pitalizations, and 615 COVID-19 deaths 
in residents, and an estimated 330 SARS-
CoV-2 infections, and 8 COVID-19 
hospitalizations and 1 COVID-19 death 
in staff (Brown, Stall, et al., 2021).

Eight weeks after the start of vac-
cination, the estimated relative reduc-
tion in SARS-CoV-2 incidence was 89% 
in LTC residents and 79% in LTC staff. 
The estimated relative reduction in 
COVID-19 mortality in LTC residents 
was 96% after 8 weeks. Overall, the roll-
out of COVID-19 vaccines in Ontar-
io’s LTC homes substantially reduced 
SARS-CoV-2 infections, COVID-19 
hospitalizations, and deaths among 
LTC residents and staff (Figure 20).

Figure 20. SARS-CoV-2 Infections Among Ontario LTC Residents  
and Staff from November 1, 2020, to February 23, 2021

Line graphs of daily numbers and fitted curves of SARS-CoV-2 infections among Ontario LTC 
residents and staff from November 1, 2020, to February 23, 2021. Panel A shows daily num-
bers and fitted curves of SARS-CoV-2 infections in LTC residents, and a control population 
of unvaccinated community-dwelling older adults aged 70 years or older. Panel B shows daily 
numbers and fitted curves of SARS-CoV-2 infections in LTC staff and a control population of 
unvaccinated working age adults 18-64 years of age. Daily numbers of SARS-CoV-2 infections 
are standardized and expressed as a percentage relative to the number of SARS-CoV-2 infec-
tions observed on November 1, 2020. In the absence of vaccination, LTC residents would have 
still benefited from the overall decline in the incidence of community SARS-CoV-2 infections, 
realized with tightened public health restrictions. However, observed incidence dropped sub-
stantially more with vaccination. Figure adapted from Brown et al. Sci Briefs Ont COVID-19 
Sci Advis Table, 2021 (Brown, Stall, et al., 2021).  
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Interpretation

The following are measures that could be effective in preventing COVID-19 
outbreaks, hospitalizations, and deaths in Ontario’s LTC homes (Box 1).

Box 1. Measures That Could Be Effective in Preventing COVID-19 Outbreaks, 
Hospitalizations, and Deaths in Ontario’s LTC Homes

Measures That Could Be Effective
1. Promote staff entry and retention in the sector by improving the 

conditions of work
2. Prevent LTC worker infection with community tailored approaches
3. Further decrowd homes by continuing limits on occupancy and 

securing temporary housing
4. Detect LTC worker infection and prevent importation into LTC 

homes by prioritizing workers for testing and turnaround time, and by 
guaranteeing workers paid sick leave 

5. Continue enhancing IPAC by securing one specialist per 200 beds in 
LTC homes

6. Pursue a more balanced and nuanced approach to public health 
measures and infection prevention in LTC homes

7. Implement strategies to expedite administration and improve vaccine 
acceptance in the LTC sector

8. Continue optimizing data on LTC homes for the duration of the 
COVID-19 pandemic

Promote Staff Entry and Retention 
in the Sector by Improving the 
Conditions of Work

The Ministry of Long-Term Care re-
leased a staffing study in July 2020 which 
emphasized that while the demand for 
LTC and resident acuity continues to 
increase in Ontario, staffing levels and 
access to appropriate training have not 
kept pace, resulting in a staffing crisis 
(Long-Term Care Staffing Study Advi-
sory Group, 2020; Ng et al., 2020).

The LTC sector has had difficul-
ty retaining staff because of extremely 
demanding job responsibilities, stress-
ful and poor work conditions, negative 
public image about working in the sec-
tor, and a lack of full-time job oppor-
tunities with fair pay and benefits. As 
of 2018, there were 50,000 PSWs em-
ployed in Ontario’s LTC sector shar-
ing the equivalent of 32,700 full-time 
equivalent positions despite many staff 
wanting more full-time work (Long-
Term Care Staffing Study Advisory 



91

COVID-19 and Ontario’s Long-Term Care Homes

Group, 2020). As a result, many PSWs 
need to work multiple part-time jobs 
to earn a living wage (Duan et al., 2020; 
Houtven et al., 2020; Long-Term Care 
Staffing Study Advisory Group, 2020).

The conditions of work within 
LTC homes and the difficulties in both 
promoting and retaining worker in the 
sector have been severely exacerbated 
by the COVID-19 pandemic (Long-
Term Care Staffing Study Advisory 
Group, 2020). Many LTC home work-
ers contracted SARS-CoV-2 infections 
themselves, with eight staff members 
dying of COVID-19 in the first wave 
and two staff members dying in the sec-
ond wave to date. There is also a height-
ened fear among staff about onwards 
transmission of SARS-CoV-2 to family 
members, not having access to PPE giv-
en the shortages at the onset of the pan-
demic, and burnout given the stressful 
conditions many staff are exposed to 
in outbreak settings (Long-Term Care 
Staffing Study Advisory Group, 2020).

Addressing the longstanding 
staffing shortages is one of the most ur-
gent issues confronting Ontario’s LTC 
homes both during and in the wake of 
the COVID-19 pandemic (Boscart et 
al., 2018). Research from the United 
States highlights how homes with low-
er levels of staffing experienced a great-
er incidence of SARS-CoV-2 infections 
and COVID-19 mortality (Gorges & 
Konetzka, 2020; Harrington et al., 2020).

Recent commitments from the 
Government of Ontario, including tem-
porary pay increases for LTC workers, 
return of service incentives, accelerated 
training programs, and increased hours 

of care per resident are promising for 
promoting staff entry and retention. 
However, many of these enhancements 
are temporary and are unlikely to end 
the current reliance on temporary staff-
ing (Government of Ontario, 2020c; 
Royal Society of Canada, 2020).

Ontario’s LTC sector may ben-
efit from extending these benefits be-
yond the COVID-19 pandemic, allow-
ing the sector to minimize or eliminate 
staff mobility between homes and oth-
er workplaces during the COVID-19 
pandemic. This could include creating 
more full-time jobs, more permanent 
pay increases, career ladders, and more 
immediate increases in the hours of care 
being provided to each resident. Recent 
pre-budget commitments to increasing 
staffing levels to provide four hours of 
direct care per resident by 2024-25 are 
encouraging, but no definitive staff-
ing strategy or accompanying financial 
commitment has been made to date. 

Some LTC experts have suggest-
ed ensuring that a minimum of 70% of 
LTC staff work full-time in a single site, 
with the remaining 30% being perma-
nent, part-time staff, thereby allowing 
homes to have flexibility in staff sched-
uling. Such a plan would still need to 
ensure all full-time and part-time staff 
have fair pay and benefits including paid 
sick leave (Armstrong & Cohen, 2020).

Prevent LTC Worker Infection 
with Community Tailored 
Approaches

As of 2018, approximately 90% of On-
tario’s PSW workforce was female and 
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41% were visible minorities. Many 
of these LTC home workers reside in 
neighbourhoods with lower socio-
economic status, increased household 
density, and a greater number of front-
line workers; these are all neighbour-
hood characteristics that increase the 
risk of SARS-CoV-2 infection (Sund-
aram et al., 2020). Research from the 
United States documents a clear rela-
tionship between staff neighbourhood 
characteristics and COVID-19 LTC 
home outbreaks, and the same phe-
nomenon is likely to exist in Ontario 
(Shen, 2020).

As our understanding of the 
COVID-19 pandemic has evolved, so 
too has our appreciation of the dispro-
portionate impact the pandemic has 
incurred on under-served populations. 
There is now a greater recognition 
that a more robust community-based 
and tailored approach to public health 
measures is needed for individuals at 
higher risk of SARS-CoV-2 infection 
and burden of COVID-19, many of 
whom are frontline workers, racial-
ized, living on low incomes, and who 
reside in crowded conditions (Alliance 
for Healthier Communities, 2020). In-
deed, “one-size-fits-all” public health 
interventions, such as stay-at-home 
orders, are disproportionately difficult 
for marginalized individuals to comply 
with, rendering them both ineffective 
and inequitable (Alliance for Healthi-
er Communities, 2020; Public Health 
Agency of Canada, 2020).

A broad range of community 
tailored approaches have been pro-
posed, including recommendations 

from Canada’s Chief Public Health Of-
ficer, such as: 1) enabling community 
health centres and local organizations 
to provide support and testing, 2) bot-
tom-up approaches to gain and foster 
the trust of communities, including 
tailored communication and messag-
ing, 3) individualized case manage-
ment and support of households, and 
4) top-down approaches at regional 
and provincial levels to support socio-
economically vulnerable households 
and communities (paid sick leave and 
eviction moratoriums).

The province of Ontario recent-
ly announced $12.5 million in funding 
to support high priority communities, 
with community outreach, increased 
testing, and wraparound support 
(Government of Ontario, 2020d). Le-
veraging these community-tailored 
interventions specifically for more vul-
nerable LTC home staff would not only 
reduce existing inequities that place 
these individuals and their households 
at greater risk of COVID-19 infection, 
but could also reduce LTC home out-
breaks. 

Further Decrowd Homes by 
Continuing Limits on Occupancy 
and Securing Temporary Housing

The evidence from Ontario’s first wave 
of COVID-19 clearly demonstrated 
that crowding in LTC homes was sig-
nificantly associated with an increased 
incidence of resident SARS-CoV-2 in-
fections and COVID-19 deaths (Brown, 
Jones, et al., 2020). Directives limiting 
admissions and occupancy to no more 
than two residents per room are sensi-
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ble, especially with financial commit-
ments to fund homes as if they were at 
full capacity. However, these are hard 
to effectively and rapidly implement 
in case of existing high levels of occu-
pancy. These directives are set to expire 
at the end of January 2021. Given the 
ongoing and extreme demand for LTC 
in Ontario, and the fact that many res-
idents were already occupying these 
rooms, there are nearly 3,500 residents 
currently remaining in multi-occupan-
cy rooms (Figure 19).

While additional funding may be 
required to financially protect homes 
when reducing occupancy in the sec-
tor, several measures to pre-emptively 
decrowd Ontario LTC homes may be 
effective. This includes creating tem-
porary spaces such as field hospitals, 
using unoccupied hotels, and creating 
climate-controlled shelters in the park-
ing lots or green spaces of LTC homes 
(Baughman et al., 2020). These spaces 
could also be used as part of outbreak 
management to temporarily relocate 
residents living in LTC homes with 
large COVID-19 outbreaks, which 
could both provide homes with addi-
tional space to isolate and cohort res-
idents, and reduce some of the burden 
of caring for complex and high acuity 
residents in outbreak settings (Alli-
ance for Healthier Communities, 2020; 
Stall, Farquharson, et al., 2020)with 
homes experiencing widespread out-
breaks, resulting in severe morbidity 
and mortality among their residents. 
This article describes a 371-bed acute-
care hospital’s emergency response to 
a 126-bed nursing home experienc-
ing a COVID-19 outbreak in Toronto, 

Canada. Like other healthcare system 
responses to COVID-19 outbreaks in 
nursing homes, this hospital–nursing 
home partnership can be character-
ized in several phases: (1. The recently 
opened Specialized Care Centre in the 
Greater Toronto Area now has the ca-
pacity for 30 LTC residents to be tem-
porarily relocated for ongoing care for 
homes experiencing large outbreaks 
and staffing challenges (Government 
of Ontario, 2020e).

Finally, while existing efforts to 
reduce crowding are necessary to pre-
vent resident SARS-CoV-2 infections 
and COVID-19 deaths, these efforts re-
sulted in a decreased number of avail-
able LTC beds and an increased LTC 
waiting list, which now stands at over 
39,000 Ontarians. Longer-term com-
mitments to build 30,000 new LTC 
beds in Ontario will not assist with 
this in the short-term. More home care 
supports for the increasing number of 
individuals waiting for LTC placement 
in the community is essential to avoid 
increasing the number of alternate lev-
els of care (ALC) patients, especially as 
many hospitals are near, at, or above 
capacity during the second wave. 

The recent government commit-
ments to make greater investments in 
the provision of more home and com-
munity care and expanded communi-
ty paramedicine programs to support 
LTC waitlisted individuals is promis-
ing, and other options to consider are 
innovative proposals like a virtual LTC 
program (National Institute for Age-
ing, 2020).
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Detect LTC Worker Infection and 
Prevent Importation into LTC 
Homes by Prioritizing Workers 
for Testing, and by Guaranteeing 
Workers Paid Sick Leave 

As community transmission of SARS-
CoV-2 increases, there is a predictable 
increase in SARS-CoV-2 infections 
among LTC staff, necessitating strate-
gies to both prevent and detect commu-
nity and staff infections before they are 
imported in to LTC homes.

As previously discussed, many 
LTC home staff have part-time jobs 
without access to paid sick leave, mean-
ing that staff may come to work sick 
and/or they may be forced to work other 
front-facing jobs that increase their risk 
of SARS-CoV-2 infection. More imme-
diate and long-term commitments to 
increasing the number of full-time jobs 
with fair pay and benefits including paid 
sick leave will help remedy the staffing 
crisis and can also help reduce transmis-
sion of SARS-CoV-2 into LTC homes 
(Rios et al., 2020).

It also remains important that 
LTC residents and staff continue to be 
prioritized for timely COVID-19 testing 
with a short turnaround time of results 
(McGarry et al., 2020). Modeling sug-
gests that frequent serial testing (e.g., 2-3 
times weekly) of staff may be effective in 
reducing outbreaks if test turnaround 
time is rapid. However, the feasibility 
of such frequent testing is unclear with 
Ontario’s current testing system, and 
this strategy may be insufficiently ef-
fective with surging community SARS-
CoV-2 transmission (Chin et al., 2020).

Rapid antigen-based COVID-19 
testing for staff is being employed in a 
select number of homes, but there are 
concerns about suboptimal test per-
formance in the high-risk LTC setting, 
including higher rates of false positives, 
which could further exacerbate exist-
ing staffing shortages. Furthermore, the 
health human resources a home would 
require to implement twice or thrice 
weekly testing is substantial (Kain et al., 
2021). Finally, staff “bubbling,” when 
staff confine themselves to a LTC home 
along with residents, has been imple-
mented with documented success in 
reducing COVID-19 outbreaks in juris-
dictions such as France. However, this 
approach seems impractical for most 
Ontario LTC homes (Belmin et al., 
2020).

Continue Enhancing Infection 
Prevention and Control (IPAC) by 
Securing One Specialist per 200 
Beds in LTC Homes 

IPAC processes have improved in some 
of Ontario’s LTC homes since the onset 
of the pandemic, especially with imple-
mentation of the “hub and spoke” mod-
el, in which staff are being trained and 
managed by IPAC specialists of nearby 
acute care hospitals (Elrod & Forten-
berry, 2017). There is still ongoing and 
urgent need for increased IPAC staff-
ing, including commitments to hiring 
infection control staff at a ratio of one 
specialist per 200 beds in a LTC home, 
which has been recommended by the 
Provincial Infectious Diseases Advi-
sory Committee (PIDAC) best prac-
tice guidance document since the 2003 
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SARS-CoV-1 outbreak in Toronto (On-
tario Agency for Health Protection and 
Promotion et al., 2012).

It remains clear that an inade-
quate understanding of IPAC practice, 
and an inadequate implementation 
of IPAC measures in LTC homes rela-
tive to acute care hospitals means that 
outbreaks are controlled rapidly in 
acute care, but are persistent and dev-
astating in LTC settings. While practice 
improvements have reduced the risk 
of SARS-CoV-2 transmission in the 
second wave, as compared to the first 
wave in Ontario’s LTC sector, the risk 
of on-going transmission in LTC out-
breaks is still substantial. Continued 
improvement in IPAC practice is key to 
protecting residents, staff, and essential 
caregivers from COVID-19.

Pursue a More Balanced and 
Nuanced Approach to Public 
Health Measures and Infection 
Prevention in LTC Homes

The greatest risk factor for whether 
a home will experience an outbreak 
is the incidence of SARS-CoV-2 and 
COVID-19 in the communities sur-
rounding LTC homes. As such, the pro-
tection of LTC residents begins with 
maximal suppression of SARS-CoV-2 
transmission in the community. While 
some have proposed targeted isolation 
of the vulnerable LTC population, it is 
practically impossible to restrict out-
breaks and transmission in particular 
subpopulations while allowing wide-
spread transmission of SARS-CoV-2 
in the general population (Alwan et 
al., 2020). Furthermore, targeted iso-

lation of a population is unethical and 
risks further exacerbating inequities 
and structural discrimination that are 
already present in LTC settings (Gan-
guli-Mitra et al., 2020).

Building on the province’s up-
dated visitor guidelines that permitted 
caregivers back in to LTC homes in 
September 2020, there is an opportu-
nity to balance and nuance infection 
prevention and public health measures 
in Ontario LTC homes. This will keep 
residents protected from COVID-19 
and maintain their health and wellbe-
ing throughout the remainder of the 
pandemic. Adequate practice and sup-
port for practice among essential family 
caregivers is critical in order to prevent 
the propagation of outbreaks in LTC 
homes.

One particularly challenging 
transition for LTC residents is new ad-
mission to a LTC home, since change 
in a familiar environment can be dis-
tressing for residents, especially when 
nearly 70% live with dementia and al-
most 90% have some form of cognitive 
impairment (Canadian Institute for 
Health Information, 2020a). Earlier in 
the pandemic, new admissions to On-
tario LTC homes currently require 14-
days of self-isolation under Droplet and 
Contact Precautions with a negative 
SARS-CoV-2 test result at the end of 
self-isolation (Government of Ontario, 
2020). This precautionary approach was 
sensible from an IPAC perspective, but 
could precipitate substantial distress in 
newly admitted residents who had not 
yet acclimatized to their new environ-
ments. Additional resources and atten-
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tion should be paid to preventing and 
mitigating the behavioural and psycho-
logical risks of this self-isolation period 
if it is reinstituted in successive waves 
of the pandemic. This could include 
implementing strategies in LTC homes 
that better maintain the dignity and 
psychological wellbeing of the person 
requiring self-isolation (Iaboni, Cock-
burn, et al., 2020; Iaboni, Grigorovich, 
et al., 2020).

Furthermore, in communities 
surrounding LTC homes that were 
identified as “high risk,” most short-
term absences were also suspended 
earlier the pandemic, resulting in the 
inability of most residents to leave the 
property of a LTC home. While this 
intervention was likely intended to 
prevent LTC home residents from en-
tering high-risk transmission settings 
in the community, it also had the effect 
of preventing residents from going out-
side for fresh air or on short walks in 
the immediate vicinity of LTC homes; 
more recent updates to provincial pol-
icies have reinstated both short-term 
and overnight absences. 

Implementing Strategies to 
Improve Vaccine Acceptance  
in the LTC Sector 

As of July 12, 2021, over 72,000 LTC 
residents received at least one dose 
of a COVID-19 vaccine (106%) with 
>69,000 having received both doses. 
Over 89,000 LTC staff have also re-
ceived at least one dose of a COVID-19 
vaccine (93%), with >84,000 having re-
ceived both doses.

To improve vaccine acceptance, 
the LTC sector and its clinicians should 
be supported with educational materials 
and recommended behavioural change 
strategies to confidence in COVID-19 
vaccines. One particularly important 
initiative will be improving vaccine 
acceptance among Ontario LTC staff, 
whose influenza vaccination uptake 
was 76.4% in 2019-2020 (Jaklevic, 2020; 
Public Health Ontario, 2020b). Strat-
egies to promote vaccine acceptance 
among LTC homes include: hearing, 
validating, and addressing staff con-
cerns about the COVID-19 vaccine de-
velopment process, approval and safety; 
identifying peer champions to educate 
and encourage fellow staff vaccination; 
and by providing education and ongo-
ing communication about COVID-19 
vaccination programs (Finney Rutten et 
al., 2020; French et al., 2020). Finances 
and logistics may pose additional barri-
ers to staff vaccination because of trans-
portation and parking costs, and unpaid 
time away from work both while going 
to get vaccinated and in case of vaccine 
side effects causing missed work (Volpp 
et al., 2021)this important milestone is 
only the first step in an equally import-
ant challenge: getting a majority of the 
US public vaccinated. In a September 
2020 survey of 10 093 US adults, only 
51% indicated that they were definite-
ly or probably willing to be vaccinated 
with a novel COVID-19 vaccine, 25% 
reported that they were probably not 
willing to get the vaccine, and 24% re-
ported that it is unlikely that they would 
be vaccinated. This survey further re-
vealed that acceptance was lower among 
Black individuals (32%, 263 of 822).
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Continue Optimizing Data on LTC 
Homes for the Duration of the 
COVID-19 Pandemic

Rapid collection and access to data on 
the COVID-19 pandemic in Ontario’s 
LTC homes has generated substantial 
knowledge that has already been trans-
lated into public health policy. It is es-
sential that Ontario continues to opti-
mize sources of data on the LTC sector 
for the duration of the COVID-19 
pandemic and beyond. This includes 
resuming expedited reviews of all 
COVID-19 and non-COVID-19 deaths 
occurring in LTC homes throughout 
the remainder of the pandemic, which 
stopped on June 29, 2020. This will fa-
cilitate ongoing calculations of excess 
mortality in the sector. Additionally, 
timely and complete data on vaccina-
tion rates among LTC residents, staff 
and essentially family caregivers is crit-
ical to understanding the success and 
effectiveness of Ontario’s COVID-19 
vaccine rollout.

It is also essential that the LTC 
sector provide additional resources 
to LTC homes to promote timely and 
complete Resident Assessment Instru-
ment – Minimum Data Set 2.0 (RAI-
MDS 2.0) data collection on all res-
idents (Kim et al., 2015; Mor, 2004). 
This data is essential in understanding 
how the functional and psychosocial 
status and care needs of Ontario’s LTC 
residents have been and continue to be 
impacted by the COVID-19 pandemic 
(McArthur et al., 2021). The RAI-MDS 
2.0 is normally completed on admis-
sion to a LTC home, quarterly, and 
after any substantial health change. 

Given the more limited feasibility of 
completing the RAI-MDS 2.0 during 
a pandemic, Ontario should prioritize 
the implementation of the next gener-
ation assessment, the interRAI LTCF, 
which is supported by CIHI and has 
been implemented in New Brunswick 
and internationally (Hirdes et al., 2008; 
interRAI, 2020).

Given the uncertainty some 
homes have in allowing essential fam-
ily caregivers and visitors to regularly 
access homes, and to allow residents to 
leave on short absences, it is important 
to collect data on the frequency and 
nature of these occurrences to both 
understand the risks they may or may 
not carry with respect to SARS-CoV-2 
transmission and the impact they have 
on resident quality of life and wellbe-
ing.

Finally, enhancing data on staff-
ing may be effective in increasing the 
understanding of levels and hours of 
care being provided to residents in 
LTC homes as well as the risk of staff 
being infected with COVID-19 and 
subsequently importing COVID-19 
into LTC homes. This data could help 
support community tailored approach-
es specifically focused on LTC home 
workers.

The COVID-19 pandemic has 
had a devastating impact on Ontar-
io’s LTC sector. A large body of evi-
dence now documents the predictors 
of COVID-19 outbreaks, SARS-CoV-2 
transmission, and deaths in Ontario’s 
LTC homes. While some of the existing 
evidence has been effectively leveraged 
to support public health interventions 
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and policies, there are additional mea-
sures that may be effective in prevent-
ing COVID-19 outbreaks and deaths 
within LTC homes during both the 
pre- and post-COVID-19 vaccine era.
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Abstract

Older adults from minority groups, especially those with pre-ex-
isting health conditions, have been generally considered the most 
vulnerable to the COVID-19. Due to greater health disadvantages 
prior to the pandemic, its adverse health impact in terms of mor-
tality has been disproportionately higher on Blacks than Whites. 
The existing health disadvantages and worsening economic con-
ditions due to the pandemic are likely to be anxiety-inducing that 
could adversely impact the mental health of Black older adults. Ex-
isting studies conducted in the pre-pandemic era have documented 
paradoxical findings on race differences in later life psychological 
well-being. Even with significant structural disadvantages, Black 
older adults tended to report significantly better psychological 
well-being (e.g., lower depressive symptoms) than White adults. 
The racial differences in coping mechanisms have been cited as an 
explanation for such paradoxical findings. Based on our national 
web-based survey (N=1764, aged 50 years or older), we examined 
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race differences in coping resources such as religious coping and 
self-appraisal and their impacts on anxiety and depressive symp-
toms. We documented greater concerns about the personal impacts 
of the pandemic among Blacks than their White counterparts. The 
greater concerns about the pandemic were associated with poorer 
psychological well-being outcomes. Yet Blacks reported fewer de-
pressive symptoms and lower anxiety than Whites. Our study finds 
subjective religiosity, religious coping, and emotional support to 
be responsible for better psychological well-being among Blacks 
than Whites. Our study highlights policy implications of coping re-
sources for racial differences in later life psychological well-being. 

Keywords: Health Disparities, Global Life Event, Public Policy, 
Suppressed Inequality

Diferencias raciales en autoevaluación, afrontamiento 
religioso y bienestar psicológico en la vida posterior 
durante la pandemia COVID-19.

Resumen

Los adultos mayores de grupos minoritarios, especialmente aque-
llos con condiciones de salud preexistentes, generalmente se han 
considerado los más vulnerables al COVID-19. Debido a las ma-
yores desventajas para la salud antes de la pandemia, su impacto 
adverso en la salud en términos de mortalidad ha sido despropor-
cionadamente mayor en los negros que en los blancos. Es probable 
que las desventajas de salud existentes y el empeoramiento de las 
condiciones económicas debido a la pandemia provoquen ansie-
dad, lo que podría tener un impacto adverso en la salud mental 
de los adultos mayores negros. Los estudios existentes realizados 
en la era prepandémica han documentado hallazgos paradójicos 
sobre las diferencias raciales en el bienestar psicológico de la vida 
posterior. Incluso con desventajas estructurales significativas, los 
adultos mayores negros tendían a reportar un bienestar psicoló-
gico significativamente mejor (por ejemplo, síntomas depresivos 
más bajos) que los adultos blancos. Las diferencias raciales en los 
mecanismos de afrontamiento se han citado como una explicación 
de estos hallazgos paradójicos. Basándonos en nuestra encuesta 
nacional basada en la web (N = 1764, de 50 años o más), exami-
namos las diferencias raciales en los recursos de afrontamiento, 
como el afrontamiento religioso y la autoevaluación y sus impactos 
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en la ansiedad y los síntomas depresivos. Documentamos mayores 
preocupaciones sobre los impactos personales de la pandemia en-
tre los negros que entre los blancos. Las mayores preocupaciones 
sobre la pandemia se asociaron con peores resultados de bienestar 
psicológico. Sin embargo, los negros informaron menos síntomas 
depresivos y menos ansiedad que los blancos. Nuestro estudio en-
cuentra que la religiosidad subjetiva, el afrontamiento religioso y el 
apoyo emocional son responsables de un mejor bienestar psicoló-
gico entre los negros que entre los blancos. Nuestro estudio destaca 
las implicaciones políticas de los recursos para hacer frente a las 
diferencias raciales en el bienestar psicológico de la vida posterior.

Palabras clave: Disparidades en salud, Acontecimiento global de la 
vida, Políticas públicas, Desigualdad reprimida

2019冠状病毒病大流行期间老年人的自我评
价、宗教应对和心理健康的种族差异

摘要

少数群体中的老年人，尤其是那些已患有健康疾病的，普遍
被视为最易受2019冠状病毒病（COVID-19）的影响。鉴于大
流行前患有的更严重的疾病情况，黑人面对的COVID-19致死
率一直显著高于白人。已有疾病和因大流行而恶化的经济状
况很有可能催生焦虑，后者能对老年黑人的精神健康产生消
极影响。大流行前所作的研究就老年心理健康的种族差异得
出了矛盾的研究发现。即使存在显著的结构性劣势，老年黑
人的心理健康自我报告往往比成年白人显著更好（例如更轻
的抑郁症状）。应对机制（coping mechanisms）的种族差异
被引用于解释这类矛盾的研究发现。基于我们的国家网络调
查（n=1764，年龄大于或等于50岁），我们分析了例如宗教
应对和自我评价等不同应对资源（coping resources）的种
族差异，以及这些差异对焦虑和抑郁症状产生的影响。我们
发现，与白人相比，黑人更加担忧大流行产生的个人影响。
这种担忧与更差的心理健康结果相关。不过，相比起白人，
黑人报告的抑郁症状和焦虑情况都更低。我们的研究发现，
主观宗教性、宗教应对和情感支持是黑人比白人的心理健康
结果更好的原因。我们的研究强调了应对资源对老年心理健
康的种族差异产生的政策意义。

关键词：健康差异，全球生命事件，公共政策，压抑的不平
等
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Introduction

In America, the racial climate con-
fronting Blacks is one where race 
and racism are dominant features 

of American society (e.g., militarized 
police forces, violence not seen in the 
United States since 1968, and the deni-
al of civil rights). Blacks have been in a 
condition of social instability rooted in 
America’s history and sustained through 
public policies and social norms. Ra-
cialized social systems perpetuate the 
vicious cycles of stressful life events for 
Blacks, experienced on a daily basis, 
which puts their health at risk. Racial 
differences in later life health dispari-
ties in the United States have been well 
documented (Brondolo et al., 2009). A 
leading cause of these disparities is the 
greater exposure to stress among mi-
norities across the life course (Kavachi 
et al., 2005). Studies confirm that racial 
minority status combined with poorer 
SES circumstances magnify negative 
health outcomes (Williams, 1997; Pin-
quart & Sörensen, 2000; Williams et al., 
2008). For decades, Blacks have endured 
higher rates of diabetes, heart disease, 
stroke, and asthma as compared to their 
White counterparts. Converging at the 
same time is the coronavirus pandemic, 
which at this time has killed more than 
525,875 people in America (Nation-
al Center for Health Statistics, 2021). 
COVID-19 cases in the U.S. are climb-
ing again, and data shows that Blacks 
are contracting and dying at higher rates 
than White Americans (Oppel et al., 
2020). According to the National Cen-
ter for Health Statistics, 76,608 Blacks 
have lost their lives to COVID-19 to 

date. Blacks have 1.4 times higher rates 
of dying than Whites (The COVID 
Tracking Project, 2021). Grounded in a 
stress and coping framework, this study 
provides a fuller depiction of how indi-
viduals who have experienced structur-
al disadvantage in a pandemic maintain 
well-being. Based on our national web-
based survey (n=1764, aged 50 years or 
older), we examine race differences in 
coping resources such as religious cop-
ing and self-appraisal and their role in 
explaining racial differences in anxiety 
and depressive symptoms during the 
COVID-19 pandemic.

Racial Differences in Psychological 
Well-being Prior to the Pandemic 

Racial differences in psychological 
well-being among older adults in the 
United States have been well docu-
mented (Krause & Chatters, 2005; El-
lison, 2017; Nguyen et al., 2018; Chat-
ters et al., 2018; Taylor, 2020). Prior to 
the pandemic, a substantial number of 
studies have obtained paradoxical find-
ings when examining race differences 
in various psychological well-being out-
comes such as overall life satisfaction 
and depressive symptoms. Despite sig-
nificant structural disadvantages (e.g., 
higher levels of poverty, discrimina-
tion) that are documented to adverse-
ly impact mental health, Blacks report 
lower prevalence rates in most mood 
and anxiety disorders than non-Lati-
no Whites (Taylor & Chatters, 2020; 
Mezuk et al., 2013; Gallo et al., 1998). 
While a significant number of studies 
have suggested better psychological 
well-being outcomes among Black older 
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adults relative to Whites, existing stud-
ies have also reported better psycho-
logical well-being among Whites than 
their Black counterparts (Mouzon et 
al., 2016). Based on the Health and Re-
tirement Survey of individuals 50 years 
and older living in the United States, a 
study by Ayalon and Gum (2011) found 
significantly greater levels of life satis-
faction and lower levels of depressive 
symptoms among Whites than Blacks. 
Given the disproportionate impacts of 
COVID on the Black community, it is 
unclear whether the aforementioned 
racial differences in well-being out-
comes will be maintained amidst the 
pandemic. 

Racial Differences in Coping 
Resources   

Black older adults are experiencing 
devastating consequences of the pan-
demic due to significantly greater exist-
ing structural disadvantages than their 
White counterparts. The disadvantaged 
circumstances of the COVID-19 are a 
continuation of the historical legacy of 
unequal social and economic institu-
tional mechanisms that were designed 
to undervalue and oppress Black Amer-
icans (Robinson-Dooley & Wade-Berg, 
2015). Black older adults experience 
“double jeopardy” as a result of both 
racism and ageism, and that, in effect, 
puts them at a significantly higher risk 
of coronavirus exposure and death 
(Chatters et al., 2020). These challeng-
es could result in the intensification 
of immense stress exposure due to the 
pandemic (Cobb, 2021) that, in the ab-
sence of buffers, can manifest in poor 

psychological well-being (Kahana et al., 
2014). In such context, it is salient to ex-
amine the significance of widely report-
ed racialized coping mechanisms such 
as religious coping and self-appraisal 
for racial differences in psychological 
well-being. Our study explores wheth-
er previously documented dispropor-
tionately higher coping resources such 
as religious coping and social support 
among Black older adults continue to 
positively influence their psychological 
well-being during the pandemic. 

Existing evidence shows great-
er subjective religiosity among Blacks 
than Whites (Nguyen, 2020; Assari et 
al., 2018). A recent Pew survey showed 
that 97 percent of Blacks believe in God 
or a higher power, relative to 90 percent 
among non-Black respondents. Sim-
ilarly, 59 percent agreed that religion 
was “very important” to them com-
pared to 40 percent non-Black respon-
dents agreeing to the same (Besheer et 
al., 2021). Krause et al. (2005) claimed 
that the beliefs and values shaped and 
shared in religious congregations pro-
vide resources for religious coping re-
sponses that may help in dealing with 
life problems, especially in later life. 
Subjective religiosity has been repeat-
edly associated with better mental and 
emotional well-being, including less 
depression, suicide, coping with stress, 
and negatively associated with a host 
of other risk factors across health indi-
cators (Lukachko et al., 2015; Villani et 
al., 2019; Nguyen, 2020; Davenport et 
al., 2021). In the context of subjective 
religiosity, religious coping is a racial-
ized coping mechanism made within a 
unique set of structural constraints of 
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the Black experience in America. Re-
ligious coping has been identified as 
a coping resource that may impact a 
person’s experience with stress (Ano & 
Vasconcelles, 2005; Ward, 2010). Sub-
jective religiosity has been found to be 
one of the most salient ways for Blacks 
to cope with structural disadvantages 
and race-related stressors (Taylor et al., 
2004). The positive effects of religious 
coping on the psychological well-be-
ing of Black older adults also reinforce 
an underlying assumption of the social 
role of the “Black Church” on psycho-
logical well-being. 

Studies have also shown that 
historically, the Black church has been 
a place of protection and escape from 
negative environmental conditions 
(Nguyen, 2020). Researchers have re-
ferred to the bond between Black fam-
ilies and the church as an “enduring 
institution” (Berry & Blassingame, 
1982; Stephanson & West, 1989). Cor-
nell West (1989) called the contempo-
rary African American church “one of 
the few institutions within a shattered 
Black civil society that could attempt 
to project some kind of hope and some 
kind of meaning” in the face of present 
and more pervasive “walking nihilism.” 
Despite restrictions on gathering due 
to the pandemic, Black Churches op-
erating in a new normal (e.g., online 
worship services) are continuing to be a 
source of support for Blacks (Garcia et 
al., 2020; Barber & Kim, 2021).  

The unique life experiences 
among Blacks could contribute to their 
appraisal of life circumstances differ-
ently from that of White adults. Men-

tal acts such as appraisal, perceiving, 
attending, remembering, framing, gen-
eralizing, classifying, and interpreting 
(in other words, “thinking”) are always 
performed by specific individuals with 
certain personal cognitive idiosyncra-
sies affecting the thinking and behavior 
of Blacks (Smith & Zerubavel, 2010). 
Findings suggest older Blacks experi-
ence greater exposure to chronic stress-
ors but appraise stressors as less up-
setting relative to whites (Brown et al., 
2018). Experiences of individual and 
institutional racism coupled with low-
er socioeconomic positioning are likely 
to shape the individual cognitive ap-
praisal process of Blacks, such that they 
evaluate later life well-being against 
the backdrop of continued adversity 
that they have experienced over the life 
course. Our study undertakes an im-
portant step in understanding the role 
of the aforementioned racialized coping 
resources in impacting racial differenc-
es in later life psychological well-being 
during the pandemic. 

Data and Methods 

We used data from our “Cop-
ing with Coronavirus Pan-
demic Study,” which is a 

cross-sectional national web-based 
survey of adults 50 years or older who 
reside in the United States. Our sur-
vey was administered from April 7 to 
June 15, 2020, to understand how older 
adults living in the United States are af-
fected by and coping with coronavirus 
pandemic. We adopted a non-probabil-
ity sampling technique to recruit study 
participants from social media and 
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senior centers. Our recruitment ap-
proach allowed any eligible individual 
with a reasonable understanding of the 
English language to participate in the 
survey. We advertised our survey using 
social media (primarily Facebook) and 
other communication platforms (e.g., 
emails to different senior service orga-
nizations). We used our personal social 
media accounts to extend the invitation 
to participate in the survey or share the 
survey information among their net-
works. We created social media pages 
(Facebook page: “Coronavirus Study”; 
Twitter handle: @StudyCorona) to in-
crease awareness about our study fur-
ther. The information about the survey 
was also shared in public social media 
groups (e.g., Las Vegas Coronavirus 
group) and included in newsletters of 
professional organizations (e.g., Geron-
tological Society of America, American 
Sociological Association). Finally, paid 
advertisements were created in social 
media outlets such as Facebook and 
Twitter to target our potential study 
participants.  

Respondents were able to ac-
cess the survey questionnaire only af-
ter they consented to proceed beyond 
a participant information page. On that 
page, we included a brief description of 
our study and explained any potential 
harm or discomfort that they might en-
counter. We did not offer any incentive 
or reward for their participation. We 
collected anonymous responses from 
participants using an electronic survey 
method called Qualtrics, which was 
then downloaded into an encrypted file 
on the researcher’s computer. Our sur-
vey was granted an exemption by the 

Institutional Review Board (IRB) of the 
University of Nevada, Las Vegas.  

Measures

We used two psychological well-being 
outcomes as our dependent variables: 
depressive symptoms and anxiety. 

Depressive symptoms – We used 10-
item Center for Epidemiologic Studies 
Depression Scale (CESD-R 10) to mea-
sure depressive symptoms. The scale 
items aimed to capture the frequency of 
specific emotions (e.g., “felt depressed”) 
during a week, with the responses rang-
ing from 1 (=rarely or none of the time) 
to 4 (=all of the time). High Cronbach’s 
α (=0.88) suggests that items used to as-
sess depressive symptoms were strongly 
inter-related. The response across ten 
items was summed to create depressive 
symptoms score for each respondent.

Anxiety – We used a 6-item PROMIS 
Emotional Distress-Anxiety scale to 
measure anxiety during the pandem-
ic. We assessed respondent’s emotional 
status during the pandemic by asking 
them to evaluate statements such as “I 
felt fearful.” The responses were record-
ed on a 5-point scale, with responses 
ranging from 1(=never) to 5(=very of-
ten). High Cronbach’s α (=0.93) indi-
cates strong inter-relationships among 
scale items administered to assess anx-
iety. We summed responses across six 
items to create an anxiety score for each 
respondent.

Coping Resources 

We used self-appraisal of COVID pan-
demic, religious coping, subjective reli-
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giosity, and emotional support as cop-
ing resources. 

Concerns about COVID-19 – We used 
our 7-item scale to assess respondent’s 
appraisal of the personal implications 
of the COVID pandemic. Some of the 
questions that respondents were asked 
include: “To what extent, are you con-
cerned about coronavirus affecting you 
personally? Do you feel you can protect 
yourself from coronavirus infection? 
Are you concerned about dying from 
coronavirus? Are you concerned about 
financial hardship from coronavirus 
pandemic?” The responses were record-
ed on a 5-point scale from 1 (= not at 
all) to 5 (= very much). Scale items were 
strongly inter-related as indicated by 
high Cronbach α (= 0.82). We summed 
responses across seven items to con-
struct a score that represented each re-
spondent’s concerns about COVID-19. 

Subjective religiosity was evaluated by 
asking respondents, “How religious do 
you consider yourself?” The response 
was measured on a five-point Likert 
scale that ranged from 1 (= not at all re-
ligious) to 5 (=very religious). 

Religious coping – We used three items 
from the Carver Ways of Coping Scale 
to assess the extent to which respon-
dents use religion to handle stressful 
situations (Carver 1989). Specifical-
ly, the respondents were asked: When 
I am confronted with stress, 1. “I seek 
God’s help” 2. “I put my trust in God” 
3. “I try to find comfort in my religion.” 
Their responses were recorded on a 
five-point Likert scale that ranged from 
1 (= not at all) to 5 (= very often). Cron-

bach’s α (=0.96) demonstrates excellent 
interrelationship among scale items. 
The responses across three items were 
summed to create a religious coping 
score for each respondent. 

Emotional Support – We measured 
emotional support by asking respon-
dents, “How emotionally supportive 
have family, friends, or neighbors been 
to you during the coronavirus pandem-
ic?” Their responses were recorded on a 
scale of 1 (=none) and 5 (=very much). 

Sociodemographic and Health Char-
acteristics – We coded race (1=Black, 
0=White), gender (1 = female, 0 = 
male), and marital status (1 = married, 
0 = not married) into two categories. 
Age was measured in years as a contin-
uous variable. Income was divided into 
11 ordinal categories that ranged from 1 
(less than $10,000) to 11 ($100,000 and 
above). Education was coded into six 
ordinal categories: 1 (=No High School 
and GED), 2 (=High School graduate), 
3 (=Some College), 4 (= Bachelor’s de-
gree), 5 (= Master’s degree) and 6 (=Doc-
torate degree). Functional Limitations 
were measured by a 4-item PROMIS 
Physical Function scale. We asked re-
spondents to evaluate their ability to 
perform activities of daily living (e.g., 
“Are you able to run errands and shop?”) 
on a five-point scale. Their responses 
(range: from 1 =without any difficulty to 
5=unable to do) were summed to create 
functional limitations score for each re-
spondent. Chronic Diseases were mea-
sured by summing binary responses on 
15 diagnosed health conditions (e.g., ar-
thritis, angina, diabetes, asthma, stroke, 
and hypertension).     
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Analyses

Our statistical analyses began 
by first examining the distri-
bution of study variables. We 

calculated descriptive statistics such as 
proportion, mean, and standard devi-
ation. Second, we performed bivariate 
statistical tests to assess the relationship 
between race and coping resources. 
We conducted t-tests to examine racial 
differences in self-appraisal, emotional 
support, subjective religiosity, and reli-
gious coping. Finally, we fitted ordinary 
least square (OLS) regression models 
to investigate the relationship between 
racial status and psychological well-be-
ing. We adjusted for sociodemographic 
and health characteristics because of 
the widely reported racial differences in 
socioeconomic status and health out-
comes. Subsequently, we assessed the 
role of coping resources in explaining 
the relationship between racial status 
and psychological well-being. Such as-
sessment was made by including coping 
resource variables in the first regression 
model. 

Results

As shown in Table 1, the average 
age of respondents was 65 years. 
About 74 percent of respon-

dents were women, and seven percent 
of them were Blacks. A great majority 
of respondents (72.41%) had a bache-
lor’s degree or higher education. Only 
18 percent reported their household in-
come to be less than $40,000 per year. 
Our examination of racial differences in 
coping resources is presented in Table 

2. The appraisal of the COVID-19 pan-
demic in terms of personal implications 
significantly differed between Black and 
White adults. Black adults expressed 
significantly greater concerns (t=-4.25, 
p=0.000) about coronavirus pandemic 
than White adults. We find significantly 
greater subjective religiosity (t=-8.99, 
p=0.000) and use of religious coping 
(t=-9.42, p=0.000) among Black adults 
relative to their White counterparts. 
Relative to Whites, significantly greater 
receipt of emotional support (t=-3.29, 
p=0.001) was also documented among 
Black adults. 

Our results from regression anal-
yses (presented in Tables 3 and 4) help 
us examine racial differences in depres-
sive symptoms and anxiety. Even after 
adjusting for demographic and health 
characteristics, Model 1 shows sig-
nificantly fewer depressive symptoms 
(β=-2.55, p<0.001) and lower anxiety 
(β=-1.33, p<0.001) among Black adults 
than their White counterparts. The ra-
cial differences in both psychological 
well-being outcomes narrowed (De-
pressive symptoms: β =-1.84, p<0.01; 
Anxiety: β =-1.29, p<0.05) when three 
coping resources (subjective religiosity, 
religious coping, and emotional sup-
port) were included in our regression 
analysis (not reported in Table). Great-
er distribution of those coping resourc-
es and their positive impact on psycho-
logical well-being outcomes explained 
fewer depressive symptoms and lower 
anxiety among Black adults. 

Our regression analysis also sug-
gests that receipt of emotional support 
independently influences psychological 
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well-being. In other words, individuals 
(regardless of their race and other char-
acteristics adjusted in our regression 
analysis) who report receipt of greater 
emotional support also have signifi-
cantly fewer depressive symptoms (β=-
0.92, p<0.001) and lower anxiety (β=-
0.28, p<0.05). As Model 2 shows, the 
self-appraisal of the COVID-19 pan-
demic did not explain why Black adults 
report better psychological well-being 
than White adults. That is likely due to 
their greater concerns about the pan-
demic, which seems to contribute sig-
nificantly higher depressive symptoms 
(β= 0.40, p<0.001) and anxiety (β=0.45, 
p<0.001). The significant lower de-
pressive symptoms and anxiety among 
Black adults than their White counter-
parts was still maintained even after the 
influence of coping resources has been 
accounted for. 

Discussion

Our study takes an import-
ant step in identifying the 
psychological resources that 

have unique salience for the mental 
health of Black older adults during the 
COVID-19 pandemic (e.g., a serious 
global health threat). We offer unique 
insights into the racial differences in 
later life psychological well-being in the 
era of COVID-19 pandemic and the role 
of coping resources in mediating those 
racial differences. Studies conducted 
prior to the pandemic generally found 
better psychological well-being among 
Black adults relative to Whites. De-
spite having disproportionately greater 
structural risk factors (e.g., institution-

al racism, poverty, residential segrega-
tion) for poor mental health outcomes, 
Black older adults tend to report lower 
anxiety and higher life satisfaction than 
their White counterparts (Taylor & 
Chatters, 2020). Consistent with those 
studies, Blacks report better psycho-
logical well-being despite their greater 
concerns about the personal impacts of 
the COVID-19 pandemic. 

We documented significantly 
higher depressive symptoms and anxi-
ety among individuals with greater con-
cerns about the pandemic. These nega-
tive psychological well-being outcomes 
may reflect the impact of experiences of 
social isolation and concerns about eco-
nomic security due to a destabilized la-
bor market (Gauthier et al., 2020). Our 
study finds that Black adults appraise 
the COVID-19 pandemic to have sig-
nificantly greater personal implications 
than the appraisal reported by White 
adults. The greater concerns about the 
coronavirus pandemic reflect the psy-
chological impact of longstanding dis-
parities in health conditions for Blacks 
in the United States. Fannie Lou Hamer, 
the great civil rights activist, expressed 
her health and economic challenges 
during similar tumultuous times by say-
ing, “I’m sick and tired of being sick and 
tired,” which also conveys the current 
health and economic conditions faced 
by far too many Blacks trying to cope 
with COVID-19. Our findings of racial 
differences in the appraisal of personal 
implications of COVID-19 differ from 
previous studies on self-appraisal. Ex-
isting research has reported that Blacks 
consider stressors as less upsetting than 
Whites. The inconsistency in findings 
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could be due to differences in the type 
of stressors that people have been asked 
to appraise. Previous studies tend to 
ask people to appraise individual-lev-
el events (e.g., life events) (Lazarus & 
Folkman, 1984; Turner & Wheaton, 
1995; Cohen et al. 2019; Park & George, 
2013) than a global event that our study 
does. Self-appraisal is likely to be ra-
cially mediated (Williams et al., 1997). 
The stressfulness of a life experience is 
determined, in part, by the meaning 
it has for the individual. The appraisal 
of an event is linked to an individual’s 
personal and social history, which dif-
fer across racial groups. Blacks appraise 
an individual-level stressor against the 
backdrop of adverse life events that they 
have experienced over the life course, 
but the same dynamic may not apply to 
a global pandemic.

Our findings underscore the 
need to consider the unique role of 
racialized coping resources in shap-
ing disparities in later life psychologi-
cal well-being. Despite their concerns, 
Black adults report fewer depressive 
symptoms and lower anxiety than 
White adults. Our findings indicate that 
better psychological well-being among 
Black adults could be due to coping 
resources such as emotional support, 
subjective religiosity, and religious cop-
ing. These coping resources may help 
them counteract the concerns they have 
about the pandemic. Similar to existing 
studies, we find that individuals with 
positive emotions, such as receiving 
greater emotional support, have fewer 
depressive symptoms and lower anxiety 
(Kahana et al., 2021). 

Our study finds subjective religi-
osity and religious coping to be among 
the most salient ways for Blacks to cope 
with structural disadvantages. The pos-
itive effects of religious coping on the 
psychological well-being of Black old-
er adults reinforce an underlying as-
sumption of the social role of the “Black 
Church” on psychological well-being. 
The Black church and religion have 
played a prominent role in Blacks’ 
lives (Blank et al., 2002; Barnes, 2013). 
The Black church has offered a space 
to form a faith-based community, the 
relevance of which continues beyond 
the church. Faith has been at the heart 
of the Black community’s struggle for 
survival and is recounted in historical 
and contemporary writings (Romero, 
2005). Faith-based perspectives, such 
as biblical admonitions of “man shall 
not live by bread alone; and “The word 
of God is, health to the bone and mar-
row of those who find it,” are important 
values, attitudes, and beliefs for Blacks 
that helps us to understand why Blacks 
in our study despite existing health 
disadvantages and worsening econom-
ic conditions due to the pandemic are 
concerned but report lower depressive 
symptoms and less anxiety than whites.  

Resilience and Denial

Despite considering the influence 
of religious coping, subjective 
religiosity, and emotional sup-

port, Blacks continue to report signifi-
cantly fewer depressive symptoms and 
anxiety. Resilience and denial may ex-
plain why Black older adults are less anx-
ious and depressed than whites during 
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a pandemic. For over 400 years since 
the first documented arrival of Africans 
who came to America by way of Point 
Comfort, Va. in August 1619, they have 
been exposed to unimaginable brutal-
ity of slavery, ensuing historical eras 
such as Reconstruction and Jim Crow, 
and continuing racial oppression (Wy-
att-Nichol & Seabrook, 2016). These 
experiences have all reinforced among 
Blacks an emphasis on overcoming ob-
stacles against all odds (Becker & New-
son, 2005). Such emphasis contributed 
to the adaptation of a resilience philos-
ophy rooted in their long struggle for 
freedom and equality. Breznitz (1983) 
has suggested that stress and denial go 
hand in hand; in extreme forms, denial 
can be pathological. Lazarus and Folk-
man (1984) suggest denial-like process-
es used as coping mechanisms might 
adversely affect psychological health 
status. For example, the perilous effects 
of racism could lead to maladaptive 
coping, such as engaging in alcohol and 
drug abuse, violence, self-blame, sui-
cide, and remaining in denial.  

According to Breznitz, some-
times denial can save us from breaking 
under strain. Some degree of denial 
may help to maintain a belief in a “just 
world” and the fairness of others, avoid 
feelings of powerlessness and vulnera-
bility and conserve emotional energy, 
blocking out the negativity of any kind 
(Crosby, 1984; Harrell, 2000). Those 
who deny their distress have been found 
to report higher degrees of happiness 
and life satisfaction (Johnson & Crow-
ley, 1996). The denial of stress among 
Blacks may reflect their socialization 
in the tradition of an African-Amer-

ican folk hero named “John Henry.” 
Having a “John Henry” personality is 
symbolic of some Black people who try 
to overcome all odds, no matter what 
the obstacles, even though denying the 
existence of real problems that may be 
insurmountable can lead to detrimental 
health outcomes (Lincoln et al., 2003). 
We speculate that even though Blacks 
are concerned about the COVID-19, 
they deny negative thoughts or emo-
tions about the impact COVID-19 
could have on them, leading to lower 
depressive symptoms and anxiety than 
whites. 

Policy Implications  

The COVID-19 pandemic has ex-
posed huge health inequalities 
in the U.S. The disproportion-

ate COVID-19 related deaths among 
racial and ethnic minorities reflect the 
unequal burden of pre-existing health 
conditions. Greater concerns about 
COVID-19 among Blacks relative to 
their White counterparts is likely driv-
en by their material disadvantages in 
terms of income, wealth, and health. 
Our findings point to the urgent need 
for policies that will mitigate concerns 
of racial and ethnic minorities, es-
pecially those experiencing financial 
hardship in the US. They indicate a 
need for macro-level policies that at-
tempt to reduce the disproportionate 
burden of COVID-19 among racial 
and ethnic groups with a greater risk 
of infection, hospitalization, and death. 
The policies should be designed to ad-
dress both the immediate crisis and 
the possible long-term implications. 
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State and local legislators should forge 
a partnership with local clinics, hos-
pital systems, faith-based institutions, 
and community organizations to help 
those grieving the loss of loved ones 
to COVID-19. Care should be given to 
creating institutional mechanisms that 
can offer culturally sensitive support 
services and interventions to help them 
cope with the various stressors (e.g., job 
loss, death of a family member) caused 
by pandemic. In addition to the dis-
turbing loss of lives among Blacks, the 
COVID-19 pandemic has caused mas-
sive economic pain. Congress should 
continue to provide cash benefits and 
unemployment reliefs. This will provide 
them additional coping resources to 
lessen their concerns, thereby reducing 
their adverse impacts on psychological 
well-being outcomes. 

Our study documented that 
Blacks are more likely to utilize religious 
coping when dealing with a stressful 
situation. At an individual level, the re-
liance on religious coping could help 
them adapt to the adverse circumstanc-
es created by the COVID-19 pandemic. 
Such reliance may not, however, alle-
viate the stress of job loss or a stressful 
work environment. They may say they 
are “too blessed to be stressed,” but un-
derlying that statement may hide the 
suffering they are going through be-
cause of economic conditions or other 
structural problems. We call this phe-
nomenon “suppressed inequality” be-
cause such cognitive denial is likely to 
mask mental health disparities. The de-
nial, emanating from continued expo-
sure to the oppression of opportunity, 
resources, power, results in minimizing 

any negative emotional experiences. 
An individual from oppressed and ex-
ploited groups could become so used to 
hiding stress caused by adverse material 
circumstances that they don’t even rec-
ognize their own feelings because they 
have dismissed them for so long. Such 
denial could lead to the minimization 
of potential mental health issues, and 
that, coupled with the lack of health 
care coverage, could discourage them 
from seeking help from mental health 
professionals. Excessive reliance on re-
ligious coping could contribute to the 
positive evaluation of psychological 
health, which then runs the risk of sup-
pressing racial inequalities in mental 
health. Without demanding structural 
solutions to alleviate pain and suffering 
due to stressful material conditions, the 
situation of potentially suppressed ra-
cial disparities in mental health is likely 
to remain unchanged. 

Limitations

Despite significant scholarly and 
policy implications, we are cog-
nizant of the limitations of our 

study. Black participants in the study 
are underrepresented in proportion to 
the population of Black Americans in 
the U.S. (7% in the sample vs. 13% of the 
U.S. population). Given the nature of 
our data collection (i.e., the non-proba-
bility sample obtained from web-based 
survey), the likelihood of self-selection 
bias is unavoidable. Our sample has a 
higher percentage of women and very 
low participation of individuals with no 
education and less than high school ed-
ucation. We recognize that dispropor-
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tionate representation of women and 
higher educated individuals is likely to 
bias our findings and make it less likely 
to be generalizable to the larger popu-
lation of the United States. Our mea-
sure of emotional support could be im-
proved by future studies. The measure 
of emotional support used in our study 
combines support from family, friends, 

and neighbors, making it difficult to 
distinguish the sources of social sup-
port, and their potentially differential 
impacts on psychological well-being. 
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Table 1: Demographic Characteristics of Study Respondents, COVID Survey, 2020 

Variables of Interest                             Mean (SD) or Percentage 
                                                                                (n=1,764)
Age (range: 50-93 years) 64.97(8.46)
Gender (1=female) 73.75
Marital status (1=married) 64.33
Race (1=black) 7.03
Education

No High School and GED 1.02 
High School 5.06
Some College 21.51
Bachelor’s degree 27.01
Master’s degree 31.33
Doctorate degree 14.07

Income (range: 1-11) 7.81(3.08)
Functional limitations (range: 4-20) 6.02(3.18)
Chronic diseases (range: 0-15) 1.75(1.52)
Subjective Religiosity (range: 1-5) 3.17(1.26)
Religious coping (range:3-15) 7.75(4.41)
Emotional support (range: 1-5) 3.80(1.05)
Concerns about COVID-19 (range: 7-35) 21.98(5.83)
Depressive symptoms (range: 10-40) 19.84(6.05)
Anxiety (range:6-30 ) 14.18(5.33)

Table 2: Relationship Between Race and Coping Resources

  Black

(n=124)

White

(n=1640)

t-test p-value

Subjective Religiosity 3.99(1.03) 3.11(1.25) -8.99 0.000
Religious coping  11.27(3.82) 7.48(4.33) -9.42 0.000
Emotional support 4.11(1.05) 3.78(1.05) -3.29 0.001
Concerns about COVID-19 24.13(5.85) 21.82(5.79) -4.25 0.000



130

Journal of Elder Policy

Table 3: Ordinary Least Squares Regression Estimates Representing the Relationship 
Between Race, Coping Resources, and Depressive Symptoms

Variables Model 1 Model 2
Estimates (SE) (n=1,661) Estimates (SE)  (n=1,584)

Intercept    29.22(1.27)***    23.69(1.32)***
Age   -0.20(0.02)***   -0.17(0.02)***
Marital status    -1.15(0.33)***   -1.02(0.30)**
Gender   1.65(0.31)***    1.57(0.29)***
Race   -2.55(0.53)***   -2.94(0.51)***
Education   0.38(0.13)**   0.42(0.12)**
Income   -0.15(0.06)**   -0.09(0.05)
Function limitations   0.42(0.05)***   0.28(0.05)***
Chronic diseases   0.23(0.10)*   -0.02(0.09)
Subjective Religiosity   -0.28(0.15)
Religious coping    0.01(0.04) 
Emotional support   -0.92(0.12)***
Concerns about 
COVID-19     0.40(0.02)***

*p<.05**p<.01***p<.001

*p<.05**p<.01***p<.001

Table 4: Ordinary Least Squares Regression Estimates Representing the Relationship 
Between Race, Coping Resources, and Anxiety

Variables Model 1 Model 2
Estimates (SE) (n=1,661) Estimates (SE) (n=1,584) 

Intercept    21.74(1.12)***    12.63(1.13)***
Age   -0.17(0.01)***   -0.15(0.01)***
Marital status    -0.22(0.29)    -0.23(0.26)
Gender   2.06(0.28)***    1.60(0.25)***
Race   -1.33(0.47)**   -2.53(0.43)***
Education   0.28(0.12)*   0.25(0.10)*
Income   -0.12(0.05)*   -0.04(0.04)
Function limitations   0.29(0.04)***   0.18(0.04)***
Chronic diseases   0.12(0.09)   -0.18(0.08)*
Subjective Religiosity   0.02(0.13)
Religious coping   0.03(0.04)
Emotional support   -0.28(0.10)*
Concerns about COVID-19     0.45(0.02)***
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Abstract

At the beginning of the COVID-19 pandemic, Romania invoked 
the 15th Amendment of the European Convention of Human 
Rights for emergency situations and issued an Emergency State 
Presidential Decree (first put into effect on March 16 and extend-
ed until May 15, 2020). This amendment allowed for exemptions 
from broad categories of human rights (e.g., the right to privacy 
and intimacy). Older people became the main target of the Roma-
nian government’s plans for isolation. Using data from the Roma-
nian National Institute of Statistics and data gathered prior to the 
COVID-19 pandemic from a longitudinal study on communica-
tion technologies used by older people in Romania (Loos, Nimrod, 
& Fernández-Ardèvol, 2018; 2020), we examine the digital inequal-
ities faced by Romanian elders. The current study addresses the fol-
lowing specific research questions: (1) what digital opportunities 
and limitations were faced by the older population of Romania: 
e.g., online shopping, asking for help from various organizations 
using online platforms, using online medical assistance, etc., and 
(2) how did digital inequalities shape the lives of older people in 
Romania? Although the data do not reflect the situation of older 
Internet users during pandemics, we used the most recent and de-
tailed data regarding Internet behavior of older adults in Romania. 
The current article discusses the opportunities faced by those who 
already had access and Internet skills when the pandemic started, 
and the limitations faced by older people who were less digitally 
skilled. With many of the daily activities moving online during this 
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period, older adults with poor digital skills or no Internet access 
risked social isolation. Also, we consider policy recommendations 
to reduce digital inequalities that affect elders. Although we focus 
on Romania, the current study typifies vulnerabilities older people 
face in emergent economies during the COVID-19 pandemic.

Keywords: digital inequalities; digital divide; older adults; older 
people & Internet use

Adultos mayores y la brecha digital en Rumania: 
implicaciones para la pandemia COVID-19

Resumen

Al comienzo de la pandemia de COVID-19, Rumania invocó la 
15a Enmienda del Convenio Europeo de Derechos Humanos para 
situaciones de emergencia y emitió un Decreto Presidencial del Es-
tado de Emergencia (que entró en vigencia por primera vez el 16 
de marzo y se extendió hasta el 15 de mayo de 2020). Esta enmien-
da permitió exenciones de categorías amplias de derechos huma-
nos (por ejemplo, el derecho a la privacidad y la intimidad). Las 
personas mayores se convirtieron en el principal objetivo de los 
planes de aislamiento del gobierno rumano. Utilizando datos del 
Instituto Nacional de Estadística de Rumanía y datos recopilados 
antes de la pandemia COVID-19 de un estudio longitudinal sobre 
tecnologías de comunicación utilizadas por personas mayores en 
Rumanía (Loos, Nimrod y Fernández-Ardèvol, 2018; 2020), exa-
minamos el Desigualdades digitales a las que se enfrentan los an-
cianos rumanos. El estudio actual aborda las siguientes preguntas 
de investigación específicas: (1) qué oportunidades y limitaciones 
digitales enfrentaron la población mayor de Rumania: por ejem-
plo, compras en línea, pedir ayuda a varias organizaciones que uti-
lizan plataformas en línea, usar asistencia médica en línea, etc. y 
(2) ¿cómo influyeron las desigualdades digitales en la vida de las 
personas mayores en Rumanía? Aunque los datos no reflejan la si-
tuación de los usuarios mayores de Internet durante las pandemias, 
utilizamos los datos más recientes y detallados sobre el comporta-
miento de los adultos mayores en Internet en Rumanía. El artículo 
actual analiza las oportunidades que enfrentan quienes ya tenían 
acceso y habilidades de Internet cuando comenzó la pandemia, 
y las limitaciones que enfrentan las personas mayores que tenían 
menos habilidades digitales. Con muchas de las actividades diarias 
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moviéndose en línea durante este período, los adultos mayores con 
habilidades digitales deficientes o sin acceso a Internet corrieron 
el riesgo de aislamiento social. Además, consideramos recomen-
daciones de políticas para reducir las desigualdades digitales que 
afectan a las personas mayores. Aunque nos centramos en Ruma-
nia, el estudio actual tipifica las vulnerabilidades que enfrentan las 
personas mayores en las economías emergentes durante la pande-
mia de COVID-19.

Palabras clave: desigualdades digitales; divisoria digital; adultos 
mayores; personas mayores y uso de Internet

罗马尼亚的老年人和数字鸿沟： 
对2019冠状病毒病大流行产生的意义

摘要

2019冠状病毒病（COVID-19）之初，罗马尼亚援引了针对紧
急情况的《欧洲人权公约第15条修正案》，并发布了“紧急
状态总统法令”（该法令生效于2020年3月16日并延长至同
年5月15日）。该修正案允许免除广泛的人权类型（例如隐
私权和亲密权）。老年人成为了罗马尼亚政府隔离计划的主
要目标。通过使用罗马尼亚国家统计局数据和COVID-19大流
行前一项关于罗马尼亚老年人使用的传播技术的纵向研究所
收集的数据（Loos, Nimrod, & Fernández-Ardèvol, 2018; 
2020），我们分析了罗马尼亚老年人面临的数字不平等。本
研究应对了下列具体的研究问题：（1）罗马尼亚老年人口
面临哪些数字机遇和限制：例如网购、使用网络平台向不同
组织寻求帮助、使用网络医疗协助等；（2）数字不平等如
何影响了罗马尼亚老年人的生活？尽管数据并不反映大流行
时期老年网络用户的情况，但我们就罗马尼亚老年人的互联
网行为使用了最新且最详细的数据。本文探讨了那些在大流
行开始时已经具备互联网获取及技能的人士所面临的机遇，
以及那些数字技能欠佳的老年人所面对的限制。随着许多每
日活动在这段时期进入网络，数字技能欠佳或无法获取互联
网的老年人面临社交孤立的风险。我们还考量了政策建议，
以期减少影响老年人的数字不平等。尽管我们聚焦于罗马尼
亚，但本研究反映了COVID-19大流行期间老年人在新兴经济
体中面临的典型脆弱性。 

关键词：数字不平等，数字鸿沟，老年人，老年人与互联网
使用
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The digital divide and 
vulnerabilities of older people 
during the time of COVID-19

The digital divide refers to in-
equalities between people from 
different social groups (based on 

age, gender, ethnicity, etc.) in the way 
they access new digital technologies. 
The digital divide describes an informa-
tion or knowledge gap and a computer 
or media literacy gap between different 
groups of people, and it is explained 
by structural and motivational factors 
(Van Dijk, 2006). Van Dijk (2003) draws 
our attention to the fact that the digital 
divide refers to relative inequalities be-
tween social groups and not absolute 
inequalities, meaning that some “gaps” 
are diminished with the pervasiveness 
of the information and communication 
technologies and inequalities are being 
reduced, whereas other gaps are more 
difficult to bridge, as they incorporate 
more complex factors. For example, the 
gaps between generations in access-
ing the new media might be a natural 
phenomenon in which each generation 
would prefer the use of media they were 
familiar with in their formative years 
(Loos, Ivan, & Bird, 2020; Sackmann 
& Winkler, 2013). Therefore, we agree 
with Van Dijk (2006, p. 222) that the 
“digital divide” is a metaphor—defining 
a dynamic phenomenon in which some 
social groups might be left behind in re-
ceiving some of the benefits associated 
with the use of Internet. Nevertheless, 
the idea of the “digital divide” is rath-
er normative and suggests the fact that 
the use of the new technologies is per se 

good and it brings only positive aspects 
to people’s lives. 

Regardless of the negative is-
sues discussed in the literature on the 
overuse of the Internet (for example: 
online-scamming and fraud [Shao et 
al., 2019; Whitty, 2018]; online bully-
ing [Juvonen & Gross, 2008]; the risk 
of over exposure to fake news [Brashi-
er & Schacter, 2020; Loos, Ivan, & Leu, 
2018]), some groups, including older 
people, are consistently perceived as 
“laggards,” and they are encouraged to 
use more of the new technologies. In 
some ways, the literature on the nega-
tive effects of the use of digital media 
focuses on youth, whereas for seniors 
the focus is on the positive aspects. Al-
though we cannot say that using the 
Internet is always a sign of emancipa-
tion and progress, and it implicitly gen-
erates well-being in people’s lives, there 
are some contexts in which digital gaps 
create serious inequalities. The recent 
situation of the COVID-19 pandemic 
is a typical case in which the digital di-
vide directly affected people’s lives: they 
were forced to stay in their homes for a 
long period of time, and everyday ac-
tivities such as shopping and the use of 
medical services were moved as much 
as possible online. Hence, the most vul-
nerable groups, the ones described by 
Prensky (2001) as “digital immigrants” 
(a term criticized in the literature for 
over-homogenization [see Jones, 2010; 
Lenhart & Horrigan, 2003; Loos, 2012 
—they talk about a digital spectrum not 
a digital dichotomy]) were the most af-
fected by the lockdown. 

Older people (60 years and above) 
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were and still are a group facing numer-
ous difficulties during the COVID-19 
pandemic. On the one hand, they were 
described as a population category at 
high risk of mortality (94% of fatalities 
are concentrated in the population over 
60 years of age, according to European 
Commission estimates [May, 2020]). 
In some countries, the lockdown con-
ditions were stricter for the group 60 
years of age or 65 years and older be-
cause they were considered to be at 
higher risk. Children and grandchil-
dren were advised to limit their visits to 
grandparents to avoid exposing them to 
the virus. In Romania, for example, the 
restrictions were stricter for people 65 
years and older during the lockdown; 
they were advised to leave their houses 
only during designated hours. In many 
countries, people were reminded that 
“we should limit our interactions” and 
be “precautious” with older people in 
our families and with neighbors and 
co-workers who may be older.

There is a general understanding 
that older people are the most affect-
ed by the digital divide phenomenon. 
For example, the term launched by 
Prensky (2001) —“digital immigrants” 
—described the presumed digital gap 
between older and younger people—
the latter the so-called “digital natives” 
(the group that was born when the new 
technologies were largely available). 
Consequently, the lockdown situation 
and the subsequent measures of social 
isolation would have affected older peo-
ple to a larger extent, as they lagged in 
using Internet-based tools.

Generally speaking, the digital 
divide is “a division between people 

who have access and use of digital me-
dia and those who do not” (Van Dijk, 
2020, p. 1). There are different types of 
digital divide (see Van Dijk & Hacke, 
2003; Van Dijk, 2005; 2012) generated 
by differences in motivation, physi-
cal access, digital skills, and use of the 
new technologies. Those types of digital 
gaps have had different dynamics over 
the past 15 years and have generated 
different degrees of unequal participa-
tion in societies. Van Dijk (2012; 2020) 
stated that there has been a shift from 
motivation and access to inequalities 
in skills and different usage. In other 
words, people’s motivation and physical 
access to digital technologies is a bridge 
that “has been crossed” in many soci-
eties, including developing countries, 
whereas other bridges are more difficult 
to cross: for example, older people still 
are behind in skills and usage opportu-
nities—a situation that will probably be 
maintained in the future.

The evolution of the digital di-
vide at the level of the general popu-
lation over the past 15 years explains 
the current situation of older people 
and how digital inequities could have 
shaped their lives during the lockdown. 
The first level of the digital divide (1995 
– 2004) has been described as a gap in 
the adoption of computer and Internet 
connections between different social 
groups. During this period of time, the 
adoption rate increased exponentially 
and the “divide” between people along 
the lines of education, income, ethnic-
ity, and age decreased both in Europe 
and in the U.S. (Eurostat, 2019; Pew 
Research Center, 2019a). At the same 
time, the general attitude toward Inter-
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net use and digital technologies became 
positive: people of different ages and 
socio-economic backgrounds were mo-
tivated to learn to use computer-based 
technologies and to benefit from using 
the Internet. 

The divide continued to be an is-
sue for social groups that could not af-
ford computers and Internet access or 
those without Internet access. The issue 
of costs for some social groups, such 
as retirees and older people in nursing 
homes, is still a problem not only in 
developing countries (see studies con-
ducted in Latin America regarding dig-
ital technology, affordability, and costs: 
Barrantes, 2007; Barrantes & Matos, 
2020). Costs and affordability continue 
to be a barrier also in some developed 
countries (see for example Sawchuk, 
Joy, & Hebblethwaite, 2019). Although 
the number of broadband subscriptions 
has grown significantly in practically 
every country, depopulated rural or re-
mote areas are difficult to reach. In East-
ern European countries, for example, 
strongly affected by migration for work, 
older people were the ones left behind. 
Many rural localities face a demograph-
ic decline, and an increased number in 
the oldest-old population who neither 
have the resources to purchase digital 
technologies nor the skills to benefit 
from Internet opportunities. For such 
groups of people, the COVID-19 pan-
demic would have probably increased 
their isolation or brought no chang-
es at all. To quote from an interview 
conducted in April 2020 with a person 
from a remote rural area in Romania 
(Ivan & Mandache, submitted): “they 
[the village hall] wanted to isolate us 

in houses, but we are already isolated.” 
Many of these people have the moti-
vation to learn to use the new digital 
devices (sometimes the Internet is the 
only way to communicate with families 
abroad: see for example Ducu, 2020; 
Ivan & Fernández-Ardèvol, 2017), but 
they lack the opportunities.

The second level of the digital 
divide (2004-present), which describes 
differences between usage and skills, is 
a way of “rethinking the digital divide” 
(Hargittai, 2002; Selwyn, 2004; Van Dijk, 
2012). With the pervasiveness of the In-
ternet and digital technologies (for ex-
ample, in ten years’ time, 2004-2014, In-
ternet users around the globe increased 
from 15% to 45% and it reached 53.6% 
in 2019, according to the International 
Communication Union 2019) the prob-
lem of access became rather peripheral. 
Also, the groups previously considered 
as “vulnerable” were the ones that re-
corded the highest increases of Internet 
users: women, seniors, persons with 
lower levels of education, and people 
who have lower incomes. To provide an 
illustration, the percentage of people 65 
years and above who use the Internet 
has tripled during 2004-2019, from 20% 
to more than 60% (Eurostat, 2019; Pew 
Research Center, 2019b), the largest in-
crease compared to other age groups. 
With many countries reaching 90% of 
the population having Internet access 
(even in developing countries, the per-
centage is above 60), the emphasis has 
moved to the gap between different 
groups in digital skills and the type of 
usage. In order to benefit from the In-
ternet-based technologies, people need 
“digital literacies” (Hargittai, 2002; Van 
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Deursen & Van Dijk, 2010). The usage 
gaps create gaps in knowledge and op-
portunities, and the vulnerable groups 
are the later adopters: people who are 
older, have lower levels of education, 
have lower income, and are members of 
minority groups. 

It is obvious that usage gaps are 
much more difficult to bridge. In the 
past seven years, authors (Morales, Al-
bero, & Molina, 2010; Van Deursen & 
Van Dijk, 2014) have drawn our atten-
tion to the third level of the digital di-
vide—a gap that reproduces classic so-
cial inequalities (e.g., between rich and 
poor, majority and minorities, old and 
young)—and describes the supremacy 
of the groups who hold digital skills at a 
level that allows them to convert those 
skills in all political, social, cultural, ed-
ucational domains. The third level of 
digital divide shows that it is those with 
higher levels of education, those who 
already have good jobs, and the young 
who will benefit more from the use of 
the Internet than will those who have 
lower levels of education, those who 
populate the lower classes, and older 
persons. Thus, the lack of digital skills 
reinforces an existing structure of social 
stratification. It is no longer a matter of 
access, affordability, and availability, 
but a matter of the relevance and readi-
ness when using the Internet (Van Dijk, 
2020). Examples of how people convert 
access to and skills in using digital tech-
nologies would be the ability to find 
better products and services at lower 
prices, more information regarding 
health issues, the ability to distinguish 
between reliable and non-reliable in-
formation, more chances to get a job, or 

even better chances to find new friends 
and a romantic partner. 

The COVID-19 pandemic could 
be seen as a typical case in which the 
relevance of and readiness to use the 
Internet is particularly important. The 
second and third levels of the digital 
divide became essential, as people were 
forced to make use of their digital skills. 
Again, older people were most probably 
a more vulnerable group. Globally, pol-
icy makers try to estimate the percent-
age of people who are at risk of being 
laggards due to the second and the third 
level of the digital divide in order to cre-
ate a more inclusive Internet. According 
to Van Dijk (2020), the estimation of 
the “digitally excluded” varies between 
10% and 20% in developed countries, 
whereas in the developing countries, 
it is significantly higher—from 50% to 
90%—creating serious concerns about 
how the digital divide deepens already 
existing social inequalities. 

The vulnerability of older peo-
ple to the second and third levels of the 
digital divide is worthy of study also 
because countries face an accelerating 
increase in older population. For exam-
ple, in the European Union, the popu-
lation over 60 years of age is estimated 
to double by 2050. The COVID-19 pan-
demic created an unexpected pressure 
to move many activities online. Though 
governments had to face serious chal-
lenges with “restarting” the economy in 
the new situation, preserving people’s 
working places to avoid an increase in 
unemployment, and reinventing the de-
livery of education, they have generally 
overlooked the importance of the dig-
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ital divide in the current situation and 
how this might affect the lives of older 
people.

Current study

In the current study, we explore the 
digital divide of older people from 
Romania, and we discuss the im-

plications of digital inequalities for the 
context of the COVID-19 pandemic. 
We aim to answer the following ques-
tions: 

1. What digital opportunities and lim-
itations could be faced by the older 
population of Romania when daily 
life activities move online: e.g., on-
line shopping, asking for help from 
various organizations using online 
platforms; using online medical as-
sistance, etc.? 

2. How did digital inequalities shape 
the lives of older people in Ro- 
mania?

We use data gathered prior to 
the COVID-19 pandemic from a lon-
gitudinal study on communication 
technologies of older people (the ACT 
cross-national, longitudinal study, 
Loos, Nimrod, & Fernández-Ardèvol, 
2018; 2020) and, for comparative pur-
poses, data from the Romanian Nation-
al Institute of Statistics regarding the 
total population of older adults. 

The ACT cross-national longi-
tudinal study is, to our knowledge, the 
only longitudinal and cross-national 
study targeting older adults and their 
use of new media. In Romania, it is the 

first study investigating media use of 
older adults (60 years and above) using 
a nationally representative sample. The 
ACT cross-national, longitudinal study 
gathers panel data in three waves (2016, 
2018, and 2020). It involves teams from 
Austria, Canada, Denmark, Israel, 
Netherlands, Romania, and Spain. The 
aim of the project is to explore possi-
ble processes of displacement of tradi-
tional dominant media by innovative 
communication practices among older 
people. In the current study, we use data 
from two waves (2016, 2018), and we 
focus on the Romanian case. The two 
waves were conducted by telephone 
with non-institutionalized Internet us-
ers aged 60 years and older. Data were 
collected by local commercial firms be-
tween November and December 2016 
for the first wave, and in November 
2018 for the second wave. The sample 
consisted of 800 participants for the 
first wave and 608 participants for the 
second wave. 

The questionnaire included 
mainly closed-ended questions explor-
ing media use, places of media use, 
media preferences, background char-
acteristics, and subjective well-being 
(Nimrod, 2017).  Translation into Ro-
manian was undertaken by one of the 
co-authors of the current article. To 
validate the translation, a native En-
glish-speaking person re-translated it 
into English. 

The sample in Romania was 
over-represented by people with me-
dium to high levels of education, with 
medium or high economic status, and 
persons living in urban settings. As the 
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sample consisted of Internet users se-
lected using a CATI technique among 
the population of older people (60+), 
we believe that such over-representa-
tion is due to the fact that older Inter-
net users tend to be persons with me-
dium to high levels of socio-economic 
status and persons who live in urban 
areas. Data regarding Internet users of 
this age group provided by the National 
Institute of Statistics indicated that this 
might be a possible explanation for the 
over-representation of some socio-de-
mographic groups in our sample.

In the following, we will present 
the relevance of the case and aspects 
regarding the regulations during lock-
down which directly affected older peo-
ple. Then, we will present data regard-
ing older people and digital media use 
in Romania, exploring the first, second, 
and third levels of the digital divide.

The Relevance of the Case 
and the Context

Romania is a typical example of a 
developing country with older 
people being the later technol-

ogy adopters. A cluster analysis of the 
Eurostat data on technology adoption at 
the country level (Fernández-Ardèvol, 
2011) found that Romania was placed 
in the last cluster (4th cluster) when 
mobile phone adoption by older peo-
ple was considered, together with five 
other countries (Bulgaria, Croatia, the 
former Yugoslav Republic of Macedo-
nia, Greece, and Poland). This particu-
lar cluster gathers countries where the 
adoption of mobile telephony by older 

persons was below the EU average. Spe-
cifically, Romania had 62.5% users in 
the 55-64 cohort but only 35% in the 65-
74 cohorts. Such a gap between ICT use 
by older adults in Romania and the EU 
average is maintained today and could 
be found not only in the adoption of the 
mobile phone, but also in digital tech-
nologies in general. Data from Eurostat 
(2019) show that 82% were Internet us-
ers in the 55-64 cohorts at the EU level 
as compared with 68% of users in Roma-
nia in the same cohort. In the 65-74 co-
hort 63% were Internet users at the EU 
level compared with 40% users in Ro-
mania for the same age cohort. During 
the period 2011-2019, the digital gap in 
terms of access and frequency of use has 
continuously diminished between EU 
countries and Romania among younger 
age cohorts to less than a 5% difference, 
but it remained at approximately 15% 
for the 55-64 cohort and approximately 
20% for the 65-74 cohort. 

Some authors (Bunker-Hellmich, 
2015) speak about three categories of 
older adults within the third age: the 
“young old” (65–74), the “old” (74–84), 
and the “oldest-old” (85+). However, 
when it comes to Internet users, we 
lack data on people 85 years and above, 
and such a limitation does not apply 
only to Romania. The issue has been 
criticized already in the literature as a 
serious limitation when studying the 
Internet behavior of older adults. As 
we emphasized above, some of the im-
portant bodies which gather data about 
Internet access and use (e.g., Eurostat) 
present data on the category 55-64 year 
of age. In the ACT longitudinal study, 
we compared persons 60 to 64 years of 
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age (i.e., those who are still in the la-
bor market) with those 65+ (those who 
were most probably retired, as the man-
datory retirement age is 65 in many EU 
countries, including Romania). 

Romania is also a critical case 
when talking about the demographic 
predictions for 2050-2060 and for the 
evolution of the older population. UN 
(2019) estimates show that the percent-
age of persons above 60 years of age 
will be the highest in Eastern Europe-
an countries. Romania will also have 
the highest median age of any Europe-
an country and the population over 80 
years of age will triple in Romania by 
2050. Additionally, a large percentage 
of the older population currently lives 
in rural areas of Romania: more than 
20% of the total population of Romania 
is currently 60 years and approximately 
and approximately 48% of them live in 
rural areas (INS, 2017).

Since the Emergency State Pres-
idential Decree was first put into effect 
in Romania on March 16, 2020 (and 
subsequently extended until May 15, 
2020), there have been several Military 
Decrees issued. These Military Decrees 
have addressed various restrictions 
(largely related to mobility) on the gen-
eral population and on specific popula-
tion categories, mainly older persons. 
Romania invoked the 15th Amendment 
of the European Convention of Human 
Rights for emergency situations such as 
the COVID-19 pandemic. This amend-
ment allows for exemptions from broad 
categories of human rights (e.g., the 
right to privacy and intimacy). Older 
people became the main target of the 

Romanian government’s plans for iso-
lation. At the beginning, elders were 
not allowed to leave their houses; then 
they were allowed to go out exclusively 
to shop for food and medicine, but only 
for two hours per day; finally, there was 
an extension of the time period they 
could shop for basic goods. 

Opportunities and limitations 
for digital media use by older 
people

First level of the digital divide: 
access and use

In 2016, when the ACT project started, 
official statistics (INS, 2016) showed 
that 60% of the 16 to 74 years of age 
population were Internet users in Ro-
mania, whereas the EU mean was 82% 
for the same year. Data regarding the 
older population and the use of Internet 
were scarce. There were estimates that 
between 25% and 30% of the people 60 
years and over would have used the In-
ternet in Romania. The difficulty in esti-
mating the number of Internet users 60 
years and older came from the way data 
were recorded: either there were data re-
garding the population 55 to 74 years of 
age or from 65 to 74 years of age. More-
over, data on people above 74 years of 
age were and still are scarce. All data in-
dicated a gap of 15% to 20% between the 
whole population of Internet users in 
Romania and older users. This gap was 
maintained into 2018, when the percent 
of Romanian Internet users increased by 
11%, one of the largest increases among 
the countries in the European Union. 

Table 1 shows the distribution of 
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Table 1. Older Internet users by age group and gender (ACT project wave 1/2016; wave 
2/2018), compare with the total population of older adults in Romania (%)

Age 
group

Women, ACT study Men, ACT study Total, ACT study Total population 60+ (INS, 
2018)

Wave 1 Wave 2 Wave 1 Wave 2 Wave 1 Wave 2 Woman   Men  Total

60-69 41.9 36.7 39.1 35.2 81.0 54.6 25.5 25.1  51.3

70-79  7.1 11.0  7.6 11.2 14.8 40.9 15.5 14.2  30.3

80+  1.7  2.5  2.6  3.4  4.3  4.5 11.0  8.7  18.4

Total 50.7 50.2 49.3 49.8 100 100 52 48 100

Note: N wave 1 (November- December 2016) =800; N wave 2 (November 2018) = 608. The popu-
lation of people over 60 in Romania (January 2018) = 5.6 million (25.4% of the total population) 

older Internet users in December 2016 
by age and gender (wave 1) and fol-
lows this sample two years later in 2018 
(wave 2). These data show evidence of 
the dynamics of the first level of the 
digital divide (access and use), and the 
way this gap is bridged by the natural 
process of aging: younger people are 
aging, and they would then fill the gap 
between digital users and non-users. 
Also, when moving from the first wave 
to the second wave, Internet use has 
changed for the older adults in the ACT 
longitudinal study (Table 2). The on-
line behavior of older adults has slightly 
changed between the two waves. The 
most prominent uses of the Internet, 
consistently between waves, are getting 
news, writing email, using social media 
and chat programs, and accessing web-
sites related to one’s hobbies. Duration 
of use for each listed activity, however, 
decreased between waves. Therefore, 
the assumption is that more study par-
ticipants are engaging in more diverse 
activities on the Internet, but spending 

less time doing so. The was an increase 
in the reported rates of use of all type 
of Internet activities, most visibly in the 
case of using chat programs and web-
sites that concern one’s hobbies. Pre-
sumably, such a dynamic has continued 
in 2019 through the current time and 
created some opportunities for online 
activities of older adults using the In-
ternet, as opposed to non-users.

The data raise some important 
questions about the way the first digi-
tal gap could be reduced for the oldest- 
old population. In the context of the 
COVID pandemic, people 80 years of 
age and older would have faced serious 
difficulties in handling the lockdown in 
their homes, as only a small percentage 
of them used the Internet (see Table 1). 
Note that for this age category, women 
may face particular vulnerabilities as they 
outnumber men (the difference in life 
expectancy in Romania between women 
and men is 6 years [INS, 2017]), and they 
use the Internet to a lesser extent. 
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Table 2. The use of Internet by older adults from the ACT longitudinal study (Wave 1/2016 
versus Wave 2/2018)

Note. N (Waves 1 and 2): 608.  Average time excluding outliers, calculated for those who used the 
medium the previous day

Activity
Total (%) Time spent 

(hh:mm)
Wave 1 Wave 2 Wave 1 Wave 2

Getting news 30.8 41.0 0:49 0:44

Writing and reading e-mails 31.4 36.0 0:27 0:22

Downloading music, films, or 
podcasts 5.4 6.4 0:54 0:32

Playing computer games online 14.1 12.7 1:12 1:02

Using social network sites (Face-
book, LinkedIn) 33.8 33.7 1:09 0:44

Using chat programs (Skype, 
WhatsApp) 16.4 24.0 0:33 0:28

Reading entries at debate sites, 
blogs 13.0 13.7 0:41 0:25

Writing entries at debate sites, 
blogs 5.3 7.2 0:31 0:19

Online shopping, banking, travel 
reservations 2.4 4.8 0:30 0:15

Using websites concerning my 
interests or hobbies 23.1 29.9 0:44 0:24

When comparing the structure 
of the ACT longitudinal survey sample 
and the total population of older adults 
on other variables (level of education, 
income, and residential area), we find 
new evidence for the first level of the 
digital divide among older adults (Ta-
ble 3). We use data from the second 
wave because it is a panel sample and 
the differences in the respondents’ edu-
cational, income, and residential status 
from the first wave (2016) to the second 
wave (2018) were small. The data show 
that the older Internet users are more 
educated than the general older popu-
lation: the percentage of older Internet 
users having a tertiary (i.e., graduated 

from college) education was 44.6%, 
whereas at the general level only 8.3% 
of the total population of older adults 
had tertiary education. The same pat-
tern is found when we look at income 
and residential area of older Internet 
users versus the general older popu-
lation: older Internet users tend to be 
found more in the “above the average” 
income category (20.4% compared with 
only 9.1% in the general older popula-
tion), and the majority of them live in 
urban settings (only 16% of older Inter-
net users living in rural areas, whereas 
48.2% of the total population 60 years 
and above resides in rural settings).
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In the case of older people, the 
first level of the digital divide replicates 
classic inequalities, maybe to a great-
er extent than in the case of other age 
categories. Internet users compared 
to non-users are more educated, more 
economically resourceful, and they live 
more often in urban settings. In other 
words, the digital vulnerabilities of the 
two groups (users and non-users) in 
the time of the COVID-19 pandemic 
and lockdown might have been differ-
ent and corresponded to the differences 
between the socio-economic status of 
the older adults with those having low-

er socio-economic status being more at 
risk of being excluded from the benefits 
of Internet use.

Second and third levels of the 
digital divide: converting skills  
to outcomes

In the longitudinal study, older Inter-
net users had to choose, in both waves, 
among 20 different functions they nor-
mally use on their mobile phone (as the 
majority of them had a mobile phone 
and this was the most commonly used 
communication technology device). Al-

Table 3. Older Internet users by level of education, income, and residential area (ACT 
wave 2/2018), compared with the total population of older adults in Romania 
(%)

a The only available data on the level of education at the national level were for the population 55 to 
74 years of age and we include these data in the table
b 70% of median equivalized income (adjusted for household size and composition) has been used 
to estimate the average income

Education level a ACT study,  
wave 2/ 2018

Total popula-
tion 60+  
(INS, 2018)

Primary or less (up to 8-9 years of education)  6.9 35.9
Secondary (between 10 and 14 years of education) 47.0 55.8
Tertiary (15 years of education or more) 44.6  8.3
Income level b

Above the average (A lot above + Slightly above) 20.4   9.1
Similar to the average 11.3 b23.2
Below the average (A lot below + Slightly below) 59.9 c67.7
Residency area
Urban 81.4 51.7
Urban – a big city and suburbs 43.9
Urban a town or a small city 37.5
Rural –a country village, a farm, a house in the 
countryside

16.0 48.2
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though such an approach assesses digi-
tal skills only at the general level, it has 
been previously used in comparative 
cross-national research (for example by 
Eurostat, 2019). The results showed that 
older people from Romania who were 
using the Internet in 2016 did not di-
versify their digital skills (as measured 
by the number of applications they used 
on their mobile phone) between 2016 
and 2018. We conclude that the dynam-
ics of crossing the digital gap in terms 
of skills is much slower. However, some 
changes have been recorded in the use 
of the mobile phone functions: the per-
centage of users using phones to take 
photos has nearly doubled from 2016 to 
2018 (from 26.8% of the total respon-
dents in 2016 to 46.7% in 2018). Also, 
between the two waves, the percent-
age of users sending SMSs has more 
than tripled (from 20.3% of the total 
respondents in 2016 to 66.9% in 2018). 
Presumably in the process of learning 
new digital technologies acquiring new 
skills, some Internet based applications 
are more appealing to older people than 
others. 

In the ACT longitudinal study, 
older adults were asked to describe the 
type of media they use by presenting 
situations that might be common in 
everyday life, such as notifying an ac-

quaintance about changes to a party or 
a dinner to asking for help when sick 
with the flu. Here, we consider that such 
questions could be indicators of the way 
people convert skills to outputs. We se-
lect three such situations—retrieving 
factual information about an issue, 
helping with home chores, and asking 
for help when sick with the flu—which 
could be relevant in the context of the 
COVID pandemic and lockdown. Data 
are presented in Tables 4-6. 

When analyzing the situation in 
which someone needs “to retrieve fac-
tual information about an issue” (Table 
4), the data show a shift from “calling 
somebody” (a decrease from 45.2 % 
to 30.9% between the two waves) to 
“look it up via Google” (100% of the 
respondents chose this option in 2018 
compared to 45.6% in 2016). Interest-
ing also is the finding that older people 
did not use social network sites (the 
percentages of those who chose this op-
tion decreased from 5% to 1.5% from 
2016 to 2018). There is evidence that 
people have managed to improve their 
abilities to convert their digital skills to 
outcomes in different situations. Also, 
when converting digital skills to out-
comes, there might be preferences for 
the use of different media that could be 
specific for this age group. 



145

Older Adults and the Digital Divide in Romania: Implications for the COVID-19 Pandemic

Note. N (Waves 1 and 2) = 608. a Respondents had to select three options. b Non-exclusive categories.

Table 4. Most likely actions taken to retrieve factual information about an issue a (%) –
ACT longitudinal study

Actions b

Retrieving factual 
information

Wave 1 Wave 2

Send text, voice or video message via mobile phone to someone 
who is likely to have this information 6.7 3.5

Call someone who is likely to have this information 45.2 30.9

Send an email to someone who is likely to have this information 2.1 1.0

Use social network sites (Facebook, LinkedIn) 4.9 1.5

Use a computer-based chat program (Skype) 1.6 0.0

Look it up in a printed encyclopedia 9.7 6.6

Look it up via Google or other search engines 45.6 100

Look it up at a specific website (Wikipedia) 15.1 7.2

Don’t know 10.4 3.6

Table 5. Most likely actions taken to ask for help with home chores a (%) – ACT longitu-
dinal study

Note. N (Waves 1 and 2) = 608. a Respondents had to select three options. b Non-exclusive catego-
ries. c Question not asked in Wave 1. 

Actions b

Asking for help 
with home 

chores
Wave 2c

Send text, voice or video message via mobile phone to someone 
who is likely to give help 3.1

Call someone who is likely to give help 67.8

Send an email to someone who is likely to give help 0.5
Use a computer-based chat program (Skype) 0.3
Meet someone who is likely to give help 15.1

Use social network sites (Facebook) 0.2

Check websites 5.6
Other 11.3
Don’t know 6.4
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The question regarding “asking 
for help with home chores” (see Table 5) 
appeared only in the second wave in the 
ACT study. Still, the findings are partic-
ularly relevant for understanding how 
older Internet users from Romania pro-
ceeded with doing home chores during 
the lockdown. We notice the fact that 
almost 68% will “call somebody who 
is likely to give help.” A relatively small 
percentage of people (5.6%) would have 
used websites asking for help with the 
home chores, whereas 15% would meet 
someone for the same reason. The same 
pattern appears when people had to 
choose which media to use to “ask for 
help when sick with the flu.” This situa-
tion was also not mentioned in the first 
wave, but it is relevant when talking 

about the COVID pandemic. Again, 
most of the older Internet users (71.7%) 
would choose to “call friends of family 
on the phone,” whereas sending a mes-
sage via the phone was chosen by only 
5.6% of the participants. Interesting also 
is the fact that 12.2% of the participants 
would prefer other options, such as “go-
ing to the doctor” or “asking a pharma-
cist,” but none of the choices involved 
using digital communication means.

“Asking for help” situations (in 
the case of chores and illness) is mostly 
associated by older persons with “calling 
family and friends” or meeting someone 
in person. Those who did not have fam-
ily and friends in close proximity to help 
would have encountered serious diffi-
culties during the COVID-19 lockdown.

Table 6. Most likely actions taken to ask for help when sick with the flu a (%) – ACT lon-
gitudinal study

Note. N (Waves 1 and 2) = 608. a Respondents had to select three options. b Non-exclusive catego-
ries. c Question not asked in Wave 1

Actions b

Asking for help 
when sick with 

the flu
Wave 2c

Send messages (text or video) via mobile phone to 
friends or family 5.6

Call friends or family on the phone 71.7
Chat online via a computer with friends or family 
(Skype) 0.3

Write emails to friends or family 0.2

Meet friends or family 3.9
Use social network sites (Facebook) 0.0
Other 12.2

Don’t know 7.3
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Discussion

The current study explores the 
digital opportunities and limita-
tions older people from Roma-

nia would have encountered during the 
COVID-19 pandemic, especially in the 
context in which many everyday activi-
ties have been recommended to be per-
formed online. We used the theoretical 
framework of the digital divide suggest-
ed by Van Dijk (2006; 2012; 2020) and 
distinguished between the first level of 
the digital divide (access and use) and 
the second and third levels of the dig-
ital divide: types of use and the ability 
to convert digital skills to outcomes. We 
present data from a unique cross-na-
tional and longitudinal study on the 
new media use of older adults (60 years 
of age and older) already conducted in 
two waves (2016 and 2018). In the Ro-
manian case, the initial sample consist-
ed of older adults, it was representative 
at the national level, and we selected 
those who declared that they have ac-
cess and use Internet at least once per 
week. 

We asked in the beginning how 
digital inequalities shape the lives of 
older people in Romania. Our data sup-
port the idea that the digital divide rein-
forces classic inequalities by providing 
opportunities for users who are medi-
um to highly educated, below 80 years 
of age, have above average economic re-
sources, and live in urban areas. In con-
trast, the oldest-old populations who 
live in rural areas, and who have low 
levels of education are the most vulner-
able because they lag in in digital use. 
Regarding the first research question, 

our analysis shows the fact that, when 
facing COVID pandemics, some older 
people could have found opportuni-
ties in their relatively diverse Internet 
behaviors, whereas others would have 
faced serious difficulties to go on with 
the daily life activities. Older adults, al-
ready skilled and more sophisticated in 
their online behaviors (usually younger, 
connected with the labor market, with 
medium to high socio-economic status, 
living in urban areas) probably would 
have found opportunities during pan-
demics to learn and acquire new digi-
tal skills. In contrast, for non-users and 
those with basic Internet skills (older, 
from rural areas, with lower education 
and economic status), the COVID pan-
demic would have accentuated the risks 
for social exclusion.

We presented the Romanian case 
as a typical case of what might hap-
pen with older adults in the context of 
a pandemic from the point of view of 
digital opportunities and limitations. 
We believe that similar situations could 
be found in other developing countries, 
and not only in Europe. Also, the case 
study presented here shows that al-
though the first level of the digital divide 
is expected to diminish with the ubiqui-
tous digital connectivity, some catego-
ries will experience risks of being left 
out of the benefits of the spread of tech-
nology. The situation of the oldest-old 
who have low levels of education and 
low incomes and who might be con-
sidered to be “digital immigrants” may 
be encountered in developed countries 
as well. Current policies that aim to re-
duce the digital divide no longer target 
access and use.
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Regarding the first research ques-
tion and the opportunities or limita-
tions older people could face in relation 
to their digital skills, we found evidence 
of the fact that the digital divide, at least 
insofar older persons are concerned, is 
a “moving concept.” In a relatively short 
period of time (2016-2018), older peo-
ple tended to diversify their Internet 
use by engaging in more activities. In 
particular, chat programs and websites 
for hobbies had the stronger ascendant 
dynamics. As Internet activities be-
come more diverse, older people tend 
to spend less time doing each of them. 
It is worth exploring whether such In-
ternet behavior is shared by other age 
categories. We lack comparative data on 
other age categories to conclude wheth-
er this is a universal pattern or specific 
to older adults.

Regarding the dynamics of peo-
ple’s skills, older people may become 
familiar and use some applications (as 
for example, taking photos or sending 
SMSs) in a relative short time (as here, 
between 2016-2018), whereas for oth-
er applications the percentage of users 
could remain rather low or constant 
over the same period of time. Further 
investigations will clarify older peo-
ple’s interests and the mechanisms by 
which they appropriate different digital 
functions. In previous studies (Nimrod 
& Ivan, 2019; Ivan & Hebblethwaite, 
2016), when we have investigated pat-
terns of use and motivations by inter-
viewing older people from Romania, we 
found that taking photos and uploading 
and editing video materials were the 
skills most older people would like to 
acquire. When talking about improving 

digital skills of older adults, policy mak-
ers and developers should take into ac-
count what skills older people are mo-
tivated to acquire and what skills they 
might need in critical situations. 

When trying to improve digi-
tal skills of older people, thus bridging 
the digital gaps between different age 
groups, we should not consider older 
people as a homogeneous group. We 
tend to represent them in a stereotypical 
way, as laggards. Still, older Internet us-
ers, as the current study also shows, are 
a group with relative heterogeneous dig-
ital skills and with decided preferences 
for using some of the digital functions.

Limitations

We are aware of the fact that the data 
presented here were collected prior to 
the COVID-19 pandemic and therefore 
our arguments regarding opportunities 
and limitations older people might have 
faced during the lockdown are rather 
speculative and seriously limit the cur-
rent study. However, we conducted a 
series of interviews with older people 
during the lockdown period in Roma-
nia (March-April, 2020) and the pre-
liminary findings (Ivan & Mandache, 
submitted) suggest that older people 
did not diversify their online behaviors 
during the pandemics, but only inten-
sified their already existing skills. Also, 
the ACT longitudinal study has just fin-
ished the data collection for the third 
wave (November-December, 2020), and 
we will be able to analyze the potential 
changes in the Internet behavior of our 
sample as compared to the second wave 
(prior to the COVID-19 pandemic).
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Further developments

Currently, the digital divide is discussed 
more in relation to people’s abilities to 
convert skills to outputs in various do-
mains from daily interactions to pub-
lic participation. In the current study, 
we explored older people’s digital op-
portunities in connection with the 
COVID-19 pandemic and lockdown. 
We conclude that when it comes to 
“retrieve factual information about an 
issue,” a large majority of older people 
who were using the Internet consulted 
Google, although “calling someone” 
was also a largely used alternative. How-
ever, when it comes to asking for help 
in the case of chores and illness, “calling 
family and friends” or meeting people 
were the preferred ways of acting. It 
will be interesting to discover if these 
behaviors change after the COVID-19 
lockdown ends. In fact, data collection 
for the third wave of the ACT longitu-
dinal study is scheduled for November 
– December 2020, and it will capture 
potential changes in how older adults 
use the Internet and how their media 
preferences may have changed during 
this period of time.

 Nevertheless, the current study 
draws attention to some aspects that 
need to be improved in the future if we 
aim to understand older people’s digital 
behavior and needs. We lack the data to 
understand digital preferences of older 
people, particularly the oldest-old. We 
agree with Maria Sourbati (2019) that 
older people—non-users, people over 
74, and particularly people over 80 - are 
simply invisible in data regarding pub-
lic policies. We have encountered diffi-

culties in obtaining data at the national 
level from the National Institute of Sta-
tistics regarding the classic socio-de-
mographic variables for the older pop-
ulation (60 years of age and older). Even 
when other sources were consulted, as 
for example the Eurostat data base, it 
was difficult to retrieve data about peo-
ple older than 74 years. In addition, 
data regarding people 80 years and 
above, including their online behavior 
are scarce. We urge that there be greater 
data inclusiveness and share the point 
of view formulated in the new Manifes-
to for Digital Inclusion (Micklethwaite, 
2020)—the need to bridge the different 
digital gaps and to create digital inclu-
siveness is connected to having more 
reliable data about digital behaviors of 
older people, especially about those be-
ing most at risk of exclusion. 

Policy recommendations

The analysis presented here sug-
gests the fact that differences in 
the digital skills are a source of 

inequalities between different catego-
ries of older users and lie at the inter-
section of the classic inequalities with 
socio-economic and residential status 
as key factors. The article illustrates that 
it is not necessarily a matter of age, but a 
matter of opportunity to develop a dig-
ital sophistication which is more and 
more required in societies nowadays. 
Consequently, we suggest some policy 
recommendations which we believe do 
not apply only to the Romanian context

First, the role of community cen-
ters where older people could gather af-
ter retirement and acquire new digital 
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skills could be accentuated. Such cen-
ters were mostly active in large urban 
settings, whereas the need for commu-
nity gathering places is higher in iso-
lated rural areas. The COVID-19 pan-
demic almost closed the few existing 
community centers, as they were not 
digitalized, leaving older adults outside 
of the community support.

Second, our previous studies 
with involving older adults revealed the 
importance of university courses for 
older adults, short-term courses, and 
courses addressing digital skills that 
older people might need in daily life. 
There is only one university in Romania 
offering courses for older adults, with 
no focus on digital literacy in particular. 
Still such examples, presented rather as 
exceptions, could attract more attention 
from policy makers, at least after the 
experience we had with the COVID-19 
pandemic.

Nevertheless, policy makers 
should address categories of older peo-
ple facing higher risks of social exclu-

sion and initiate interventions in small 
communities and in rural settings, with 
a focus on the specific needs of such 
communities. Instead of aiming to im-
prove the general digital skills of older 
adults, policy makes should aim to in-
crease older people’s digital skills in as-
pects which are relevant for their com-
munity life—as, for example, trading 
products, keeping in touch with fami-
lies, participating to community events, 
and so on. 
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Abstract

This paper examines the implications of employers’ current 
COVID-19 protective workplace attendance policies toward older 
workers, potentially creating the outcomes of increased numbers 
of involuntary retirees and the discouraged older worker syndrome 
among otherwise qualified older workforce participants. How po-
tential ageist assumptions and age discrimination under COVID-19 
affect workplace decisions in reflection on the Age Discrimination 
in Employment Act (1967) guidelines is discussed. Older work-
ers may remain in the workforce longer than ever before due to 
having extended life expectancies. Workplace policies need to be 
increasingly sensitive to older employees’ rights to sustain their 
workplace engagement (Cummins, 2014; Cummins, Harootyan, & 
Kunkel, 2015). The author reviewed current unemployment trends 
in 2020 and emerging litigation in reflection upon general issues of 
COVID-19 related age discrimination. Specifically, older workers’ 
workplace attendance decisions by employers were analyzed within 
the historical framework of the Age Discrimination in Employment 
Act (1967 significant amendments in 1978 and 1986). The policy 
analysis paper presents the implications of employers’ COVID-19 
protective policies on older workers and how it may affect the 
“health” of the workplace and older adults and the economy be-
yond the pandemic. Lastly, strategies to address an “age-friendly” 
workplace during a pandemic and post-pandemic are discussed. 
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tion, Age Discrimination in Employment Act, discouraged worker

Trato diferencial de los trabajadores mayores debido a 
las adaptaciones de COVID-19: Posibles problemas de 
discriminación por edad y discriminación por edad

Resumen

Este documento examina las implicaciones de las políticas de asis-
tencia laboral de protección COVID-19 actuales de los emplea-
dores hacia los trabajadores mayores, lo que podría generar los 
resultados de un mayor número de jubilados involuntarios y el 
síndrome del trabajador mayor desanimado entre los participan-
tes mayores de la fuerza laboral calificados. Se discute cómo los 
supuestos potenciales de discriminación por edad y la discrimina-
ción por edad bajo COVID-19 afectan las decisiones en el lugar de 
trabajo en la reflexión sobre las pautas de la Ley de Discriminación 
por Edad en el Empleo (1967). Los trabajadores mayores pueden 
permanecer en la fuerza laboral más tiempo que nunca debido a 
que tienen una mayor esperanza de vida. Las políticas del lugar de 
trabajo deben ser cada vez más sensibles a los derechos de los em-
pleados mayores de mantener su compromiso en el lugar de trabajo 
(Cummins, 2014; Cummins, Harootyan y Kunkel, 2015). El autor 
revisó las tendencias actuales del desempleo en 2020 y los litigios 
emergentes en una reflexión sobre los problemas generales de la 
discriminación por edad relacionada con COVID-19. Específica-
mente, las decisiones de los empleadores sobre la asistencia al lu-
gar de trabajo de los trabajadores mayores se analizaron dentro del 
marco histórico de la Ley de discriminación por edad en el empleo 
(1967 enmiendas significativas en 1978 y 1986). El documento de 
análisis de políticas presenta las implicaciones de las políticas de 
protección de COVID-19 de los empleadores en los trabajadores 
mayores y cómo puede afectar la “salud” del lugar de trabajo y los 
adultos mayores y la economía más allá de la pandemia. Por úl-
timo, se discuten las estrategias para abordar un lugar de trabajo 
“amigable para las personas mayores” durante una pandemia y una 
post-pandemia.

Palabras clave: Política laboral COVID-19, discriminación por 
edad, discriminación por edad, Ley de discriminación por edad en 
el empleo, trabajador desalentado
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老年员工因2019冠状病毒病适应措施而面临的
差别对待：年龄主义和年龄歧视的潜在问题

摘要

本文分析了雇主当前的2019冠状病毒病（COVID-19）保护性
职场出勤政策对老年员工产生的意义，这些政策潜在产生的
结果则是，非自愿退休员工数量的增加和合格老年劳动力面
临的老年员工综合征。在反思1967年《禁止就业年龄歧视
法》指南的过程中探讨了COVID-19情境下潜在的年龄主义假
设和年龄歧视如何影响职场决策。鉴于寿命预期时间的延
长，老年人可能比以往任何时刻都能更长的保留在劳动力市
场中。职场政策需越来越对老年员工的权利保持敏感，以期
维持其职场参与（Cummins, 2014; Cummins, Harootyan, 
& Kunkel, 2015）。作者审视了2020年的失业趋势和新兴
诉讼，后者反映了与COVID-19相关的年龄歧视的一般性问
题。具体而言，在1967年《禁止就业年龄歧视法》（1978和
1986年增添了重大修正案）这一历史框架下分析了雇主针对
老年员工的职场出勤决策。本篇政策分析提出了雇主针对老
年员工的COVID-19保护性政策的意义，以及这些政策可能如
何影响超出大流行之外的职场“健康”、老年人以及经济。
最后，探讨了大流行期间和大流行后期用于应对“老年友好
型”职场的策略。

关键词：COVID-19职场政策，年龄主义，年龄歧视，《禁止
就业年龄歧视法》，灰心的员工

Introduction

The recent pandemic has had a sig-
nificant impact on older workers 
and their quality of life in many 

ways (Centers for Disease Control and 
Prevention, 2020; Kanfer, Lyndgaard, & 
Tatel, 2020). Many older workers have 
encountered age discrimination issues 
during the pandemic despite the ADEA 
legislation’s coverage (Button, 2020). 
There is a valid concern that COVID-19 

policies at the state and local levels dis-
criminate against vulnerable worker 
groups in the form of racism and other 
biases (Hooper, Nápoles, & Pérez-Sta-
ble, 2020). Under COVID-19, employ-
ers may choose or retain younger work-
ers over older qualified workers based 
upon ageist assumptions of both vul-
nerabilities (e.g., health) and job-related 
capabilities (Ventrell-Monsees, 2020). It 
is essential to examine the public pol-
icy issues impacting economically vul-
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nerable workers, such as older workers 
who typically do not fare well during 
a recession (Bui, Button, & Picciotti, 
2020; Kaminer, 2020). This paper aims 
to examine general issues of COVID-19 
related age discrimination in workplace 
attendance by reviewing employment 
data trends in 2020 for older workers. 

Relevant employment legislation 
is applied to public policy (Age Dis-
crimination in Employment Act (Age 
Discrimination in Employment Act of 
1967 (ADEA), 29 U.S.C. § 621 to 29 
U.S.C. § 634) with significant amend-
ments in 1978 and 1986. Emerging le-
gal cases exposing employers’ recent 
trends in responding to older workers 
and the associated Discouraged Worker 
Syndrome during COVID-19 are dis-
cussed. The paper will conclude with 
strategies to create a shifting paradigm 
of a workplace policy that avoids age-
ist and potentially discriminatory “pa-
ternalistic” employer responses toward 
qualified older workers during a pan-
demic and beyond.

Why do we expect an interac-
tion between COVID-19 and differen-
tial treatment for older workers? Re-
cent employment trends in 2020 due 
to the pandemic show a different neg-
ative impact on older workers (Terrell, 
2020). According to Terrell in an AARP 
article, “During the first six months of 
the  COVID-19 pandemic, workers age 
55 and older were 17 percent more 
likely to lose their jobs than employees 
who were just a few years younger.” For 
the first time in 50 years, workers aged 
55 and older have lost their jobs faster 
than younger workers (Terrell, 2020). A 

recent study report concluded that the 
pandemic’s impact had created a reces-
sion, unlike in recent decades (Papado-
poulos et al., 2020). Its impact is believed 
to be forcing early involuntary retire-
ment for many qualified older work-
ers (Munnell, 2020). There is the need 
to reduce barriers to employment for 
qualified older adults who could mean-
ingfully contribute to the workplace 
and the broader society (Duncan, 2003; 
Moench, March 15, 2020; Stypińska & 
Nikander, 2018). Further, older workers 
may be engaged in extended work-fam-
ily role obligations in supporting multi-
ple generations that further underscore 
the need to remain in the workforce 
(Allen & Finklestein, 2014; Beier, 2015). 

 Is there a linkage between this 
retirement trend during the pandemic 
and age discrimination in the work-
place? In a recent Forbes magazine 
article, Weller (December 19, 2020) 
discussed these two factors’ possible 
intersection. Weller suggested that 
some employers may be discriminato-
ry in their employment decision-mak-
ing with older workers because of 
a perceived health vulnerability to 
COVID-19 for this group, especial-
ly if a job involves engaging with the 
public. Further, older workers may be 
discriminated against in remote work 
because of ageist stereotypes regarding 
older adults and technology skills. Sub-
sequently, older workers may be dis-
couraged from seeking other employ-
ment opportunities (Ayalon et al., 2020; 
Weller, December 19, 2020).

According to Monahan et al. 
(2020), paternalistic responses in the 
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workplace toward older workers may 
have the misguided intention of being 
“proactive” in nature (i.e., workplace 
policies to protect older adults from 
contracting COVID-19). Still, they 
can inadvertently cause adverse health 
outcomes (e.g., social isolation) and 
promote ageist stereotypes. According 
to the Equal Employment Opportuni-
ty Commission (EEOC), differential 
treatment of older workers is a concern 
during the current pandemic. In a 2020 
EEOC statement (June 11, 2020), “[t]
he Age Discrimination in Employment 
Act (ADEA) enacted in 1967 with sig-
nificant amendments in 1974, 1978 and 
1986 prohibits employment discrim-
ination against individuals age 40 and 
older. The ADEA prohibits a covered 
employer from voluntarily excluding an 
individual from the workplace based on 
being 65 or older. This rule is true even 
if the employer acted for benevolent 
reasons such as protecting the employ-
ee due to higher risk of severe illness 
from COVID-19” (Equal Employment 
Opportunity Commission (EEOC), 
June 11, 2020). Before proceeding, it is 
essential to define the terms of “ageism” 
and “age discrimination.”

Ageism and Age Discrimination 
Defined

The World Health Organization (WHO) 
defines “ageism” as the differential treat-
ment of individuals or groups due to 
their age and involves both stereotyp-
ing and discrimination. According to 
WHO, “it can take many forms, includ-
ing prejudicial attitudes, discriminatory 
practices, or institutional policies and 

practices that perpetuate stereotypical 
beliefs” (World Health Organization 
(WHO), November 2, 2020). The U.S. 
Equal Employment Opportunity Com-
mission (EEOC) defines “age discrim-
ination” as engaging in behaviors that 
differentially treat an employee or job 
applicant because of their age group 
membership. According to the EEOC, 
“[a]n employment policy or practice 
that applies to everyone, regardless of 
age, can be illegal if it hurts applicants 
or employees age 40 or older and is not 
based on a ‘reasonable factor other than 
age’ (RFOA)” (Equal Employment Op-
portunity Commission (EEOC), June 
21, 2020).

Workforce Engagement in 2020 
for Older Workers

Attitudes toward older work-
ers’ workplace attendance have 
shown positive reactions from 

older adults and employers in recent 
years. The percentage of older workers 
expressing an interest in remaining in 
the workforce past the traditional re-
tirement age has changed from 18 to 
45 percent (Employee Benefit Research 
Institute, 2019). Also, recently surveyed 
employers regard older workers as 
more productive than younger workers 
(Munnell & Wettstein, 2020). 

With these positive attitudes 
in mind, what has been the impact of 
COVID-19 on older workers’ intend-
ed workforce engagement? One index 
is the unemployment rate of different 
groups. Unemployment rates have been 
disproportionately higher for workers 
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ages 65 or older (15.43%) in compari-
son to younger workers between ages 25 
to 44 (12.99%) in April 2020, and wom-
en have shown higher unemployment 
trends across all age groups during the 
same time (Bui et al., 2020). 

Employers’ Paternalistic Responses 
toward Older Workers in a 
Pandemic

Past research has suggested that em-
ployers may have ageist stereotypes 
affecting their decision-making with 
older workers (Ng & Feldman, 2012; 
Nilsson, 2018; Voss, Bodner, & Rother-
mund, 2018). These possible ageism at-
titudes and associated discriminatory 
policies are only exacerbated by pan-
demic workplace conditions (Aronson, 
2020). Meisner (2020) suggested that 
recent social media messaging during 
COV-19 has shown increasing evidence 
of ageist attitudes and intergenerational 
tensions from younger generations to-
ward older generations, creating issues 
of undervaluing older adults in society. 
Ageist stereotypes by employers can 
have a detrimental effect on older work-
ers’ well-being and economic “thriving” 
(Lamont, Swift, & Abrams, 2015). Pub-
lic policy’s intent of protecting older 
adults from the detrimental effects of 
the ongoing pandemic may be causing 
increased social isolation from social 
distancing, creating more mental and 
physical health detriments for aging 
adults (Morley & Vellas, 2020).

Ehni and Wahl (2020) purport 
that public policies in response to 
COVID-19 have revealed severe age-
ism and age discrimination in society. 

In response to these concerns, the au-
thors proposed six statements to com-
bat this trend and restore older adults’ 
fair treatment. First, “older adults 
are highly heterogeneous [and] their 
health and functioning are better than 
negative stereotypes suggest.” Second, 
“age limits for intensive care and other 
forms of medical care are inappropri-
ate and unethical.”  Third, “mass deficit 
views of old age are dangerous to older 
citizens and societies at large, intergen-
erational solidarity must be strength-
ened.” Fourth, “resisting the assump-
tion of a paternalistic attitude toward 
older adults in the crisis is important.”  
Fifth, “the COVID-19 crisis demands 
fostering the use of modern informa-
tion and communication technolo-
gies among older adults.” Finally, “the 
COVID-19 crisis not only demands 
the best of virology but also the best 
of gerontology for policy guidance and 
understanding the consequences of the 
crisis at large.” An ethical society needs 
to create and enforce public policies 
to best support older adults’ quality of 
life (Morrow-Howell, Galucia, & Swin-
ford, 2020). Employers regarding older 
workers as assets and long-term work-
ers necessitate an attitude shift from 
disability to workplace health promo-
tion and wellness programs (Magnavi-
ta, 2017).

Emerging Legal Cases from the 
Pandemic

A recent U.S. Senate report indicated 
that the unemployment rate for old-
er workers aged 55 and older changed 
from 2.6 percent (February 2020) to 
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13.6 percent (April 2020) (Casey, 2020). 
This dramatic increase belies the need 
to understand potential age discrim-
ination in the workplace, causing an 
increase in cases over recent years (von 
Schrader & Nazarov, 2016). There is ev-
idence that potential lawsuit cases are 
emerging in response to older workers’ 
treatment during the pandemic (Agov-
ino, July 18, 2020). Here are the details 
of an example age discrimination case 
during the time of COVID-19:

Mark Kanyuk, 62, sued Shear-
man & Sterling, saying the law 
firm needed to cut costs due to 
COVID-19 and started by laying 
off one of its oldest employees. 
Kanyuk alleged his co-workers 
joked about his age and that the 
firm fabricated a story about him 
accepting kickbacks to justify 
his dismissal. The firm denied 
the allegations and said he was 
terminated for cause. (Agovino, 
July 18, 2020)

According to Agovino, interviewed 
lawyers purported that there will soon 
be a rise in paternalistic lawsuits due to 
the pandemic. The author explained, 
“[t]hese cases stem from companies vi-
olating the law by taking well-meaning 
actions to protect older workers from 
contracting the virus. For example, a 
company may believe that it is helping 
a 60-year-old by furloughing that work-
er to keep them from interacting with 
others who could potentially have the 
virus. However, that is against the law.”

Displaced older jobseekers en-
countering multiple obstacles may de-
cide to enter early retirement, settle 

for a job they are overqualified for, or 
accept lower pay than they need (Mar-
mora & Ritter, 2015). They may expe-
rience low self-efficacy feelings in the 
job search process, need to rely on their 
pension for financial survival prema-
turely, be depressed, feel socially iso-
lated, and overall psychological tension 
in response to the process (Finnie & 
Gray, 2018). Workplaces and commu-
nity outreach programs for older adults 
need to offer training opportunities in 
interviewing, job-seeking techniques, 
and general job training skill updating 
to make them more viable as job appli-
cants in the workforce and reduce their 
career vulnerability (Madero-Cabib, 
2015; Rix, 1996).

Discouraged Worker Syndrome 
during COVID-19

Who is a discouraged worker? The U.S. 
Bureau of Labor Statistics (September 
2020a) defines a “discouraged worker” 
as an unemployed individual who has 
sought employment during the past 
12 months or since the termination of 
their job within the past 12 months. 
Further, the discouraged worker has 
ceased seeking employment because 
they believe that they are not qualified 
for available jobs or have no relevant 
job positions (U.S. Bureau of Labor Sta-
tistics, September 2020a). As we live 
longer than previous generations on 
average, this will meaningfully extend 
the proportion of our lives spent in the 
workforce. The planning of successive 
careers and remaining competent with-
in our fields/occupations are critical for 
us to successfully “age-in-place” in the 
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workplace, and it should begin as soon 
as we enter the workforce (Müller et al., 
2018).

Over weeks or more extended 
periods to seek employment, the dis-
couraged older adult may merely exit 
the workforce and enter involuntary 
retirement with limited financial re-
sources (Ichino et al., 2017). There is 
a concern that age discrimination in 
workplace policies may discourage old-
er workers and cause many older adults 
to enter retirement before they wished 
or should have retired involuntarily. Job 
loss can have a significant negative im-
pact on their mental and physical health 
and their ability to sustain the quality of 
living standards (Lassus, Lopez, & Ro-
scigno, 2015).

In a pre-pandemic work context, 
work stress affects older workers’ mo-
tivation to remain in the organization 
(Fleischmann et al., 2013). Employers 
need to be sensitive to intensified men-
tal health issues for all employees in 
this time of COVID-19 (Duan & Zhu, 
2020). Still, this effect is complicated for 
qualified older workers encountering 
more protective “barriers” than work-
place engagement opportunities. Fur-
ther exacerbating this issue, these ageist 
attitudes and discriminatory behaviors 
of employers may become internalized 
for older workers and can change their 
attitudes and behaviors (“self-fulfilling 
prophecy”) (Rudolph & Zacher, 2020). 
Older adults may also internalize these 
multiple biases and ageist attitudes, cre-
ating issues of non-adaptive, skewed 
subjective age (“internalized ageism;” 
Morrow-Howell et al., 2020).

Berg-Weger and Morley (2020) 
cautioned that one of these critical out-
comes is the social isolation and related 
“loneliness epidemic.” This social isola-
tion can lead to debilitating feelings of 
anxiety and depression, exacerbating 
older adults’ mental health difficulties 
during a pandemic (Armitage & Nel-
lums, 2020; Brooke & Jackson, 2020; 
Cohen-Mansfield et al., 2016). Further, 
older adults in low- to mid-level income 
regions of the world can experience even 
greater marginalization and discrimina-
tion (Lloyd-Sherlock et al., 2020).

This situation is not only an old-
er worker’s workplace policy issue but, 
instead, it is a broader societal issue. 
There is the concern that this current, 
and possibly predominantly involun-
tary, U.S. retirement trend will signifi-
cantly impact both older adults’ physical 
and mental health and financial secu-
rity. Recent publications have argued 
for public policy reforms. Ideas have 
ranged from targeted paid sick leave 
and Medicare age qualification change 
for older workers during the pandem-
ic (Ghilarducci, 2020a; Ghilarducci & 
Farmand, 2020) to general changes So-
cial Security system to protect better the 
economically vulnerable (Ghilarducci, 
2020b). Efforts to retain qualified work-
ers yield benefits for all key stakehold-
ers, ranging from heightened organiza-
tional commitment to increased work 
satisfaction (Fyock, 2005; Taylor, Shul-
tz, & Doverspike, 2005). The American 
Association of Retired Persons (AARP) 
purported that age discrimination has 
a detrimental impact on both older 
workers and the economy, citing re-
search projecting economic losses due 
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to age discrimination could reach $3.9 
trillion by 2050 (AARP, 2020a). During 
a pandemic and beyond, employers and 
their workforce public policies need to 
support qualified older workers to sus-
tain workforce engagement for the ben-
efit of all society (AARP, 2020b).

It is critical for employers and 
all organizational representatives to 
have a realistic understanding of ag-
ing workers’ capabilities over time and 
avoid reliance upon ageist assumptions 
(Reio & Sanders-Reio, 1999). Creating 
an “age-friendly” working environment 
is crucial for many different workplace 
initiatives (e.g., offering bridge employ-
ment opportunities for retirees; Rau & 
Adams, 2005), especially during a pan-
demic. Interestingly, a recent meta-anal-
ysis by Romero Starke and colleagues 
(2020) suggested that age per se is not 
a significant predictive factor in deter-
mining COVID-19 infection vulner-
ability after adjusting for “age-depen-
dent” risk factors (e.g., compromised 
immunity). This fact needs to be con-
sidered when implementing age-related 
preventative policies such as age-de-
pendent work restrictions (Romero 
Starke et al., 2020). Further, workplace 
policies need to address better issues of 
older adults who do not have access to 
job training resources (e.g., technolo-
gy training) and are vulnerable due to 
physical or economic issues (Halvorsen 
& Yulikova, 2020). Policies regarding 
“active aging” and retention of quali-
fied aging workers must better ensure 
that older adults needing job training 
are given skill updating opportuni-
ties (Johnson et al., 2020; McPhee & 
Schlosser, 2015).

“Jeopardy” Issues for Older 
Workers: Considerations during  
a Pandemic Workplace

The combined effect of two potential 
bias factors, such as age and race, cre-
ates “double jeopardy” in responding 
to older adults in society (Garcia et 
al., 2020). For example, Chatters and 
colleagues (2020) examined this is-
sue with older Black adults during the 
pandemic. They concluded that being 
both older and black was associated 
with practices and policies that elevat-
ed the risk for discrimination. Applied 
to the workplace during the pandemic, 
an analysis of older Black and Hispan-
ic workers’ overall unemployment rates 
in August 2020 indicated a dispropor-
tionate impact on older White workers 
(U.S. Bureau of Labor Statistics, Sep-
tember 2020b).

Gender and age are equally of 
concern for potential double jeopardy 
in the workplace. According to the U.S. 
Bureau of Labor Statistics, in 2020, older 
women aged 55 and older showed high-
er average unemployment trends from 
April through December 2020 than 
combined statistics for their age group. 
The unemployment numbers for older 
women workers did reduce after a sig-
nificant spike (15.4%) in April, but that 
may be due to older women exiting the 
workforce in response to a lack of em-
ployment opportunities (U.S. Bureau of 
Labor Statistics, December 2020). It is 
vital to explore combined issues of old-
er adult identity in understanding po-
tential biases (e.g., “gendered ageism;” 
Spedale, 2018; Spedale, Coupland, & 
Tempest, 2014). There are serious eco-
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nomic issues for older adults, like aging 
women, who live longer and handle 
multiple financial demands necessitat-
ing continued workplace attendance 
(Paz, Doron, & Tur-Sinai, 2018). 

McGregor (2018) purports that 
older women workers can experience 
bias by age, gender, and race, or ethnic-
ity (“triple jeopardy”) in the workplace 
when they should be valued for their 
work experience and diversity charac-
teristics. For older cohorts of women, 
their disrupted or nonexistent work-
force participation in their younger life 
stages created a lack of opportunities to 
enter the workplace in their middle or 
later adulthood. They may have to face 
double jeopardy in biased organization-
al treatment to be a woman and an old-
er adult (Duncan & Loretto, 2004). This 
situation can result in the “feminization 
of poverty” (Pearce, 1978) for many 
older women in today’s society because 
they also may lack financial and social 
support in their later years due to death 
or divorce (Rix, 1996). Additionally, 
even if not in a pandemic, older women 
successfully entering for the first time 
or re-entering the workforce have lim-
ited opportunities and lower earnings 
typically (Rix, 1996). These workforce 
engagement issues appear to be exac-
erbated by the current pandemic, ac-
cording to recent 2020 unemployment 
data (U.S. Bureau of Labor Statistics, 
December 2020).

Ageist Workplace Harassment 
and a Hostile Work Environment 
under COVID-19

Relevant to ageism concerns related 
to employers’ COVID-19 attendance 

policies, age discrimination pertains 
to harassment in the workplace and a 
hostile work environment that might 
impel the older worker to leave (Equal 
Employment Opportunity Commis-
sion (EEOC), June 21, 2020). Harass-
ment in the workplace may be a part of 
ageist COVID-19 employment policies 
but could be hard to prove. Over the 
decades, there have been fluctuations 
in the number of age discrimination 
cases filed by older adults. The evidence 
to prove an age discrimination case has 
become more daunting in Supreme 
Court rulings (Hardy, 2006). 

More progress is needed to pro-
tect the workplace attendance rights of 
qualified older workers. On January 15, 
2020, the House voted 261-155 in favor 
of H.R. 1230, the Protecting Older Work-
ers Against Discrimination Act (POWA-
DA) (H.R.1230, 2020). The POWADA 
bill supports older workers’ rights in 
filing age discrimination complaints by 
permitting “… a complaining party to 
rely on any type or form of admissible 
evidence, which needs only be sufficient 
for a reasonable trier of fact to find that 
an unlawful practice occurred.” Further, 
the POWADA bill supports that “... a 
complaining party shall not be required 
to demonstrate that age or retaliation 
was the sole cause of the employment 
practice.”  These two aims reject the Su-
preme Court’s decision in Gross v. FBL 
Financial Services, Inc. that requires a 
complainant to prove that the employ-
er’s decision was based on the ‘but-for’ 
cause of age (Congress.gov, 2020). Un-
fortunately, there has been a lack of 
support for further passage of the act 
in the U.S. Senate and the White House 
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(GovTrack.us, 2020; Smith, 2020), and 
this further belies the need to address 
employer strategies to support and pro-
tect an aging workforce. 

Strategies for Older Adults’ 
Workforce Engagement during a 
Pandemic (and Beyond)

Reducing ageism has both a societal 
and personal health benefit for older 
adults (Levy et al., 2020). According to 
Marchiondo, Gonzales, and Williams 
(2019), the “wear and tear” effects of 
perceived workplace age discrimina-
tion on older workers’ mental and over-
all health are significant. Public poli-
cies must reduce age discrimination to 
support both older workers’ long-term 
workforce engagement and overall 
health. Workplace policies targeting 
older workers for workforce reduction 
due to COVID-19 can have long-lasting 
effects on employers’ attitudes toward 
the value of retaining older workers and 
the ability of the aging worker to find 
new employment opportunities (Mor-
row-Howell & Gonzales, 2020; Olson, 
August 7, 2017). 

Employers’ attention needs to 
be shifted in focus on ways to cre-
ate “age-friendly” work environments 
(Hardy, 2006; Harris et al., 2018; Sterns 
& Spokus, 2013). Employers should be 
examining workplace policies and pro-
mote workplace training to avoid ste-
reotyping older workers as vulnerable 
(Loretto & White, 2006). Each worker 
and their job flexibility (e.g., ability to 
telecommute) should be judged on a 
case-by-case basis, instead of solely by 
employee age (Loretto & White, 2006). 

Various employment services 
and public policies can support quali-
fied older workers’ extended workforce 
engagement. Abraham and Houseman 
(2020) suggested that workplace pol-
icy reforms should focus on offering 
“targeted” job skill training opportu-
nities, creating specific job placement 
resources, and having job centers with 
specialized staff trained on aging issues. 
Finally, the Senior Community Service 
Employment Program (SCSEP) rein-
stitute funding to support older disad-
vantaged adults seeking employment. 
The value of such policy initiatives goes 
beyond economic security for older 
adults. Zacher and colleagues (2018a, 
2018b) purported that later-life work 
engagement should not only address 
one’s basic life needs but should elicit 
feelings of healthy aging, life satisfac-
tion, and personal fulfillment in the 
workplace. Fair employment policies 
are needed to achieve and sustain old-
er workers’ workforce participation and 
their feelings of occupational well-be-
ing (Cleveland & Hanscom, 2017). 

Summary

“Age” needs to be taken out of 
workplace policies and prac-
tices (Roberts, 2006). Instead, 

workplace policies and practices should 
focus on older workers’ qualifications 
(Ilmarinen & Ilmarinen, 2015). It is 
hoped that such efforts will yield pos-
itive “aging-in-place” outcomes, even  
during a pandemic (Kooij, 2020).

The negative impact of the cur-
rent pandemic on older workers ap-
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pears to be further exacerbated by ageist 
stereotypes of older adults’ capabilities 
(Meisner, 2020). There must be fair and 
equitable standards applied to all qual-
ified employees regardless of age (e.g., 
COVID-19 testing protocols for all em-
ployees). Under the current pandemic 
and beyond, employment policies need 

to be more closely aligned with the 
legislative dictates under the enacted 
ADEA with amendments (1978, 1986). 
Employers must proactively address 
any barriers to workplace attendance, 
such as paternalistic discouragement 
due to COVID-19. 
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The Return of Typhoid Mary? Immigrant 
Workers in Nursing Homes
Shefali Milczarek-Desai, JD, MA and Tara Sklar, JD, MPH 

Abstract

Nursing homes are dependent on immigrant, female labor as nurs-
ing aides, yet these workers are provided with minimal employment 
benefits, which has led to devastating consequences for vulnerable, 
older residents during COVID-19. Emerging research suggests that 
aides are contributors to the increase in coronavirus outbreaks due 
to working in multiple long-term care facilities and refer to these 
individuals as “superspreaders.” Specifically, aides have been tied 
to unwittingly passing on the virus as they may be asymptomatic 
or pressured to work by employers while symptomatic with lim-
ited access to paid sick leave. The plight of these women harkens 
back to “Typhoid Mary”—also a poor, immigrant woman who was 
accused of spreading typhoid fever a century ago. This article ap-
plies lessons learned from Mary’s shocking and tragic trajectory, 
then employs critical race theory and feminist jurisprudence to 
highlight examples of structural and institutional disparities that 
exist in current paid sick leave laws. Recommendations call for im-
proved oversight in delivery of quality and safety in long-term care 
by addressing racial, gender, and economic inequalities through 
paid sick leave laws coupled with strong enforcement. 

Keywords: COVID-19, long-term care, paid sick leave, immigrant 
workers 

¿El regreso de “Typhoid Mary”? Trabajadores inmigrantes 
en hogares de ancianos

Resumen

Los hogares de ancianos dependen de la mano de obra femenina 
inmigrante como auxiliares de enfermería, sin embargo, estos tra-
bajadores reciben beneficios laborales mínimos, lo que ha tenido 
consecuencias devastadoras para los residentes mayores vulnera-
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bles durante el COVID-19. La investigación emergente sugiere que 
los asistentes contribuyen al aumento de los brotes de coronavirus 
debido al trabajo en múltiples instalaciones de atención a largo pla-
zo y se refieren a estas personas como “superpropagadores”. Espe-
cíficamente, los asistentes han estado vinculados a la transmisión 
involuntaria del virus, ya que pueden ser asintomáticos o presio-
nados para trabajar por los empleadores mientras tienen síntomas 
y tienen acceso limitado a la licencia por enfermedad con goce de 
sueldo. La difícil situación de estas mujeres se remonta a “Typhoid 
Mary”, también una mujer pobre e inmigrante que fue acusada de 
propagar la fiebre tifoidea hace un siglo. Este artículo aplica las lec-
ciones aprendidas de la impactante y trágica trayectoria de Mary, 
luego emplea la teoría crítica de la raza y la jurisprudencia feminis-
ta para resaltar ejemplos de disparidades estructurales e institucio-
nales que existen en las leyes actuales de licencia por enfermedad 
remunerada. Las recomendaciones piden una mejor supervisión 
en la prestación de calidad y seguridad en la atención a largo pla-
zo al abordar las desigualdades raciales, de género y económicas a 
través de leyes de licencia por enfermedad pagadas junto con una 
estricta aplicación.

Palabras clave: COVID-19, cuidados a largo plazo, licencia por en-
fermedad remunerada, trabajadores inmigrantes

伤寒玛丽的回归？疗养院的移民员工

摘要

疗养院依靠移民女性劳动力作为护理助手，然而这些员工却
获得最低的就业利益，导致2019冠状病毒病期间脆弱的老年
居民遭受破坏性结果。新兴研究暗示，护理助手对病毒爆发
作贡献，因为前者在多个长期护理设施中工作，研究还将这
些个体称为“超级传播者”。具体而言，护理助手无意地传
播病毒，因为他们可能没有症状,或在雇主压力下工作的同
时出现症状但没有足够的带薪病假。这些女性的困境让人联
想到“伤寒玛丽”，她也是一名贫穷的妇女，100年前被指
责传播伤寒。本文应用了从伤寒玛丽惊人且悲剧性经历轨迹
中得出的经验，随后使用批判性种族理论和女性主义法律，
强调当前带薪病假法中存在的结构性差异和制度性差异。本
文提出建议，呼吁通过带薪病假法和强有力的法律执行，以
应对种族、性别和经济方面的不平等，进而在长期护理的质
量和安全交付过程中提高监管。

关键词：2019冠状病毒病，长期护理，带薪病假，移民员工
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Introduction 

The number of COVID-19 infec-
tions and related deaths in nurs-
ing homes continue to climb 

and, as a result, the underlying labor 
conditions that are contributing to this 
spread are being exposed. Specifically, 
low-wage workers, including women 
of color and immigrants,  employed 
as aides in nursing homes and other 
long-term care facilities comprise near-
ly one-third of the workforce (Zallman 
et al., 2019), and have been linked to 
tens of thousands of COVID-19 deaths 
(Barnett & Grabowski, 2020; Yourish 
et al., 2020; Chen et al., 2020).1 These 
workers are directly responsible for 
providing care to some of the most vul-
nerable Americans due to older age, 
disabilities, or complex medical needs, 
yet their essential work is undervalued 
as shown by low pay and limited ben-
efits. The highly infectious coronavirus 
has formed a deadly intersection where 
low-wage, immigrant women employed 
as aides collide with a medically fragile 
population. This article proposes law 
and policy recommendations that aim 
to prevent further collisions by improv-
ing labor conditions that have been 
shown to decrease rates of infection. 

This article is organized into the 
following four sections. Section I pro-
vides a historical background of how 

1 In March of 2020, nursing homes had been linked to over 316,000 COVID-19 cases and 57,000 
deaths, which at the time represented almost half of all U.S. fatalities from the virus. The Proceed-
ings of the National Academy of Sciences published a study in January 2021, which found that 49 
percent of the COVID-19 outbreaks in nursing homes can be traced to cross-facility staff move-
ment. Available at: https://www.pnas.org/content/118/1/e2015455118.abstract

2 “Salma” was a client in the Workers’ Rights Clinic at the University of Arizona, James E. Rogers 
College of Law, which is a student-run clinic that provides legal advice and representation in the 
areas of employment and labor law to low-wage immigrant workers. 

previous epidemics have exposed gross 
inequalities in workers’ rights and ben-
efits, which created grave risks to public 
health and safety for all Americans. The 
story of Mary Mallon, dubbed “Typhoid 
Mary,” who was a poor, Irish immigrant 
living during the turn of the last centu-
ry has many parallels to a modern-day 
immigrant woman, we’ll call her Salma,2 
who works as a nursing home aide. Sec-
tion II employs critical race theory and 
feminist jurisprudence to analyze cur-
rent structural biases in laws and poli-
cies that lead to inequitable outcomes for 
low-wage, immigrant women. In Section 
III, a detailed overview of employment 
benefits, namely paid sick leave, are re-
viewed in combination with these ana-
lytical frameworks, which together for-
mulate the proposed recommendations 
in Section IV. Notably, many of these 
recommendations could have been pur-
sued long before the COVID-19 crisis 
began unfolding. What has been miss-
ing, until this moment, is the will to pro-
tect low-wage immigrant workers and as 
a result, safeguard the most vulnerable 
members of society.

Historical Background of 
Epidemics and Gross Inequities

The novel coronavirus pandemic 
(“COVID-19” or the “pandem-
ic”) arrived on U.S. shores in 

https://www.pnas.org/content/118/1/e2015455118.abstract
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January of 2020 and is the most recent 
public health crisis to spotlight gross 
inequities embedded in American labor 
and healthcare systems. Throughout 
U.S. history, epidemics have both exac-
erbated and highlighted the challenges 
faced by low-wage immigrant workers. 
The stark similarities between “Typhoid 
Mary,” a poor, immigrant woman who 
was labeled the most dangerous woman 
in America over a century ago (Walzer 
Leavitt, 1996), is detailed below and 
confirms how little has changed in strat-
egies of disease containment. Specifi-
cally, repeating the pattern of “punitive 
disease control” (Hoppe, 2017, p. 19), 
where the focus is on “the need for pro-
tection against individuals who threat-
en the public’s health” (Walzer Leavitt, 
1996, p. 160), instead of the conditions 
those workers find themselves forced to 
endure.

The Story of “Typhoid Mary” 

During the nineteenth and early twenti-
eth centuries, the U.S. experienced sev-
eral typhoid fever epidemics due to the 
contagious nature of the typhoid bac-
terium, Salmonella Typhi. This infec-
tious disease spread disproportionately 
among the poor, in environments that 
lacked widespread sanitation and clean 
water supplies (Walzer Leavitt, 1996). 
One of the most prominent figures 
from that era is a woman named Mary 
Mallon—infamously known as “Ty-
phoid Mary”—who worked as a cook 
for wealthy New Yorkers (Foss, 2020; 
Walzer Leavitt, 1996, p. 29). Like many 
low-wage immigrants working during 

3 As discussed infra at 16, in Mary Mallon’s time, most workplace laws such as paid sick leave did not 
exist for any workers.

COVID-19, Mary had little choice but 
to labor in a frontline industry to earn 
a livelihood (Hoppe, 2017) where she 
was not provided paid sick leave and 
had limited access to healthcare.3 

Mary Mallon was an “immigrant 
woman who made her way” after cross-
ing the ocean by boat from Ireland to 
the U.S. as a teenager (Walzer Leavitt, 
1996, p. xvii). She worked from an early 
age, and like many young, Irish immi-
grant women at the time, job opportu-
nities outside the realm of domestic la-
bor were scarce (Walzer Leavitt, 1996). 
Moreover, historical records and schol-
ars of labor and immigration have de-
scribed that these women: 

[A]ccepted servanthood as a 
fact of life … The conditions of 
[Mary] Mallon’s life as a domes-
tic servant at the turn of the cen-
tury were undoubtedly grim … 
A typical day began at 6:00 A.M. 
and did not end until after-din-
ner cleaning, well into the eve-
ning hours. Usually the women 
were on their feet the entire day, 
except when they took their own 
meals, which were often leftovers 
from the family table. (Walzer 
Leavitt, 1996, p.164) 

Nonetheless, Mary managed to over-
come her humble beginnings, and cul-
tivate a reputation as an admirable cook 
where she rose through the ranks until 
landing a high-status position working 
for New York City’s wealthy elite (Wal-
zer Leavitt, 1996). 
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In the early 1900s, New York City 
and other large metropolitan areas were 
making a great effort to prevent the 
spread of typhoid fever as it was a dead-
ly disease with fatality rates of about ten 
percent (Walzer Leavitt, 1996; Hoppe, 
2017, p. 21). However, like COVID-19, 
not everyone who contracted Salmo-
nella Typhi became ill and there were 
individuals described as “healthy carri-
ers” (Walzer Leavitt, 1996). Health de-
partments were engaged in using con-
tact tracing to identify asymptomatic 
individuals since they had the potential 
to unwittingly spread typhoid to large 
numbers of people, especially if they 
worked in frontline jobs such as food 
preparation (Walzer Leavitt, 1996). 

In 1907, Mary became the focal 
point of one such investigation. Sever-
al members of a wealthy family she had 
cooked for became sick with typhoid 
fever and, partially because it was un-
usual for affluent individuals to come 
into contact with this disease, they hired 
a private investigator to determine the 
source of their illness (Walzer Leavitt, 
1996). Mary, not believing she was a car-
rier because she felt “healthy,” refused to 
provide the investigator with samples of 
her feces, urine and blood for testing. 
Historian Judith Walzer Leavitt (1996) 
notes the fear and anger Mary likely 
experienced at the onset of this investi-
gation (Wu, 2020). The public health in-
vestigator accused Mary of being “dirty” 
when her entire livelihood depended on 
her reputation as a clean, excellent cook.  

Mary’s refusal to cooperate led 
the New York City health department, 
with the aid of the police, to remove 
Mary Mallon forcibly from the home 

she was working at, hospitalize her to 
obtain the requisite samples, and then 
imprison her—without any due pro-
cess or hearing—on New York’s North 
Brother Island for three years (Walzer 
Leavitt, 1996, pp. 19-20; Foss, 2020). 
Mary tested positive as having had Sal-
monella Typhi, and it is believed she 
encountered the bacterium sometime 
during or before 1900. After spending 
three years in forced quarantine, a new 
health commissioner permitted Mary’s 
release in 1910 on the strict condition 
that she not seek employment as a cook 
(Walzer Leavitt, 1996; Foss, 2020). She 
agreed and set about working as a laun-
dress (Walzer Leavitt, 1996; Hoppe, 
2017). This, however, did not pay as 
much as working as a cook, and lacked 
other benefits. 

Over time, Mary grew “frus-
trated with the lower wages of laundry 
work” (Hoppe, 2017, p. 21) and took on 
“an alias to conceal her widely reported 
identity [and] return to cooking,” this 
time at the Sloane Maternity hospital 
(Hoppe, 2017, p.21). Soon thereafter, 
the hospital experienced an outbreak 
of typhoid fever that officials tracked 
to Mary, who was working under a 
pseudonym. Between 1900 and 1915, 
Mary “spread typhoid fever to at least 
53 people, causing three deaths” (Foss, 
2020; Walzer Leavitt, 1996, p. xvii). 
New York City health authorities ar-
rested Mary and sent her back to North 
Brother Island, once again without any 
due process. She lived in isolation and 
practically imprisoned for the next 23 
years until she died in 1938, alone and 
in forced quarantine (Walzer Leavitt, 
1996; Hoppe, 2017; Foss 2020). 
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Around the same time Mary’s 
saga was unfolding, there were “ap-
proximately 400 other healthy carriers” 
of typhoid who had been identified in 
New York. Notably, none of them were 
forcibly removed from their homes and 
institutionally quarantined (Foss, 2020; 
Walzer Leavitt, 1996, p. 54). Walzer 
Leavitt (1996) writes in her biography 
of Mary Mallon that although health 
officials tracked a few of these cases, 
they were all men who neither were ar-
rested nor imprisoned. Walzer Leavitt 
(1996) proposes prevailing gender ste-
reotypes at the time as the reason, not-
ing that they were recognized as heads 
of households and therefore were al-
lowed to continue earning wages for 
their families. By contrast, Mary was an 
unmarried woman with no dependents. 
Katherine Foss (2020), also an histori-
an, adds that Mary’s status as a low-
wage immigrant worker contributed 
to this inequal treatment. Public health 
authorities mandated that other healthy 
carriers stop working in the food ser-
vices industry and required these indi-
viduals to show up for period check-ins 
with officials. Authorities, however, ul-
timately were unsuccessful in keeping 
tabs on most asymptomatic carriers, 
many of whom later were found to have 
returned to preparing food for the pub-
lic. In sum, healthy carriers who were 
predominately male and less likely to 
be from poor, immigrant backgrounds, 
did not receive the punishment that 
Mary endured for similar actions (Wal-

4 “Historians who have studied Mary Mallon’s life have argued that she was not, in fact, a “super-
spreader” in that she infected at most 50 people when many other asymptomatic typhoid carriers 
infected far more people than that.”

5 One sensationally publicized example of this is the case of Josefina Brito-Fernandez, who worked 

zer Leavitt, 1996). 
The story of “Typhoid Mary” is 

instructive because it shows how past 
failures to provide workers’ rights and 
benefits further endangers the public’s 
health and safety during an infectious 
disease outbreak. In addition, efforts to 
restrict, remove or isolate so-called su-
perspreaders (Vandinther, 2020)4 from 
the public, risks discrimination and 
places greater economic burdens on 
those from less privileged backgrounds. 
It is perilous both to individual liberty 
rights and to public health outcomes 
to ignore the labor conditions that en-
courage low-wage, immigrant workers 
to knowingly or unknowingly spread 
contagious diseases (Walzer Leavitt, 
1996; Vandinther, 2020). 

In applying these lessons from 
over a century ago to today, tens of thou-
sands of low-wage immigrant workers 
continue to show up to work even af-
ter being exposed to or falling ill from 
COVID-19 (Jabour, 2020; Jordan & 
Dickerson, 2020; Barbaro & Dickerson, 
2020; Sonmez et al. 2020). Nowhere has 
this stark reality become more evident 
than with low-wage immigrant workers 
who are commonly employed as aides 
within nursing homes (Lee, 2020; Year-
by & Mohapatra, 2020b; Booker, 2020).5 
While nursing home residents are only 
one percent of the population, they 
represent  over 41 percent  of COVID-
related deaths nationwide (Conlen et al., 
2020). Nursing homes and long-term 
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care settings house the most vulnera-
ble to this lethal disease, yet rather than 
take efforts to improve quality and safe-
ty conditions by addressing paid sick 
leave for nursing home aides, as one ex-
ample to curtail the spread, thousands 
of long-term care residents continue to 
die before their time. The following is 
the story of a worker from today’s pan-
demic illustrating the deadly intersec-
tion of low-wage, immigrant workers 
and long-term care. 

Salma’s Story: An Immigrant 
Nursing Homes Aide 

Salma works as an aide in several nurs-
ing homes. She, like many other immi-
grant women, works in multiple facil-
ities in order to earn enough income 
to support herself and her family. She 
spends up to twelve hours a day bath-
ing, dressing, feeding, and medicating 
residents as well as cooking and clean-
ing in the homes.6 When COVID-19 hit 
the United States, Salma’s employer did 
not provide personal protective equip-
ment (PPE), nor did it increase Salma’s 
pay or provide her with hazard pay.7

Salma’s employer also refused to 
provide her with paid sick time off from 

as a home health aide in New Jersey. In April of 2020, Brito-Fernandez went back to work after 
being told to self-quarantine after taking a COVID-19 test. Five members of the home in which 
she worked ended up testing positive for COVID-19, and an 80-year-old patient being cared for by 
Brito-Fernandez died from the coronavirus infection. New Jersey prosecutors charged Brito-Fer-
nandez with endangering the welfare of others in a complaint and summons filed on May 14, 2020. 

6 Mary Mallon too likely would have worked “very long work days with little time off.” (Walzer 
Leavitt, 1996, p. 166). 

7 Similarly, domestic servants like Mary Mallon often “labored under ‘defective sanitation . . . poor 
bathing facilities” and other unclean conditions. (Walzer Leavitt, 1996, p. 166).

8 Importantly, it is the employer’s duty to ensure payment of all state and federal payroll taxes 
and not the employee’s responsibility. 

9 Mary Mallon faced similar “struggle and vulnerability” because “[l]ike others of her status and oc-
cupation, she remained expendable throughout her working careers. She could have been replaced 

work, even though the state in which 
Salma resides has a paid sick time law 
that entitles her to that leave. On the 
occasions Salma requested paid sick 
time, her employer threatened to re-
port her to Immigration Customs and 
Enforcement. When Salma stated she 
had legal status, her employer changed 
tactics and threatened to report her to 
the Internal Revenue Service because 
no payroll taxes had been deducted 
from Salma’s pay since she was paid “off 
the books.”8 Moreover, underlying both 
threats was an implicit message from 
Salma’s employer: assert your rights and 
you will find yourself with greater prob-
lems than lack of paid sick leave, namely 
the loss of your job. Salma’s employer’s 
actions are common among employers 
of low-wage immigrant workers in the 
United States.

Salma, like many low-wage im-
migrant nursing home aides, cannot 
risk being terminated from her employ-
ment especially during COVID-19. The 
nation’s burgeoning unemployment 
rates coupled with decreasing unem-
ployment benefits continue to climb 
as the pandemic remains uncontrolled 
(Walzer Leavitt, 1996;9 Cohen & Hsu, 



182

Journal of Elder Policy

2020). As a result, if she or someone 
in her household becomes ill with the 
novel coronavirus, then Salma will have 
to choose between loss of crucial in-
come or potentially contributing to the 
spread of the virus. Indeed, emerging 
evidence suggests that aides are tied to 
unwittingly increasing COVID-19 out-
breaks, either because they are asymp-
tomatic or their employer has pressured 
them to work while sick (Chen et al., 
2020). 

Salma’s story hearkens back to 
Mary Mallon’s saga on multiple levels. 
During the typhoid epidemic, cooks 
were among the most dangerous super-
spreaders because, given early twentieth 
century hygiene, typhoid bacteria was 
easily spread from one’s fecal matter to 
hands to food (Walzer Leavitt, 1996).10 
During COVID-19, some of the most 
dangerous superspreaders are nursing 
home aides11 especially when they work 
in more than one location (Chen et al., 
2020).12 This is largely due to the type of 
work required to care for an older adult 
and how COVID-19 is transmitted. 
Personal care needs of an older popula-
tion cannot be realistically met without 
some level of physical contact—64 per-
cent need help with bathing, 57 percent 

without any notice. She experienced periods of unemployment.” (Walzer Leavitt, 1996, p. 168).
10 Although early twentieth century hygiene played a large role in the spread of Typhoid Fever, it 

should be noted that United States immigration laws, policies and rhetoric have long cast low-
wage immigrant workers as being dirty or carrying disease especially during infectious outbreaks 
(Aleinikoff et al., 2016). This has also been the case during the COVID-19 pandemic. (Dickerson 
and Shear, 2020).

11 “With an elderly resident population, many with underlying chronic medical conditions, congre-
gate living quarters, and routine contact with staff members and outside visitors, nursing homes are 
particularly vulnerable to outbreaks of respiratory pathogens” (Chen et al., 2020).

12 In this recent large empirical study based on geo-location data collected from smartphones, re-
searchers found that nursing homes with staff employed at multiple nursing home facilities experi-
enced greater COVID-19 outbreaks.

with walking, 48 percent with dressing, 
40 percent with toileting, and 42 per-
cent have dementia—making hand-
washing and other safety measures dif-
ficult to implement (Coe & Harold Van 
Houtven, 2020). 

Indeed, as more evidence be-
comes available, aides like Salma, and 
similar low-wage immigrant workers 
are increasingly identified as major con-
tributors to the spread of the coronavi-
rus (Chen et al., 2020; Zimmer, 2020). 
However, unlike Mary, federal and state 
paid sick leave laws now exist that are 
designed to protect workers and the 
general public from devastating disease 
outbreaks. As the next section explains, 
however, these laws are not providing 
the protection workers like Salma need 
in order to stop the spread of the virus. 

Structural Labor Inequities 
Through the Lens  
of Critical Race Theory and 
Feminist Jurisprudence

Critical race theory and feminist 
jurisprudence demonstrate how 
race and gender impact certain 

population groups during pandemics, 
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in part, by showing that these groups 
lack access to benefits from laws and 
policies, such as paid sick leave (Bridges, 
2019).13 Taken together, these analytical 
frameworks focus “on the law’s role in 
mitigating, perpetuating, or exacerbat-
ing” the challenges faced by women of 
color (Bridges, 2019).14 In the context of 
COVID-19, these critical lenses reveal 
and examine inequities within the labor, 
employment and public health spheres 
that have contributed to high numbers 
of COVID-19 infections and deaths in 
America’s nursing homes. Specifically, 
they consider whether people of color, 
immigrants, and/or women are dispro-
portionately affected by the pandemic 
and if so, why and how. In asking these 
questions, critical race theory and fem-
inist jurisprudence interrogate the effi-
cacy of existing paid sick leave laws and 
policies within the COVID-19 context 
and propose recommendations to bet-
ter protect vulnerable groups.

Public health scholars have long 
known that disease outbreaks are far 
more devastating to racial and ethnic 
minorities in the United States than 

13 Critical Race Theory (“CRT”) “emerged in the 1970s and 1980s” and is based on the notion that 
the legal system itself “plays a crucial role in maintaining the significance of race” (Bridges, 2019, 
p. 87). Despite its name, CRT does not stop its analysis of structural inequities at race, but rather is 
concerned with the intersectionality of oppressions that exist in law and society including gender, 
class, and sexual orientation. 

14 Referring to the intersection of critical race theory and feminist jurisprudence as “critical race fem-
inism.”

15 Following Khiara Bridges’ lead, this paper “uses the term Latinx, instead of Latino/a . . . as a gender 
inclusive, non-binary reference to people of Latin American descent” (Bridges, 2019, p. 1).

16 The data set forth in this article was the result of a Freedom of Information Act Requested directed 
to the Centers for Disease Control to obtain the first set of comprehensive data, representing over 
half of the country, on COVID-19 infections and deaths by race and ethnicity. 

17 Pointing out that these numbers are actually skewed low because the white people dying from 
COVID-19 mostly reside in nursing homes; in other words, the rates at which Black and Latino in-
dividuals contact and die from the virus are much higher when compared to the general population 
of white individuals as opposed to all whites who have contracted and died from the virus. 

for their white counterparts. Examples 
from both the 1918 influenza and the 
2009 H1N1 pandemics show similar 
disparate outcomes occurring during 
COVID-19 (Yearby & Mohapatra, 
2020a). The COVID-19 pandemic has 
had a grossly disproportionate im-
pact on Black, Latinx,15 and immigrant 
workers both in terms of susceptibility 
of contracting the virus and severity of 
the illness up to and including death 
(Oppel et al., 2020;16 Barbaro et al., 
2020; Beyer, 2020; Gebeloff et al., 2020; 
Calderon et al., 2020). Data collected by 
the Centers for Disease Control from 
640,000 infections across nearly 1,000 
U.S. counties shows that Black and Lat-
inx individuals are three times as like-
ly to become infected from the novel 
coronavirus and twice as likely to die 
from it (Oppel et al., 2020).17 A report 
by Congress’ Joint Economic Commit-
tee further found that the working poor 
and people of color have been “hit hard-
est” by the virus “far out of proportion 
to their numbers” (Beyer, 2020). 

While pre-existing conditions 
might explain, to some degree, why 
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Black, Latinx, and immigrant commu-
nities have higher death rates during 
pandemics (Villarosa, 2018), comor-
bidities do not account for higher infec-
tion rates (Oppel et al., 2020; Barbaro et 
al., 2020). Rather, critical race theorists 
have posited that “[r]acial and ethnic 
minorities are disproportionately im-
pacted during pandemics . . . not due 
to any biological difference between 
races, but . . . as a result of social fac-
tors” (Yearby & Mohapatra, 2020a or 
b?). Congress’ Joint Economic Com-
mittee reached the same conclusion in 
stating that “[w]hile it has long been 
understood that wealth, race and health 
are closely tied, COVID-19 has focused 
attention on the high human cost of 
structural inequalities in American so-
ciety” (Beyer, 2020). 

One of the most determinative 
social factors contributing to racial and 
ethnic minorities’ increased risk of ex-
posure to disease during pandemics is 
the type of work performed by these in-
dividuals (Yearby & Mohapatra, 2020a; 
Oppel et al., 2020; Barbarao et al. 2020). 
Black, Latinx and immigrant workers 
in the United State are more likely to 
be employed in low-wage jobs with-
in frontline, essential industries “that 
do not provide the option to work at 
home and [these workers] cannot af-
ford to miss work even when they are 
sick” (Yearby & Mohapatra, 2020a; Cal-
derone et al., 2020).18 During the H1N1 
outbreak, a national survey reported 

18 Discussing findings by public health experts in New York finding that immigrants working in low-
wage jobs in their state do not have the option to work from home and as a result, have much 
greater risk of exposure to COVID-19 when they are on the job.

19 One Latinx immigrant mother is quoted in the article saying, “We have to go out to work . . . [w]e 
have to pay our rent. We have to pay our utilities. We just have to keep working.”

“racial and ethnic minorities were un-
able to practice social distancing or 
stay at home . . . because they could not  
work at home and lacked paid sick 
leave” (Yearby & Mohapatra, 2020a; 
Kumar et al., 2013). Similarly, emerg-
ing country-wide data and regional 
studies on the impact of COVID-19 
on low-wage workers demonstrate that 
the same factors—inability to telework 
coupled with lack of access to paid sick 
leave—are significantly contributing to 
this pandemic’s disparate impact on ra-
cial and ethnic minorities (Hammonds 
& Kerrissey, 2020; Oppel et al., 2020;19 
Calderone et al., 2020). 

The largest data collected on 
essential, low-wage workers and 
COVID-19 to-date is based on a Spring 
2020 survey conducted in Massachu-
setts with 1600 participants, 72% of 
whom were women (Hammonds & 
Kerrissey, 2020). The responses re-
vealed that over half of the workers sur-
veyed did not believe their employers 
were taking the proper precautions to 
protect them from COVID-19 (Ham-
monds & Kerrissey, 2020). These work-
ers, however, “lacked the option to quit” 
if they felt unsafe because “[w]ith little 
savings, low-wage workers depend on 
their paycheck—walking away can feel 
like it is not an option” (Hammonds & 
Kerrissey, 2020). The survey also found 
that despite Massachusetts’ paid sick 
time law and the new federal emergen-
cy paid sick time law specifically creat-
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ed for workers during the current pan-
demic, a large percentage of surveyed 
workers lacked access to paid sick time 
off from work (Hammonds & Kerrissey, 
2020). When these workers are em-
ployed in frontline essential industries, 
such as nursing homes, showing up to 
work sick has “critical public health im-
plications” (Maloney & Schumer, 2010 
p. 8;20 Quandt et al., 2020;21 Sonmez et 
al., 2020). 

Women of color especially are 
impacted by the COVID-19 pandemic 
because, as census data show, “one in 
three jobs held by women has been des-
ignated as essential during this pandem-
ic, and nonwhite women are more likely 
to be doing essential jobs than anyone 
else.” This is borne out in the home 
health care industry, where two-third of 
the workers are women of color. Thus, 
nursing home aides like Salma are more 
likely than other workers to be exposed 
to, contract, and spread COVID-19 
(Yearby & Mohapatra, 2020a; Quandt 
et al., 2020; Sonmez et al., 2020; Yearby 
& Mohapatra, 2020b).22 

When the COVID-19 crisis in 
nursing homes is viewed through the 
lenses of critical race theory and femi-
nist jurisprudence, it becomes clear that 

20 Nationwide data shows that this is true for immigrant workers in the agricultural and hospitality 
industries as well.

21 Finding that Latinx farmworkers are “deemed essential” and therefore cannot shelter at home to 
reduce their risks of contracting COVID-19.

22 Stating that “Ninety percent of home health care workers are women, and two-third of them are 
women of color” many of whom are living below federal poverty guidelines and lack health insur-
ance.

23 The FLSA initially excluded protections for domestic workers, who at the time overwhelmingly 
were poor, black women and other women of color. These exclusions can be traced to the aftermath 
of the Civil War and the Antebellum South. The National Labor Relations Act, continues to exclude 
domestic workers from its protections. Although nursing aides working in long-term care facili-
ties are not considered domestic workers, it is important to note that the law’s systemic failure to 

race and gender are implicated in terms 
of who is most likely to get sick from 
and spread the virus. Next, this paper 
utilizes these analytical frameworks to 
explain why existing laws and policies 
do not protect the very groups most in 
need of them.   

Failures of Current Paid Sick 
Leave Laws: Underreported, 
Underenforced, and 
Underfunded

When Mary Mallon and oth-
er immigrant women like 
her eked out a living cook-

ing, cleaning and caregiving for oth-
ers, there were no laws requiring that 
workers earn a minimum amount per 
hour, be paid more if they worked over 
a certain number of hours a week, or be 
paid for time they had to take off from 
work due to illness. This all changed in 
1938, when one of the most important 
pieces of New Deal legislation, the Fair 
Labor Standards Act (“FLSA”), was en-
acted. The FLSA requires employers to 
provide workers with a federal, hourly, 
minimum wage, and overtime pay (i.e., 
time and a half) for all hours worked 
over forty in a seven-day work period.23 
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The FLSA’s savings clause explicitly 
states that it is a floor so states may leg-
islate a higher minimum wage or over-
time rate, and many states and some 
localities have done so.24 Slower to take 
hold has been the right of a worker to 
collect pay even when she cannot work 
due to illness or the need to care for her 
own or a family member’s health. It is 
this right, which most of the world’s 
wealthiest countries adopted long ago 
(DeSilver, 2020;25 Garrity, 2017), that 
is a focal point because low-wage im-
migrant workers’ inability to access 
paid sick leave is a critical factor in the 
spread of COVID-19 in nursing homes 
(Yearby & Mohapatra, 2020a; Barnett & 
Grabowski, 2020). 

In the United States, it has been 
state and local governments, not the fed-
eral government26 (Weston Williamson, 
2019; Garrity, 2017), that have led the 
charge in enacting paid sick time legis-

protect immigrant women who work in long-term care facilities can be traced, in part, to historical 
legal exclusions of women of color in similar, caregiving industries where they make up a large 
portion of the workforce (Lin, 2013).

24 ARIZ. REV. STAT. ANN. §23-363 et seq. (2020) (establishing Arizona’s state minimum wage at a 
rate higher than the federal minimum wage); FLAGSTAFF, ARIZ., CODE § 15-01 (2016) (estab-
lishing a minimum wage for the City of Flagstaff that exceeds the state minimum wage beginning 
in 2020).

25 “The U.S. and South Korea are the only two countries in the Organization for Economic Cooper-
ation and Development where paid sick leave is not guaranteed . . . [a]ll European Union member 
countries have some form of paid sick leave.”

26 Prior to the COVID-19 pandemic, the only federal leave law that existed was the Family and Med-
ical Leave Act (“FMLA”), which provides up to twelve weeks of unpaid leave and job restoration 
protection to certain qualifying workers who need to take time off because they are seriously ill, or 
are caring for a seriously ill family member or a new child. 29 U.S.C. §§ 2601 et seq. This law, does 
not cover a workers’ short-term illness such as those caused by most viruses, including coronavirus, 
and applies only to employers who have 50 or more workers within a 75-mile radius and workers 
who have been at their place of work for one year.

27 S.F., CAL., ADMIN., CODE §§ 12W .1-.16 (2019), https://sfgov.org/olse/PAID-SICK-LEAVE-OR-
DINANCE-PSLO.

28 Milwaukee’s law, which was passed by voter referendum, was later repealed by the state legislature.
29 Noting that Arizona’s and Washington’s laws were passed by voter initiative. 
30 Noting that the current number of paid sick time laws on the books do not reflect laws that have 

been repealed or passed by municipalities but preempted by hostile state legislatures.

lation. San Francisco was the first juris-
diction to pass a paid sick time law in 
the United States in 2006 (San Francisco 
Paid Sick Leave Ordinance, Adminis-
trative Code Chapter 12W, 2019)27 with 
Washington D.C., Seattle, and Milwau-
kee passing similar laws soon thereafter 
(Wash, D.C. Code § 32-131.02 (2014); 
Seattle Wash., Code §§ 14.16.010-.130 
(2019); Milwaukee, Wis., Ordinances § 
112 (2008);28 Weston Williamson, 2019; 
Garrity, 2017). In 2012, Connecticut 
became the first state to pass a paid 
sick time law, followed by a succession 
of others (Garrity, 2017).29 Currently, 
eleven states and nineteen local juris-
dictions, including cities and counties, 
have enacted some form of paid sick 
leave for their workers bringing the to-
tal number of nationwide paid sick time 
laws to thirty (A Better Balance, 2020a; 
see also Weston Williamson, 2019).30

These laws require that workers 

https://sfgov.org/olse/PAID-SICK-LEAVE-ORDINANCE-PSLO
https://sfgov.org/olse/PAID-SICK-LEAVE-ORDINANCE-PSLO
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be permitted to take time off and be 
paid for that time when they or a family  
member is “sick, injured, or seek-
ing medical treatment (including for 
mental health and preventative care)” 
(Weston Williamson, 2019; A Better 
Balance, 2020a). Some paid sick time 
laws also permit workers to be paid for 
time away from work caused by domes-
tic violence or a public health emergen-
cy like COVID-19 (see e.g., Arizona 
Revised Statutes Title 23. Labor § 23-
371). Importantly, all state, county and 
municipal paid sick time laws are based 
on an accrual model, which means that 
workers must earn their paid sick time 
hours (Weston Williamson, 2019). In 
Arizona, for example, workers earn one 
hour of paid sick time for every thir-
ty hours worked and can use between 
twenty-four (three eight-hour days) 
and forty hours (five eight-hour days) 
of paid sick leave in any given year de-
pending on the number of employees 
at their place of work (Arizona Revised 
Statutes Title 23. Labor § 23-372-73). 
This is typical of paid sick time laws 
across the country (Weston William-
son, 2019). 

Since 2005, Congressional Dem-
ocrats repeatedly have tried but failed 
to pass national, universal paid sick 
leave legislation. The purported law—
the Healthy Families Act (“HFA”)—
would have provided much the same 
rights that now exist under the thirty 

31 The federal law would have been more generous than most local laws in that it would have per-
mitted workers to earn up to seven days of paid sick leave time in a year so long as their workplaces 
contained fifteen or more employees.

32 Finding that in “nearly half (49 percent) of all Latino employees in businesses with more than 15 
employees have no access to paid sick leave.”

jurisdictions with earned paid sick 
time laws (Garrity, 2017).31 When the 
H1N1 pandemic struck in 2009, im-
pacting millions of American workers, 
members of Congress tried to pass the 
“Pandemic Protection for Workers, 
Families, and Businesses Act,” which 
would have provided seven paid sick 
days to a worker who had contracted 
the virus or who had to care for a de-
pendent who had fallen ill from H1N1 
(Garrity, 2017). This legislation also 
failed to become law. Soon thereafter, 
Congress’ Joint Economic Committee 
issued a report estimating that if the 
HFA had been in place in 2010, it would 
have provided at least 30.3 million ad-
ditional workers in America with paid 
sick leave (Maloney & Schumer, 2010). 
Thus, long before COVID-19 hit Amer-
ican shores, Congress’s failure to enact 
a federal paid sick time law has sus-
tained and perpetuated racial and gen-
dered inequities that force low-wage 
immigrant women like Salma to report 
to work sick thereby also endangering 
America’s older populations (Maloney 
& Schumer, 2010, p. 7).32

COVID-19 and Universal Paid 
Sick Leave

Stalwart political resistance to passing 
a national, universal paid sick leave 
law finally gave way amidst fears of the 
highly contagious and deadly nature of 
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COVID-19 (Bridges, 2019).33 In March 
of 2020, Congress passed the historic 
Families First Coronavirus Relief Act 
(“FFCRA”)—the first federal law ever to 
provide workers with a right to paid sick 
time (116 P.L. 127, 2020 Enacted H.R. 
6201; Boyens, 2020). The law, however, 
is temporary in nature and limited in 
scope. It is effective only from April 1 to 
December 31, 2020, and applies only to 
leave taken for COVID-19 purposes.34 
Specifically, the FFCRA provides up to 
80 hours (two weeks at eight hours a 
day) of paid sick time to workers whose 
employers are public agencies or private 
employers with less than 500 employ-
ees if a worker is 1) unable to work or 
telework due to COVID-19 symptoms 
and is seeking a diagnosis, 2) ordered to 
quarantine for a COVID-19 reason by 
a governmental entity or physician, 3) 
caring for someone who has been sub-
ject to such an order, or 4) caring for 
their children due to school or daycare 
closures related to COVID-19. 

The exemption for companies 
with 500 or more employees has neg-
ative implications for low-wage work-
ers in long-term care and the residents 
they serve as the majority of operators 
in this industry are large, for-profit en-
tities who are exempt from FFCRA.35 
Additionally, long-term care, especially 
in home health care arrangements fre-
quently employ aides as independent 

33 Critical race and feminist jurisprudence would also prompt us to ponder whether the reluctance to 
pass universal paid sick leave is based, in part, on an effort to sustain hegemonic labor systems that 
maintain social hierarchies that disadvantage low-wage workers, women, and/or people of color. 

34 Importantly, the law guarantees employers a dollar-for-dollar refundable tax credit through the 
Treasury Department.

35 See Private Equity Ownership is Killing People at Nursing Homes, 2021, available at: https://www.
vox.com/policy-and-politics/22295461/nursing-home-deaths-private-equity-firms

contractors making it so they are not 
entitled to paid sick leave under FF-
CRA. This type of unstable employment 
classification reflects a larger issue pres-
ent—what is known as the ‘gig econo-
my,’ which disproportionately impacts 
low-wage workers, including women of 
color and immigrants. The systematic 
misclassifying of regular employees as 
independent contractors denies them 
protection from workplace laws. De-
spite the FFCRA’s broad exemptions for 
certain workers it is the closest thing to 
a universal paid sick time policy in the 
United States.

Of paramount importance is that 
all paid sick time laws—state, local, as 
well as the FFCRA—contain anti-retal-
iation provisions (Arizona Revised Stat-
ute §23-374 (2020); 116 P.L. 127 §§5104-
05, 2020 Enacted H.R. 6201). In other 
words, employers may not take adverse 
employment actions against workers 
who request, assert their right to, and/
or take paid sick leave. Adverse employ-
ment action can take many forms, in-
cluding reduction in hours, reduction in 
pay, disciplinary action, the creation of 
a hostile work environment, a change of 
job assignment or duties, and, of course, 
termination (116 P.L. 127 §5105, 2020 
Enacted H.R. 6201; FLSA § 215(a)(3)). 
Anti-retaliation provisions in some state 
and local paid sick time laws are quite 
robust, stating that employers will be 
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presumed to have retaliated if a work-
er experiences adverse employment ac-
tion within a certain time period after 
requesting and/or taking paid sick time 
leave (Weston Williamson, 2019; Arizo-
na Revised Statutes Title 23. Labor § 23-
364(B)).36 Although the FFCRA does 
not contain this type of heightened an-
ti-retaliation protection, it clearly states 
that an employer “may not discharge, 
discipline, or otherwise discriminate 
against any employee who takes paid 
sick leave under the FFCRA and files 
a complaint or institutes a proceeding 
under or related to the FFCRA” (116 
P.L. 127 §5105, 2020 Enacted H.R. 
6201; FLSA § 215(a)(3)). These anti-re-
taliation provisions, as well as the pen-
alties (FLSA §§ 216-217) that attach to 
employer violations of paid sick time 
laws, including retaliation, are meant 
to signal to employers that they will 
incur greater cost by violating the law 
than they will by simply abiding by it. 

Putting aside for the moment the 
temporary and limited nature of FF-
CRA leave, and the fact that over 33.5 
million workers in America continue 
to lack paid sick time for illnesses oth-
er than COVID-19 (A Better Balance, 
2020a),37 existing paid sick leave laws, 
at least on their face, appear to pro-
vide a decent measure of protection for 
workers. The problem, however, occurs 
when it comes to accessing and enforc-
ing the rights promised by these laws. 
It is at this confluence that the ideal of 

36 Creating a presumption of retaliation if adverse action is taken within ninety days of an employee 
asserting her right to paid sick time.

37 This count only includes private sector workers.
38 Finding that despite Massachusetts’s robust paid sick leave law, large numbers of low-wage 

workers did not access it.

paid sick leave collides with the reali-
ties of low-wage immigrant workers 
lives. Relatedly, an effective paid sick 
leave law needs to ensure that workers’ 
regularly scheduled paychecks are not 
reduced if they take sick leave. As many 
low-wage workers depend on every 
paycheck to meet basic needs, it would 
effectively function as a deterrent to re-
quest sick leave if their regular pay was 
reduced since they may not be able to 
wait for the funds to be added to a later 
check.    

Failures of Paid Sick Leave Laws 
for Low-Wage, Immigrant Workers 

Even when low-wage immigrant work-
ers have the legal right to accrue and/
or use paid sick leave they either cannot 
or do not use it to stay home when they 
have been exposed to COVID-19, as 
in the case of Josefina Brito-Fernandez 
(Conlen et al., 2020; Hammonds & Ker-
rissey, 2020),38 or when they have fall-
en ill due to some other health reason. 
This has been dubbed the problem of 
“presenteeism,” and it is a grave threat 
during a pandemic (Garrity, 2017). 
The phenomenon of employees show-
ing up to work sick, especially when 
those workers, like Mary Mallon, work 
in the food and other frontline indus-
tries, is a leading cause of disease out-
breaks such as the norovirus outbreak 
that took place aboard a cruise ship in 
2012 (Garrity, 2017), contributed to the 
spread of the H1N1 virus in 2009 (Gar-
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rity, 2017; Maloney & Schumer, 2010, 
pp 2-3), and generally has been “linked 
to the spread of harmful contagions 
to co-workers and customers” (A Bet-
ter Balance, 2020b).39 Not surprising-
ly, presenteeism is strongly correlated 
with workers’ lack of access to paid 
sick leave rights (Kumar et al., 2013, p. 
1408). To reduce presenteeism, schol-
ars, researchers, and policymakers have 
advocated for the passage of a universal 
paid sick leave law or expanding paid 
sick time laws into states and localities 
that do not have them. But Salma’s story 
shows that this will not be enough, and 
critical race and feminist jurisprudence 
helps explain why.

Low-wage workers, and espe-
cially Black, Latinx and female work-
ers within this category, are far less 
likely than their counterparts to have 
access to paid sick time. Although this 
is due in part to the lack of a universal 
paid sick leave law or the numerous ju-
risdictions that have not passed local 
sick time laws, it does not explain why 
workers like Salma are less likely to ask 
for and use paid sick leave even when 
they have the legal right to do so. The 
reason Salma articulated for her hesita-
tion to ask for paid sick time she had 
earned is the same for most workers in 
her position: fear of employer retalia-
tion (Dunne, 2000).40 

The first fear, shared by low-wage 
workers from diverse backgrounds, is 

39 Citing a study conducted in 2009 in support of passing the Healthy Families Act.
40 Citing the federal court for the Northern District of California for the proposition that “[i]t needs 

no argument to show that fear of economic retaliation might often operate to induce aggrieved 
employees quietly to accept substandard conditions.”

41 There are few exceptions to this broad exclusion involving immigrants seeking visas based on hav-
ing been victims of trafficking, gender-based violence (such as domestic violence), and who have 

that of economic retaliation, including 
cut wages, reduced hours, and termina-
tion (Dunne, 2000). Then there is the 
additional fear faced by immigrant 
workers that their employers will re-
port them to immigration authorities, 
which may affect their immediate or 
extended family members even if they 
themselves possess documentation and 
work authorization (Dunne, 2000). 
Even though all paid sick time laws 
contain anti-retaliation provisions, en-
forcement of these provisions is anoth-
er matter. 

Workers who request and are de-
nied paid sick time, or who are retali-
ated against for seeking or taking paid 
leave, have two options: they may file a 
complaint with the appropriate federal 
or state regulatory agency or sue their 
employer to enforce their rights. The 
vast majority of low-wage workers fall 
into the “access-to-justice” gap, in that 
they lack the financial wherewithal to 
hire and pay private attorneys to rep-
resent them in a lawsuit, but they also 
cannot access free legal services be-
cause they make just enough to disqual-
ify them from free legal services. More 
commonly, however, low-wage immi-
grant workers are excluded from free 
legal services because federally funded 
legal aid offices are prohibited from as-
sisting immigrants without documen-
tation41 (Heeran, 2011). This means 
that making a complaint with officials 
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tasked with enforcing sick time laws is 
the most readily available remedy. If the 
violation or retaliation occurred under 
the FFCRA’s emergency paid sick time 
law, the pertinent agency is the U.S. De-
partment of Labor (“DOL”) (116 P.L. 
127, 2020 Enacted H.R. 6201). 

The COVID-19 pandemic, how-
ever, has made it painfully apparent that 
DOL lacks the resources to respond to 
the deluge of complaints being filed by 
distraught workers (Labor Department 
Report, “National Employment Law 
Project,” 2020). Even before the novel 
coronavirus, DOL was woefully under-
staffed (Foo, 1994, p.2204).42 The same 
is true for many state and local agencies 
(Romm, 2020). As a result, most paid 
sick leave laws in the United States are 
substantially underenforced, making 
them practically worthless to workers 
like Salma because “[a] legal right that 
cannot be enforced is not really a right 
at all” (Dunne, 2000, pp. 636-37). 

The mere existence of laws like 
the FFCRA that promise up to 80 hours 
of emergency paid sick time during the 
COVID-19 crisis, or state and local laws 
that allow workers to earn and use paid 

assisted in criminal investigations.
42 “Under President Carter, the DOL had 1600 wage and hour inspectors to police ninety million 

workers. Under President Reagan, the number was slashed to 700, and has increased only to 800 
during President Clinton’s tenure.”

43 A third intervention beyond the scope of this paper is state payment of paid sick time to workers 
rather than requiring employers, who understandably worry about being able to pay sick workers 
who are not at work while also paying for replacement labor. The FFCRA begins to do this by reim-
bursing employers for paid sick time costs through dollar-for-dollar tax reimbursements. Even this, 
however, is not ideal because many employers will be unable to even front costs especially during 
the deep economic recession precipitated by the COVID-19 pandemic. A recent study shows that 
leave “claims surged to unprecedented levels” in at least two states – California and Rhode Island 
– that provide direct payments to workers who take time off for illness or caregiving “beginning in 
early March.” 

44 Stating that “this data suggests that these states began helping workers even while federal legislation 
to provide emergency paid sick and family leave was still under debate” in Congress.

sick time for a broad range of health-re-
lated reasons, is not enough. Moreover, 
these laws and their regulatory and en-
forcement mechanisms, however well 
intended, do not consider the lived real-
ity of large swaths of the low-wage work-
force including immigrant women like 
Salma. To ensure that these essential, 
frontline workers can access existing 
and future rights to paid sick leave, addi-
tional measures must be implemented. 

Recommendations: A 
Preventable Deadly Intersection

Paid sick time laws, alone, do not 
prevent low-wage immigrant 
women from becoming super-

spreaders among vulnerable popula-
tions. What policymakers have failed to 
consider is what will be needed for these 
laws to become more viable for workers 
like Salma. Two interrelated interven-
tions, both informed by critical race 
theory and feminist jurisprudence, pro-
vide a starting point43 (Boyens, 2020).44

First, paid sick time laws must be 
enforced consistently and at much high-
er volume than is currently being done. 
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Part of the problem is lack of resources 
to fund state and federal labor agencies 
at a level that would enable them to hire 
adequate staff to investigate and process 
worker complaints. Currently, all but 
eight states and Washington D.C. en-
force paid sick time laws through a cen-
tralized labor agency (Gerstein, 2020). 
This approach to enforcement not only 
drastically limits the number of claims 
that can be processed at a given time, but 
it also alienates low-wage workers, espe-
cially people of color and immigrants, 
who are distrustful of officials who op-
erate at a remove from their commu-
nities (Gordon, 2005; Walzer Leavitt, 
1996).45 Alternatively, if low-wage im-
migrant workers could see, speak with, 
and/or walk into the offices of local of-
ficials to file claims, then they would be 
more likely to do so. Decentralizing and 
spreading the burden of paid sick time 
law enforcement to city, county, and 
state attorney offices would simultane-
ously break down barriers low-wage im-
migrant workers face in filing paid sick 
time complaints and increase the num-
ber of complaints being acted upon. 
This recommendation could lead to 
more impact-style litigation (which la-
bor agencies are ill-equipped to handle 
and rarely engage in) that reverberates 
beyond a single case (Gerstein, 2020).46 

45 Mary Mallon was similarly distrustful of the New York health authorities that implored her to stop 
cooking for a living.

46 At least fourteen states are following a similar strategy in the occupational safety and health realm; 
these states have enacted local laws and enforcement mechanisms to fill the gap created by an 
absence of national standards addressing workplace safety specific to the COVID-19 pandemic 
(Berkowitz, 2020).

47 A collaborative of public health researchers at Northern Arizona University’s Center for Health 
Equity Research working in conjunction with the Workers’ Rights Clinic at the James E. Rogers 
College of Law currently are launching a project that will collect data to determine whether the 
amount of paid sick leave taken by low-wage immigrant workers would increase based on targeted 
outreach and education through community health workers.

48 See Worker Centers, Organizing Communities at the Edge of a Dream, available at  https://digital 
commons.ilr.cornell.edu/cgi/viewcontent.cgi?article=1018&context=books 

Second, localizing paid sick time 
enforcement creates greater opportu-
nities for outreach and education. Al-
though studies are underway,47 it is not 
yet well understood whether low-wage 
immigrant workers and their employ-
ers, many of whom run small business-
es and/or hail from immigrant com-
munities themselves, fully understand 
the right to paid sick leave much less 
how to access this right. Anecdotal ev-
idence from workers’ rights clinics na-
tionwide suggests that the right to paid 
sick leave is not well understood and 
many workers with these demograph-
ic backgrounds do not know these 
laws exists. Tasking and funding local 
city and county attorney offices with 
conducting “know-your-rights” and 
“know-your-obligations” presentations 
to their low-wage worker and employ-
er communities could increase both 
the number of workers willing to seek 
paid sick leave as well as the number of 
employers willing to provide it without 
resorting to retaliation. Additionally, 
collaboration with immigrant worker 
centers is another key resource as low-
wage immigrants often turn to these 
centers for self-help and advocacy, and 
their outreach could include better nav-
igation of paid sick leave laws.48 

https://digitalcommons.ilr.cornell.edu/cgi/viewcontent.cgi?article=1018&context=books
https://digitalcommons.ilr.cornell.edu/cgi/viewcontent.cgi?article=1018&context=books
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 The coronavirus has devastated 
nursing homes across the country, kill-
ing over 160,000 residents and workers 
at the time of this writing (American 
Associations of Retired Persons Nursing 
Home COVID-19 Dashboard, 2021). 
Those numbers only reflect deaths re-
ported (there may be many more un-
reported cases) and they don’t account 
for pain and suffering related to a coro-
navirus infection, especially when it is 
acquired at an older age. Low-wage im-
migrant workers employed in multiple 
nursing home facilities did not cause 
the pandemic, but poor infection con-
trol, largely caused by inadequate staff-
ing has allowed the virus to spread (Sk-
lar & Terry, 2020). Enforced paid sick 
leave laws can help curtail an infectious 
disease that has spiraled out-of-control, 
but efforts such as those highlighted 
above must be made to ensure that low-
wage workers are able to both realize 
and access their rights.

Conclusion

Scholars who have studied Mary 
Mallon and similar tragic stories 
of poor, immigrant women frame 

the narrative in terms of a seemingly 
irreconcilable tension between “how 
to protect the public’s health and at the 

same time maintain the rights and free-
doms of individuals” (Walzer Leavitt, 
1996, p. 205; Hoppe, 2017; Foss, 2020). 
In sum, these societal goals much be 
pursued together. Protecting low-wage 
immigrant workers simultaneous-
ly safeguards nursing home residents 
during COVID-19 or other infectious 
disease pandemics. Specifically, the 
provision and enforcement of paid sick 
leave rights both protects vulnerable 
members of the public and helps curtail 
COVID-19 and future outbreaks.
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Abstract

This article exposes the tragic relationship between for-profit 
nursing homes and the spread of COVID-19 in those facilities. 
For-profit nursing homes came to dominate nursing-home care 
in the United States in the second half of the twentieth century. 
However, for-profit nursing homes on average provided care which 
was inferior to the care provided in state-run and nonprofit nurs-
ing homes. Congress attempted to address the problems in nurs-
ing homes in the final decades of the twentieth century, but mas-
sive statutes and abundant regulations served mostly to legitimize 
for-profit nursing homes. COVID-19 then underscored the flaws 
in the legally sanctioned, for-profit nursing homes, as thousands 
died within the problematic institution’s walls.

Keywords:  long-term care, Medicare, Medicaid, real estate invest-
ment trust, involuntary discharge, patient dumping, infection con-
trol, nursing aide, assisted living, Nursing Home Reform Act, Res-
idents’ Bill of Rights, infection preventionist   

Resumen

Este artículo expone la trágica relación entre los hogares de an-
cianos con fines de lucro y la propagación del COVID-19 en esas 
instalaciones. Los hogares de ancianos con fines de lucro llegaron 
a dominar la atención en hogares de ancianos en los Estados Uni-
dos en la segunda mitad del siglo XX. Sin embargo, los hogares de 
ancianos con fines de lucro en promedio brindaban atención que 
era inferior a la atención brindada en los hogares de ancianos ad-
ministrados por el estado y sin fines de lucro. El Congreso intentó 
abordar los problemas en los hogares de ancianos en las últimas 
décadas del siglo XX, pero los estatutos masivos y las abundantes 
regulaciones sirvieron principalmente para legitimar los hogares 
de ancianos con fines de lucro. COVID-19 luego subrayó las fallas 
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en los asilos de ancianos con fines de lucro sancionados legalmen-
te, ya que miles de personas murieron dentro de los muros de la 
institución problemática.

Palabras clave:  atención a largo plazo, Medicare, Medicaid, fidei-
comiso de inversión en bienes raíces, alta involuntaria, abandono 
de pacientes, control de infecciones, asistente de enfermería, vida 
asistida, Ley de reforma de hogares de ancianos, Declaración de 
derechos de los residentes, prevención de infecciones

为灾害而设的舞台：营利性疗养院、
联邦法和2019冠状病毒病

摘要

本文研究了营利性疗养院与2019冠状病毒病（COVID-19）在
这些设施中的传播之间的悲剧关系。营利性疗养院于20世纪
下半叶开始在美国的疗养院护理中占据主导地位。不过，营
利性疗养院平均提供的护理曾次于国营疗养院和非营利性疗
养院。国会曾试图在20世纪最后几十年里解决疗养院产生的
问题，但大量的法规和规制基本只是对营利性疗养院进行合
法化。如今，COVID-19强调了受法律批准的营利性疗养院所
出现的问题，因为成千上万的人在这类有问题的机构中去
世。

关键词：长期护理，联邦医疗保险，医疗补助，不动产投资
信托，非自愿出院，抛弃病人，感染控制，护理助手，辅助
生活，《疗养院改革法》，《居民权利法案》，感染预防人
员

Introduction

An issue of the Journal of Elder 
Policy devoted to the impact of 
COVID-19 must pay special at-

tention to what has transpired in Amer-
ican long-term care facilities. The death 
tolls within these facilities and espe-
cially within nursing homes during the 

COVID-19 pandemic have been stag-
gering. After only four months of the 
pandemic, some 51,000 people living 
or working in nursing homes had died 
(Silver-Greenberg & Harris, 2020). Six 
months into the pandemic, an estimat-
ed one in five nursing-home residents 
had contracted the disease, and the pan-
demic’s nursing-home deaths account-
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ed for 40 percent of all the coronavirus 
deaths in the entire United States (Bark-
er, 2020). Ten months into the pandem-
ic, 136,000 nursing-home residents had 
died, accounting for 36 percent of all 
virus-related deaths (Robbins, 2021). In 
the words of two reporters for the New 
York Times, “More than any other insti-
tution in America, nursing homes have 
come to symbolize the deadly destruc-
tion of the coronavirus” (Silver-Green-
berg & Abrams, 2020, p. 1). 

Some of those who died in nurs-
ing homes had pre-existing conditions 
that had put them near death’s door, but 
most of the deaths related to problems 
in nursing-home care and operations. 
Commentators have pointed to every-
thing from unsanitary shared bath-
rooms to the lack of personal protective 
equipment for nursing-home staff (Fer-
ré-Sadurni & Harris, 2020).  Whatev-
er the particular problems, infections 
spread rapidly in nursing homes. Trans-
mission occurred via undetectable 
droplets passing through the air, and 
residents as well as staff were extreme-
ly vulnerable. Nobody seemed to know 
how the spread could be stopped.

Without discounting the spe-
cific problems that led to the spread 
of COVID-19 infections in nursing 
homes, might there be a more funda-
mental cause for the disaster in Ameri-
can nursing homes? Might the explana-
tion for the huge number of COVID-19 
deaths in nursing homes be for-profit 
nursing homes in and of themselves? 
These nursing homes came to dominate 
nursing-home care in the United States 
in the second half of the twentieth cen-

tury and today make up the great ma-
jority of all nursing homes (Goldstein 
& Gebelhoff, 2020). Numerous studies 
have found that these facilities on aver-
age tend less satisfactorily to the needs 
of their residents than do state-run or 
nonprofit nursing homes (Center for 
Medicare Advocacy, 2012).

The inferior care provided by 
for-profit nursing homes eventually 
came to the attention of the public and 
to government officials. Congress en-
acted major legislation in an attempt 
to improve nursing-home care, and 
administrative agencies promulgated 
bushels of regulations to buoy the laws. 
Unfortunately, these laws and regula-
tions did more in the long run to le-
gitimize for-profit nursing homes than 
to make them better. In a way that was 
unanticipated by legislators and reg-
ulators, law ultimately locked inferior 
for-profit nursing-home care into place.

The article puts for-profit nursing 
homes, the legal control of them, and 
the COVID-19 pandemic in a rough 
historical continuum. The first section 
examines the rise of the for-profit nurs-
ing home, underscoring the impact of 
profit-seeking on nursing-home care. 
The second section outlines the federal 
laws and regulations designed to im-
prove nursing homes and then discuss-
es the reasons for the failure of these 
laws and regulations. The third and 
concluding section points out why the 
for-profit nursing home as a socio-legal 
construct was unable to protect resi-
dents from COVID-19. Thousands of 
nursing-home residents have officially 
died from COVID-19, but legally sanc-
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tioned, for-profit nursing homes set the 
stage for the disaster.

For-Profit Nursing Homes

The nursing home has evolved 
into an important and profitable 
institution in American life. 

Ranging from small vest-pocket facil-
ities to sprawling suburban complex-
es, nursing homes currently number 
approximately 15,400. They house at 
least 1.5 million people, 85 percent of 
whom are over 65 years of age and 70 
percent of whom are over 75 (Howley, 
2020). In the present, over 70 percent 
of all nursing homes are operated for 
profit (Harrington et al., 2011), and, 
like other businesses, for-profit nurs-
ing homes attempt to hold down their 
costs in order to increase their profits. 
Unfortunately, this for-profit approach 
is especially unlikely to provide safe 
and conscientious care.

The precursors of the modern 
for-profit nursing home were the alms-
houses and poorhouses of an earlier 
era. They housed various numbers of 
delinquent, sick, disabled, drunken, 
and older people, but these groups did 
not necessarily share the same concerns 
and maladies. Around the turn of the 
twentieth century, reformers began to 
argue that older adults who neither re-
quired hospitalization nor were dying 
could benefit from facilities providing 
treatment just for them (Rincon del 
Rio, 2017).

The reformers were for the most 
part altruistic, but the argument for 
special long-term care facilities for old-

er adults also dovetailed with a growing 
sense that it might be best to separate 
older adults from the rest of the general 
population. While older adults had gen-
erally been respected and viewed posi-
tively on the family farm during the first 
half of the nineteenth century, the view 
of older adults grew increasingly nega-
tive as the United States industrialized 
and urbanized in the final decades of 
the century. Employers did not perceive 
older adults as valuable employees, and 
society in general began equating old 
age with disease and poverty. As the 
twentieth century dawned, many came 
to see older adults as more of a burden 
than a resource. One way to ease the 
burden was to put older adults together 
in their own place (Laws, 1993).

The notion of special places for 
older adults increased during the 1930s 
as the Great Depression destroyed the 
nation’s economy. Aging parents and 
relatives seemed to some an especially 
difficult responsibility, and the idea that 
these people could reside in facilities 
other than the home grew more appeal-
ing. The available facilities went by dif-
ferent names—old people’s homes, rest 
homes, board-and-care homes—but 
gradually the name “nursing home” be-
came the most popular, at least in the 
United States.

Following World War II, the 
number of nursing homes and the size 
of nursing-home populations contin-
ued to grow as government became in-
creasingly willing to pay for all or part 
of residents’ care. Between 1950 and 
1980, for example, the number of nurs-
ing homes doubled, and the number of 
nursing-home beds tripled (Hawes & 
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Phillips, 1986). The strongest spur for 
growth was Congress’s enactment of 
the Medicare and Medicaid programs 
in the mid-1960s.1

 Medicare and Medicaid pay-
ments were especially enticing for the 
owners and developers of for-profit 
nursing homes, and although nonprofit 
organizations continued to run nurs-
ing homes, for-profit businesses came 
quickly to operate most American 
nursing homes (Goldstein & Gebeloff, 
2020). In the opinion of most, the shift 
away from nonprofit nursing homes 
was not for the better. The non-profits 
were usually run by organized religions 
or by ethnic or occupational associa-
tions, and they catered to some extent 
to homogenous groups of patients and 
residents with shared values. Often, the 
nonprofit nursing homes had a sense 
of mission (Adler, 2003). The for-profit 
homes, by contrast, were in fact run for 
profit, and profit-seeking often resulted 
in less attentive and committed care.

What’s more, it should be em-
phasized that for-profit nursing homes 
are not for the most part small mom-
and-pop operations. They are often 
parts of large complexes that also offer 
independent living, assisted living, and 
memory care. Some nursing homes are 
units in multi-facility chains, and many 
are parts of large corporate enterpris-
es. Even the most sophisticated of re-
searchers have admitted how difficult it 
is to figure out how they are organized 
and structured (Stevenson et al., 2013).

1 Although Medicare and Medicaid payments are crucial in the growth of the nursing-home in-
dustry, it bears underscoring that neither program has primary responsibility for nursing homes’ 
management or quality of care (Grabowski, 2007).   

The country’s biggest nursing- 
home business appears to be Genesis 
HealthCare, and it operates more than 
500 nursing homes with 42,000 beds 
in 26 states (Goldstein, 2020). With 
corporate headquarters near Philadel-
phia, Genesis HealthCare is organized 
as a holding company, that is, it owns 
outstanding stock in other companies 
and for the most part does not produce 
goods and services itself (Fortune 500, 
2020). One big advantage of a holding 
company is that the various companies 
within the business are technically sep-
arate from one another, and large-scale 
losses incurred by one company are un-
likely to translate into successful claims 
on the assets of the other companies. 
What’s more, the existence of separate 
companies within the holding company 
has the effect of limiting tort claims for 
negligent injuries to just the assets of a 
single company.  Parts of the asbestos 
businesses took advantage of this limit-
ed liability when faced by large lawsuits 
in an earlier era (Dearborn, 2009), and 
one suspects holding companies such 
as Genesis HealthCare could do the 
same with lawsuits citing flawed nurs-
ing-home care.

Only the very largest of nurs-
ing-home businesses are technically 
organized as holding companies, but as 
already noted, most have complex and 
obfuscating organizational structures.  
Some of the larger nursing-home busi-
nesses have no fewer than five levels of 
ownership (Harrington et al., 2011). 
Should a resident or the family of a res-
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ident want to sue a nursing home be-
cause of perceived mistakes and mis-
management, it is difficult to know 
whom one might sue (Rau, 2020; Ste-
venson, et al., 2013).

One distinctive feature of 
for-profit nursing homes is their reli-
ance on real estate investment trusts 
(REITs). These REITs are corporations 
that invest in real estate and receive tax 
exemptions from the corporate income 
tax if they meet certain requirements 
regarding assets, sources of income, and 
dividends. The largest nursing home 
chains have separated their manage-
ment from their assets and placed the 
assets into REITs. This, in turn, allows 
the largest nursing home companies to 
reduce or even eliminate their tax bill 
(Harrington et al., 2011). In the present, 
six of these REITs are the “landlords” 
for over 1500 nursing homes (Gold-
stein, 2020).

Nursing-home businesses also 
profit when individual nursing homes 
and chains of nursing homes buy goods 
and services from companies in which 
the parent businesses have a finan-
cial interest or which they completely 
control. Indeed, nearly three-quarters 
of nursing homes make these types of 
purchases (Rau, 2017). The market for 
goods and services is sizable not only 
because of the large number of nurs-
ing home residents who need the goods 
and services but also because residents 
continue to need the goods and services 
for surprising lengths of time.2  Perhaps 
needless to add, the for-profit nursing 
homes often pay their affiliated provid-

2  The average stay in a nursing home has grown to 4.5 years (Howley, 2020).

ers more than these providers could 
charge in an open market (Rau, 2017).

The individual operators or 
chains, meanwhile, profit from what 
the residents pay for their housing and 
care through Medicare and Medicaid, 
personal savings, or private insurance 
plans. Medicare pays for roughly 18 
percent of what is charged in nursing 
homes, and Medicaid pays for rough-
ly 45 percent. The rest is paid for from 
personal savings and private insurance 
benefits (Harrington, 2011).

 As befits bottom-line business-
es, for-profit nursing homes are pre-
pared to evict tenants if they do not pay 
their bills. These “involuntary discharg-
es,” as they are officially known, occur 
thousands of times annually, often with 
dire consequences. Evicted tenants can 
receive physical injuries while leaving 
their facilities, suffer psychologically 
when ties to trusted staff and fellow res-
idents are severed, and become disori-
ented if relocated to distant, unfamiliar 
places. Some discharged tenants find 
themselves in homeless shelters and—
in the worst of scenarios—die while 
being moved out (Grant & Smetanka, 
2020; Silver-Greenberg & Harris, 2020).

Most discharges are not illegal, 
and recognized justifications exist for 
evicting or discharging a nursing-home 
resident:

1. a resident needs a higher level of 
care

2. a resident no longer needs nurs-
ing-facility care
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3. a resident endangers other resi-
dents’ safety

4. a resident endangers others’ health

5. nonpayment 

6. the facility is closing

On the surface, these stated reasons for 
eviction or discharge in and of them-
selves are not objectionable (Heiser, 
2020).

The problem, meanwhile, is that 
for-profit nursing homes evict for rea-
sons other than the established ones 
and sometimes do so in sneaky ways. 
For example, Rockport Healthcare Ser-
vices, which manages California’s larg-
est chain of for-profit nursing homes, 
has repeatedly been cited by California 
authorities for illegal evictions (Silver- 
Greenberg & Harris, 2020).

Critics say that the nursing 
homes tend to evict low-income, lon-
ger-term residents who receive Med-
icaid in order to make room for short-
er-term rehabilitation patients who are 
covered by Medicare or for relatively af-
fluent residents who can rely on private 
insurance policies.  Medicare and pri-
vate insurance policies almost always 
reimburse nursing homes at a higher 
rate than does Medicaid, and nursing 
homes can make extra money by re-
placing one type of resident for the oth-
er (Engelhart, 2019). One sneaky way 
to accomplish this is through what is 
called “patient dumping.” This happens 
when a nursing home transfers a resi-
dent to a hospital ostensibly for needed 
treatment and then refuses to readmit 
the resident when the treatment is com-

plete or is not really needed after all 
(Heiser, 2020).

While the sophisticated nurs-
ing-home business has garnered large 
profits, the for-profit approach has not 
significantly improved either the living 
conditions in nursing homes or the qual-
ity of care received by nursing-home 
residents. Indeed, the for-profit nurs-
ing homes routinely “skimp on quality” 
(Goldstein et al., 2020, B6). According 
to investigative journalists, the for-prof-
it nursing homes disproportionately lag 
behind the non-profit nursing homes 
across a broad array of measures for 
quality (Goldstein et al., 2020). Like 
other businessmen, after all, the own-
ers of nursing homes seek to hold down 
their costs in hopes of increasing their 
profits. The previously mentioned Gen-
esis HealthCare, for example, has a 
“spotty record” and has agreed to pay 
the federal government almost $54 mil-
lion for providing substandard care at 
several of its nursing homes (Barker, 
2020, p. A11).

The very design of most nurs-
ing homes relates to business concerns. 
Most nursing homes resemble small 
hospitals. They feature lounges, rec-
reation areas, and dining rooms at the 
end of corridors along which individ-
ual and double rooms line up. If nurs-
ing homes instead had suites and small 
apartments, the occupants of each suite 
or apartment could interact in mutually 
supportive ways. Regrettably, suites and 
apartments of this sort would be more 
expensive to build and rent. With the 
traditional design, meanwhile, the res-
idents understandably feel more like 
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they are in hospitals than in homes 
(Margolies, 2020).

The particular practice in nurs-
ing homes that has seemed especially 
problematic has been infection control. 
Each year, studies have shown, the ap-
proximately 1.4 million people living 
in nursing homes have 3.8 million in-
fections resulting in 200,000 hospital-
izations and 380,000 deaths (Drucker 
& Silver-Greenberg, 2020; Gonzales, 
2020). The most common varieties are 
gastroenteritis, skin infections, and 
respiratory infections such as influen-
za and pneumonia.  These infections 
spread quickly within nursing homes 
because residents are closely quartered, 
share sinks and toilets, and eat together 
(Gonzales, 2020).

Here, too, the for-profit nursing 
homes’ determination to control costs 
contributes to the problem. The best 
way to stop the spread is the develop-
ment of and adherence to infection 
control programs, but nursing homes 
and especially for-profit nursing homes 
have long been notorious for their infe-
rior infection control (Gonzales, 2020). 
Why do for-profit nursing homes have 
poor records? Effective infection con-
trol programs are expensive and can cut 
into profits.   

The for-profit nursing home in-
dustry has also tried to hold down costs 
associated with staffing. According to 
one commentator, the large corpora-
tions and holding companies that dom-
inate the nursing-home industry are 
likely to “sacrifice proper staff training 
and other quality measures to make a 
profit at the residents’ expense” (Nursing 

Home Abuse, 2020). The federal Cen-
ters for Medicare and Medicaid rated 
three quarters of New York City’s nurs-
ing homes “below average” or “much 
below average” when it came to staffing 
(Leland, 2020, p.28).  Because of staff 
shortages and shortcomings, friends 
and family members often become cru-
cial caregivers for the residents, helping 
with personal hygiene, washing clothes, 
and changing bedding.

The nursing aides themselves are 
predominately immigrants or members 
of minority groups, and they are usu-
ally paid the minimum wage and work 
without benefits (including but not 
limited to sick days). An estimated 38 
percent need public benefits in the form 
of welfare, food stamps, and housing 
subsidies in order to make ends meet. 
Their lengthy shifts sometimes stretch 
for twenty-four hours, and the aides’ 
fatigue from long shifts no doubt con-
tributes to work tasks being overlooked 
or done poorly. Since the wages from a 
nursing home are often too low to sup-
port a family, many aides have addi-
tional part-time jobs, and fatigue from 
these part-time jobs can also contrib-
ute to carelessness and inattentiveness 
(Kim, 2020).   

One especially disturbing re-
sult of relying on poorly trained, over-
worked, and underpaid staff is the 
abuse of residents. Stressed, working 
long shifts, and worried about making 
ends meet, nursing home staff too fre-
quently abuse the residents financial-
ly, physically, or some combination of 
both. Individual reports, pictures, and 
videos of this abuse have shocked the 
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public for the past twenty years, with 
one particularly troubling video show-
ing a group of nursing-home staffers ea-
gerly taunting a 91-year-old dementia 
patient (Fieldstadt, 2019). Two out of 
three nursing-home staff members have 
admitted they have abused residents, 
and one in three nursing homes in the 
United States have been cited for abuse 
problems (Nursing Home Abuse, 2020). 
A 2014 survey of over 2,000-home res-
idents found that 44 percent of those 
surveyed had been abused and that 95 
percent had either experienced or wit-
nessed neglect (Weinmeyer, 2014).

One indicator that for-profit 
nursing homes were providing penu-
rious and unsatisfactory accommoda-
tions and care was the rise of the assist-
ed living industry in the late 1980s and 
subsequently. While it is difficult to say 
exactly when assisted living facilities 
originated, one commentator has noted 
the use of the phrase “assisted living” in 
1985, when Oregon launched a study 
of residential possibilities for Medicaid 
recipients (Wilson, 2007). The phrase 
subsequently surfaced in print and at 
professional meetings, often in a quite 
idealistic vein. The promoters of assist-
ed living hoped that it would provide an 
alternative to for-profit nursing homes 
by being more genuinely residential, 
expanding service options, and stress-
ing consumer-centered care rather than 
capitulating to profit-seeking (Wilson, 
207). It is uncertain whether the assist-
ed-living industry reached these goals, 
but the industry’s ability to indict and 
the approach and practices of nursing 
homes contributed to assisted living’s 
commercial success.

Nursing-Home Law

In the final decade of the twentieth 
century, after years of complaints 
about nursing homes’ operations, 

federal lawmakers and regulators at-
tempted to address nursing-home 
problems. The resulting laws earnestly 
exhort nursing homes to do things in 
certain ways, and the elaborate regu-
lations offer detailed prescriptions and 
proscriptions, with sanctions to boot.  
Yet weaknesses in the laws and regu-
lations themselves and also the halting 
enforcement of those laws and regu-
lations prevented the laws and regula-
tions from impacting nursing homes 
in fundamental ways. Despite the law-
makers’ best intentions, nursing homes 
remained dangerous places in which to 
age and to battle serious medical prob-
lems, and in the end the laws and reg-
ulations had the effect of legitimizing 
the nursing homes, that is, making a 
problematic institution acceptable and 
permissible.

 While many individual states 
have specialized nursing-home stat-
utes, the most ambitious and important 
legislation related to nursing homes is 
the federal Nursing Home Reform Act 
(NHRA). Originally enacted in 1987, 
the NHRA applies not only to the 
for-profit nursing homes that dominate 
nursing-home care but also to nursing 
homes in general. Amended and ex-
panded many times since its enactment, 
the NHRA without a doubt remains the 
starting point in any consideration of 
nursing-home law (Nursing Home Re-
form Act, 1987). 
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In general, the NHRA mainly 
lists and briefly describes the arrange-
ments and services a legitimate nursing 
home should provide its residents. The 
services include periodic assessments, 
comprehensive care plans, skilled nurs-
ing, counseling, rehabilitation, and di-
etary advice. In a nod to the complicat-
ed psychological and social problems 
of many nursing-home residents, the 
NHRA also says a nursing home with 
more than 120 beds must have a full-
time social worker on staff. More gen-
erally, the NHRA says a nursing home 
“must care for its residents in such a 
manner and in such an environment as 
will promote maintenance or enhance-
ment of quality of life for each resident” 
(Quality of Life; Nursing Home Reform 
Act, 1987, 42 U.S.C. 1396r(b)(1)(A)). 
The NHRA also entreats nursing homes 
to “provide services to attain or main-
tain the highest practicable, physical, 
mental, and psychosocial well-being of 
each resident” (Scope of Services and 
Activities under Plan of Care; Nurs-
ing Home Reform Act, 1987, 42 U.S.C 
1396r(b)(2)).

 To buoy these promises, Con-
gress also approved a Residents’ Bill of 
Rights (RBR). It is intriguing that Con-
gress would attach the label “rights” to 
what is listed in the RBR. A “right,” af-
ter all, has high standing in the law. It 
is much more than a wish or a prefer-
ence. A “right” is more protected than 
a wish or a preference. If a person has 
a right, that person is truly entitled to 
whatever that right might be. Others 

3 Some argue that health care should be understood as a right rather than a privilege, and Congress, 
without realizing it, flirted with that idea when it called what was listed in the RBR “rights.”

are supposed respect it, and surely the 
government should not be able to take 
it away. That having been said, one sus-
pects Congress did not reflect at any 
length on what constituted a “right,” 
and the term was probably used just 
to add some clout and prestige to what 
was listed in the RBR.3

The RBR for the most part lists 
the options and protections residents in 
nursing homes should have. According 
to the RBR, residents should have the 
“right” to voice grievances, to partici-
pate in the review of care plans, and to 
be fully informed in advance about any 
changes in care, treatment, or change in 
status. The RBR also says more gener-
ally that the residents of nursing homes 
should have the “right to be treated with 
dignity” (Klauber & Wright, 2001).

 While the words in the original 
NHRA and the RBR are for the most 
part copacetic, the words do not explic-
itly require specific acts or ban specif-
ic kinds of conduct. As already noted, 
these laws are largely exhortative, that 
is, they express a hope that nursing 
homes will provide careful and humane 
care. The NHRA and RBR urge nursing 
homes to be attentive and respectful in-
stitutions, but they do virtually nothing 
to guarantee that they will be.

Federal nursing-home regula-
tions, by contrast, direct and prohibit 
specific acts and behaviors. Tradition-
al sociologists, without intending to be 
pejorative, might characterize the func-
tion of the nursing-home regulations 
as a matter of “social control” (Barkan, 
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2009, pp.5-6; Black, 1976, p. 106). Reg-
ulations of this sort are common in a 
modern country such as the United 
States, and they certainly have the po-
tential to prompt compliance (Papke, 
2019). 

Potential of this sort notwith-
standing, the federal nursing-home 
regulations are at points so detailed as 
almost to invite noncompliance (Re-
quirements for States and Long-Term 
Care Facilities, 1989).  The Centers for  
Medicare and Medicaid (CMS), a 
sprawling federal agency within the 
United States Department of Health 
and Human Services, is authorized to 
change the regulations, and it has fre-
quently taken advantage of that authori-
zation. Consumer groups and especially 
business interests are able to influence 
the process, and the CMS is of course 
always mindful of the political concerns 
and preferences of the White House.

One can get some sense of how 
detailed, lengthy, and comprehensive 
the regulations are by looking, for ex-
ample, at what is required in residents’ 
rooms. The requirements for rooms can 
be found in one of the nine subsections 
of the regulations concerning the phys-
ical environment of nursing homes. 
After a blanket statement to the effect 
that rooms in nursing homes must be 
designed and equipped for adequate 
nursing care, comfort, and privacy, 
the subsection describes an acceptable 
room. It must accommodate no more 
than four people, measure at least 80 
square feet per resident, have direct ac-
cess to an exit corridor, be designed to 
assure visual privacy for each resident, 

have curtains suspended from the ceil-
ing extending around each bed, include 
at least one window, and have a floor at 
or above grade level. In addition, each 
room must include a bed of proper size 
and height for each resident, bedding 
appropriate to the weather and climate, 
functional furniture, and individu-
al closet space with racks and shelves 
which the resident can reach (Physical 
Environment, Resident Rooms; Re-
quirements for States and Long-Term 
Care Facilities, 1989, 42 C.F.R. §483.90).

Clearly, a regulator has given 
thought to what a nursing-home room 
should be like, and one can imagine a 
nursing-home developer or director 
scrambling to meet all the require-
ments.  However, the final section of 
the provision might give one pause. If a 
nursing home is found not to meet the 
requirements, the facility might request 
an exemption if its variations from the 
requirements “will not adversely affect 
the residents’ health and safety” (Physi-
cal Environment, Resident Rooms, Ex-
ceptions; Requirements for States and 
Long-Term Care Facilities, 1989, 42 
C.F.R. §483.90(e)(3)).

The CMS itself does not grant ex-
emptions of this sort or in general mon-
itor nursing homes and nursing-home 
care for compliance with the numerous 
regulations. According to federal law, 
monitoring and oversight are instead to 
be undertaken by the individual states 
(Klauber & Wright, 2001). It is antici-
pated that the states will conduct un-
announced surveys and interview res-
idents at nursing homes at least every 
15 months. The states must also con-
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duct so-called “target investigations” 
in response to complaints about specif-
ic nursing homes (Klauber & Wright, 
2001).

If a survey or investigation re-
veals that a nursing home is out of com-
pliance, a nursing home has an oppor-
tunity to correct the deficiency before 
sanctions are imposed. Sanctions might 
include mandatory in-service train-
ing for the staff, monetary penalties, 
and even complete termination of the 
nursing home’s operations. Especially 
noteworthy, meanwhile, is the possibil-
ity that a nursing home would lose its 
eligibility to receive Medicare and Med-
icaid payments for its residents. This 
would be a death blow for most nursing 
homes.

Sadly, the monitoring and over-
sight process has hardly eliminated 
substandard care. The Senate Commit-
tee on Aging, for example, discovered 
that 30 percent of California’s nursing 
homes had violations of the regulations 
that had actually harmed residents or 
put them in immediate danger. Only 
2 percent of the California facilities, 
meanwhile, were found to have no 
deficiencies (Wright, 2001). Not sur-
prisingly, the deficiencies are greatest 
among the for-profit nursing homes 
that dominate the nursing-home indus-
try (Harrington, 2011). A 2001 study 
found that for-profit facilities were cit-
ed by regulators for deficient care 46.5 
percent more frequently than non-prof-
it facilities (Adler, 2003).

The overall ineffectiveness of 
federal law and regulations derives in 
some large part from the states’ halting 

efforts to oversee and monitor nursing 
homes. State surveys, it seems, are of-
ten sporadic and incomplete, and seri-
ous problems often go undetected. Even 
when detection occurs, state officials 
frequently do not demand the neces-
sary corrections or mete out the appro-
priate sanctions. In the area of eviction 
or discharge, for example, inspectors 
rarely cite nursing homes for violating 
the regulations, and even when they do 
issue citations, they generally do not 
have meaningful penalties attached to 
them. In fact, some penalties for im-
proper evictions or discharges are so 
inconsequential that nursing homes 
simply say they will “take the hit” rath-
er than trying to comply (Grant & 
Smetanka, 2020, p. 202). According to 
Alison Hirschel, a lawyer for Michigan’s 
oversight program, “We have been see-
ing these kinds of illegal discharges all 
the time because nursing homes seem 
to have figured out that they will rarely, 
if ever, be penalized” (Silver-Greenberg 
& Abrams, 2020, p. 6).

It would be an overstatement to 
say that the nursing-home industry has 
taken over the regulations and their en-
forcement, but it is advisable to lower 
whatever expectations one might have 
for the regulations. David Stevenson, a 
health policy analyst at the Vanderbilt 
University School of Medicine says, “Be-
cause of its orientation, nursing home 
quality assurance is better equipped to 
assure a minimal floor than it is able to 
incentivize excellent care” (Stevenson, 
2018, n.p.).

Despite the leniency manifested 
in the monitoring and oversight system, 
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for-profit nursing homes wanted even 
less-demanding regulations. In partic-
ular, the American Health Care Associ-
ation, a large nursing home trade asso-
ciation, began lobbying President-Elect 
Trump a whole month before he took the 
oath of office in 2017 (Edelman, 2018). 
Then, in a build-up to the 2020 cam-
paign, nursing-home operators honored 
President Trump at a fund-raising din-
ner and contributed more than $3 mil-
lion to his election campaign (Drucker 
& Silver-Greenberg, 2020). During the 
dinner President Trump offered special 
praise for Eliezer Scheiner, the owner of 
22 nursing homes, and Scheiner him-
self contributed $750,000 to the Trump 
campaign (Drucker & Silver-Greenberg, 
2020).

The Trump Administration’s re-
action to this support could be seen as 
part of Trump’s much-ballyhooed call 
for “deregulation,” and, indeed, his de-
regulation directives eventually reached 
many parts of the federal regulations. 
Some might find deregulation in itself 
appealing, much as some might think 
the woods are more attractive if rotted, 
fallen timber is removed. But it is also 
worth underscoring that the deregu-
lation effort was not merely a matter 
of getting rid of regulations across the 
board. The regulations cast as noxious 
or undesirable were frequently those 
perceived to reduce certain businesses’ 
and industries’ profits. Deregulation in 
the nursing-home area was thought to 
be good for the business pursuits of the 
nursing-home industry. 

The regulatory changes support-
ed by the Trump Administration for 

the nursing-home industry included 
less oversight, smaller fines for defi-
ciencies, and limitations on lawsuits by 
residents and their families. According 
to the Centers for Medicare and Med-
icaid, these changes would save the 
nursing-home industry approximately 
$640 million annually (Drucker & Sil-
ver-Greenberg, 2020). Toby Edelman, a 
lawyer at the Center for Medicare and 
Medicaid Advocacy, said the regulatory 
changes amounted to “a gift for the in-
dustry” (Drucker & Silver-Greenberg, 
2020, p. B6).

In addition, the Trump Admin-
istration set out to make the regulations 
related to infection control less strin-
gent (Infection Control; Requirements 
for States and Long-Term Care Facil-
ities, 1989, 42 C.F.R. §483.80). These 
regulations require nursing homes to 
have formal infection prevention and 
control programs. By law, the programs 
have to include a system for preventing, 
identifying, reporting, investigating, 
and controlling infections for all resi-
dents and staff.  Furthermore, the stan-
dards, policies, and procedures for the 
program have to be in writing, reviewed 
annually, and spell out a nursing home’s 
“system of surveillance” (Infection Con-
trol; Nursing Home Reform Act, 1989, 
42 C.F.R. §483.80). The regulations 
even instruct nursing-home personnel 
to “handle, store, process, and transport 
linens so as to prevent the spread of 
infection” (Infection Control; Require-
ments for States and Long-Term Care 
Facilities, 1989, 42 C.F.R. §483.80).

The provision in the infection 
control regulations that struck the 
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Trump Administration as especially 
excessive and costly related to so-called 
“infection preventionists” (Infection 
Control; Requirements for States and 
Long-Term Care Facilities, 1989, 42 
C.F.R. §483.80).  According to the reg-
ulations, each nursing home was re-
quired to have a designated infection 
preventionist, who worked at least part-
time at the facility; was professionally 
trained in nursing, medical technology, 
microbiology, epidemiology, and or an-
other related field; and had completed 
specialized training in infection pre-
vention and control (Infection Con-
trol; Requirements for States and Long-
Term Care Facilities, 1989, 42 C.F.R. 
§483.80).

The regulatory requirement for 
an infection preventionist might have 
been especially irksome to the Trump 
Administration because the require-
ment had been initiated by the Obama 
Administration in 2016. Few inno-
vations and initiatives of the Obama 
Administration won favor within 
the Trump Administration (Eilperin, 
2018). The nursing-home industry may 
not have been as hostile to the policies 
and programs of the Obama Adminis-
tration as was the Trump Administra-
tion, but, with cost-cutting always fore-
most in mind, the industry supported 
the Trump Administration’s efforts. 
Requiring nursing homes to have an 
infection control preventionist on staff 
was taken to be burdensome and un-
necessary by the industry (Khimm & 
Strickler, 2020).

 It is difficult to imagine a more 
obvious example of the nursing-home 

industry and government officials dis-
regarding the needs of nursing-home 
residents. As noted earlier, the spread 
of infections is a major concern with-
in nursing homes. Lapses in infection 
control, after all, have been cited as the 
most frequent type of health violation 
in nursing homes (Khimm & Strickler, 
2020). Between 2017 and 2020, 9,372 
nursing homes were cited for infection 
control lapses, and 3,528 were cited 
more than once (Rau, 2020). Residents 
of nursing homes would benefit from 
more rather than less infection control, 
and it surely would not hurt the cause if 
an infection preventionist was on staff.

The results of the 2020 election 
have at least put the attempt to roll back 
requirements for nursing homes and 
to roll back government regulations 
in general on hold, but the extended 
episode involving nursing-home reg-
ulations concerning infection control 
illustrates how much business interests 
and political preferences might influ-
ence the drafting, change, and enforce-
ment of nursing-home regulations. It is 
always possible that an effort to make 
nursing homes better places in which 
to live and seek medical treatment can 
wash up on the shoals of business influ-
ence and political maneuvering.

In general, nursing-home laws 
and regulations have had only very 
limited impact. Yes, some of the prob-
lems that are most bothersome for 
nursing-home residents—bed sores, a 
reliance on urinary catheters, and the 
use of physical restraints—have been 
reduced (Zheng & Grabowski, 2004). 
But the major legislation is only exhor-
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tative, detailed regulations are routinely 
circumvented, and monitoring is spot-
ty. The contemporary nursing home 
remains an institution that largely puts 
profit before care and in the process 
fails to satisfactorily serve its residents. 
Nursing-home laws and regulations did 
not succeed in altering the fundamental 
character of the for-profit nursing home 
as an institution.

What’s more, the efforts of Con-
gress and of the federal and state reg-
ulatory agencies have had the effect of 
legitimizing for-profit nursing homes. 
Lawmakers, after all, do more than 
prescribe and proscribe; they also rec-
ognize and countenance. Congress and 
the regulatory agencies provided nurs-
ing homes not so much with a stamp of 
approval as with tacit acceptance under 
law. Come respectably close to what we 
have set out, the lawmakers and regu-
lators appear to be saying, and you can 
carry on with your business. Without 
necessarily reflecting on it, Congress 
and the regulatory agencies encased 
for-profit nursing homes in a legal reg-
imen that has served to perpetuate the 
nursing homes’ problematic practices.

COVID-19

When COVID-19 swept across 
the United States in early 
2020, certain sites and in-

stitutions proved especially vulnerable 
to it. Perhaps no single institution was 
more vulnerable than the legally sanc-
tioned, for-profit nursing home. Nurs-
ing homes became veritable COVID-19 
death traps for their sick and elderly 
residents.

Almost as soon as the COVID-19 
pandemic began, it became evident that 
normal investigations of nursing homes 
would be ineffective and that residing 
in a legally sanctioned for-profit nurs-
ing home would be potentially disas-
trous for residents. Inspectors cleared 
80 percent of all nursing homes during 
the first six months of the pandemic, 
but nursing homes with clean bills of 
health nevertheless had 290,000 infec-
tions and 43,000 deaths among the res-
idents and staff (Cenziper et al., 2020). 
Even the relatively small number of 
nursing homes cited for violating the 
regulations received either no penal-
ties or only small fines (Cenziper et al, 
2020).  Not surprisingly, studies would 
reveal that COVID-19 cases were on 
a per capita basis much more numer-
ous in for-profit nursing homes than 
in their greatly outnumbered govern-
ment-run and nonprofit cousins (No-
votney, 2020).

The profit-seeking tendencies of 
legally sanctioned nursing homes were 
major accomplices in the COVID-19 
tragedy. As noted earlier, in order to 
hold down costs the nursing-home 
industry had come to rely heavily on 
poorly-trained and poorly-paid nurs-
ing aides to staff the nursing homes. In 
some cases, the nursing aides’ limited 
training resulted in a failure to appre-
ciate proper procedures and in faulty 
or misguided care. This, in turn, could 
and did contribute to the spread of the 
disease and ultimately to an increased 
number of deaths.

In addition (and as noted be-
fore), nursing aides are usually paid 
only the minimum wage required by 
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law, and, because of these low wages, 
many nursing aides work in more than 
one nursing home at a time. Sometimes 
nursing aides take consecutive shifts in 
a nursing home on one side of town and 
then in a different nursing home on the 
other side of town. Some work in more 
than two nursing homes. Estimates are 
that the average nursing home has staff 
connections at 15 other nursing homes 
(de Freytas-Tamura, 2020). These con-
nections and the movement of staff 
members from one home to another 
contributed to the COVID-19 disas-
ter because the nursing aides have in 
some cases carried the disease from 
one nursing home to another (Elder 
Law Answers, 2020; Kim, 2020). Even 
after many nursing homes prohibited 
friends and family members from vis-
iting residents in hopes of keeping out 
the virus, staff members working at 
multiple nursing-home sites remained 
“pathways” for coronavirus infections 
(de Freytas-Temura, 2020, p. A8).

Once inside the walls of a nurs-
ing home, COVID-19 often spreads 
even more quickly than the skin in-
fections, respiratory infections, and 
gastroenteritis that have perennially 
plagued for-profit nursing homes. Af-
ter all, COVID-19 transmission takes 
place via undetectable droplets passing 
through the air from an infected person 
to someone not previously infected. The 
transmission is especially likely if masks 
are not worn or worn improperly, but 
many infected people are asymptom-
atic and do not even stop to consider 
mask-wearing. Cost-cutting steps such 
as double or triple rooms, shared bath-
rooms, and group recreation and eating 

areas are ideal settings for one resident 
to transmit the disease to another.

The best way to stop the spread 
of COVID-19 would be an infection 
control program that was well designed 
and effectively utilized, but for-profit 
nursing homes in particular are notori-
ous for their poor infection control pro-
grams. An effective infection control 
program would of course take time and 
money and cut into the nursing homes’ 
profits. What’s more, the nursing homes 
were actively lobbying the Trump Ad-
ministration to roll back infection con-
trol requirements at the time the pan-
demic struck (Edelman, 2018).

Beyond subjecting their residents 
to ill-prepared and sometimes infected 
staff members and failing to practice 
effective infection control, the nurs-
ing-home industry has seen COVID-19 
as an opportunity to improperly evict 
some residents and replace them with 
COVID-19 patients.  In fact, for-profit 
nursing homes jumped on the oppor-
tunity. Mike Wasserman, a former CEO 
of a California for-profit chain said the 
pandemic has “supercharged illegal 
evictions” (Silver-Greenberg & Abrams, 
2020, p. 1).

Why would for-profit nursing 
homes be willing to take on COVID-19 
patients and further expose current res-
idents to new residents who had been 
infected? The standard justification is 
that it would ease the burden on over-
whelmed hospitals, that is, hospitals 
with more coronavirus patients than 
they could supposedly manage (Sapi-
en & Sexton, 2020). An ignoble secret, 
meanwhile, is that many of the evicted 
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patients paid their tabs through Med-
icaid, while the coronavirus patients 
were covered by Medicare, for which 
the payments are substantially high-
er. Medicare payments for COVID-19 
patients can be as much as $600 a day 
more per patient (Silver-Greenberg & 
Harris, 2020).

Because of the deaths among 
those transferred from hospitals to 
nursing homes and because of deaths 
from COVID-19 in nursing homes in 
general, lawsuits against nursing homes 
have increased dramatically since the 
start of the pandemic. Most of the de-
fendants are of course for-profit nursing 
homes, which, as always, cut corners in 
hopes of holding down costs (Meyer, 
2020). The lawsuits rely on state nurs-
ing-home resident protection statutes 
as well as on general common law neg-
ligence principles. One COVID-19 law-
suit tracker shows that as of September 
2020, 55 wrongful death lawsuits had 
been filed against long-term care facil-
ities around the country (Meyer, 2020).

The numbers are striking be-
cause even in normal times pursuing a 
lawsuit against a nursing home is diffi-
cult. Potential plaintiffs are usually old-
er, sickly adults and may not live long 
enough for years of litigation. Then, 
too, their resources are often small or 
dwindling. Add to these problems the 
fact that litigation in general has been 
slowed in American courts during the 
pandemic.

The chances of a plaintiff get-
ting into the courtroom with a 
COVID-19-related claim are indeed 
even slimmer because specific legisla-

tion attempts, figuratively speaking, to 
block the entrance to the courtroom. 
At least 26 states (including Illinois, 
Michigan, New Jersey, and New York) 
have enacted immunity laws that pro-
tect nursing homes from negligence 
lawsuits arising from shortages of pro-
tective equipment, staffing problems, 
or minimally faulty care. These statutes, 
in other words, bar claims for standard 
negligence related to acts or omissions 
that occurred after various states de-
clared public emergencies in the spring 
of 2020 (Harris et al, 2020; Meyer, 2020).

For the most part, only lawsuits 
alleging “gross negligence” will be al-
lowed to go forward (Harris et al., 2020, 
p. A13). These lawsuits can result in pu-
nitive damages, which unlike regular 
damages, are not meant to compensate 
a plaintiff for specific losses but rather 
are   designed to punish a defendant for 
especially outrageous conduct. Howev-
er, proving gross negligence in a court of 
law is extremely difficult. A plaintiff has 
to show that the defendant’s conduct fell 
below the level of care that even a reck-
less person might have been expected 
to provide. Few nursing-home residents 
will be able to show that a nursing home 
and its staff deliberately and absolutely 
disregarded the residents’ health and 
safety (Meyer, 2020).   

Regardless of the success of the 
lawsuits, families have grown leery 
of putting older relatives in for-profit 
nursing homes. Nursing home occu-
pancy fell 10.9 percent between Feb-
ruary and August of 2020 (Brubaker, 
2020). Did this decline in occupan-
cy figures once and for all lead nurs-
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ing-home executives to vow they would 
make changes in the care they provid-
ed and in their operations generally? 
Alas, the chief concern seemed to be for 
nursing homes’ financial viability given 
decreasing demand (Brubaker, 2020). 
A few of the largest nursing-home busi-
nesses sought government grants and 
loans to help stay afloat despite the pan-
demic. The previously discussed Gene-
sis HealthCare, for example, received a 
$180 million grant under the Coronavi-
rus, Aid, Relief, and Economic Security 
Act plus $27 million in state funding. 
The nursing-home giant also received 
$158 million in advance Medicare pay-
ments, an amount that can be thought 
of as a generous loan from the federal 
government (Goldstein, 2020).

Conclusion

In the course of the twentieth centu-
ry and especially after the passage of 
Medicare and Medicaid legislation 

in the mid-1960s, a sprawling and prof-
itable nursing-home industry came to 
dominate nursing-home care for older 
adults. Relying on corporate ownership 
structures, sometimes disingenuous 
business dealings, and a willingness to 
quickly and sternly evict residents who 
were delinquent in their payments, 
for-profit nursing homes came to con-
stitute one of the nation’s largest service 
industries. 

However, we have known for de-
cades that the care in for-profit nursing 
homes is on average inferior to that in 
the much less numerous state-run and 
nonprofit nursing homes. For-profit 

nursing homes frequently cut costs re-
lated to maintenance, staffing, and in-
fection control in hopes of increasing 
their profits. Many residents are left to 
suffer from the incessant profit-seeking.

Congress finally attempted to 
address these problems during the late 
1980s and early 1990s, enacting a sub-
stantial body of law and even a Resi-
dents’ Bill of Rights. These enactments 
were largely exhortative, but federal 
regulators buoyed the statutory pro-
nouncements with detailed and fre-
quently revisited regulations. Unfor-
tunately, the regulations were weakly 
enforced and sometimes not enforced 
at all. In the end, the federal laws and 
regulations served to legitimize the 
problematic for-profit nursing home as 
a passable institution in American life.

The core problem in the area is 
the profit-seeking practices of nursing 
homes, and it is difficult to imagine the 
alteration of this fundamental reality, 
especially given the overall magnitude 
and political clout of the nursing-home 
industry. But still, with the COVID-19 
pandemic nearing the end and a new 
Administration at the helm in Wash-
ington, D.C., the time is perhaps right 
for policy changes and the reinforce-
ment of those changes through laws 
and regulations.

Reformers might undertake the 
following:

1. Attend carefully to whom is ad-
mitted and evicted from nursing 
homes. In particular, “dumping” 
Medicaid residents in favor of 
residents whose assets or private 
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insurance policies enable them to 
pay more should be prohibited.

2. Enhance the training and education 
of nursing-home staff. The people 
who work in nursing homes provide 
what are often life-or-death services 
for the residents, and these services 
should be of a higher quality.

3. Increase the compensation of nurs-
ing-home staff and especially of 
nursing aides. The latter should be 
able to earn enough and receive 
sufficient benefits to support their 
families while working at a single 
nursing home. 

4. Create and revise federal regula-
tions with an eye to improved care 
rather than to proprietors’ hopes 
for reduced costs. The Trump Ad-
ministration’s attempt to make in-
fection-control regulations less 
stringent was especially revealing, 
but in general the influence of the 
nursing-home industry in federal 
regulation bears close monitoring.

5. Subsidize nonprofit and state-
run nursing homes to the extent 

possible. Studies have found that 
the quality of care is on average bet-
ter in these types of facilities than 
in the larger and more numerous 
for-profit nursing homes.

No single policy change is a 
panacea for the problems that plague 
nursing-home care in the United States, 
but all of these policy recommenda-
tions would be steps in the right di-
rection.  While the cause of death for 
many nursing home residents during 
2020 and 2021 has officially been list-
ed as COVID-19, legally sanctioned, 
for-profit nursing homes set the stage 
for the disaster. Changes should be 
made before the next severe health 
crisis and, more generally, to protect 
the dignity and humanity of America’s 
nursing-home residents during the fi-
nal years of their lives.
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Abstract

Nutrition is a key factor supporting healthy aging. Yet during the 
global COVID-19 pandemic, issuances of shelter-in-place orders, 
closures of senior centers and other congregate dining locations, 
losses of income, increases in grocery prices, and other changes 
have left many older adults struggling to maintain good nutrition. 
However, there are available solutions to improve the nutrition 
of millions of older adults who may be challenged to put food on 
the table. This commentary outlines the problems of older adult 
malnutrition and food insecurity and their strong correlation with 
COVID-19. It summarizes existing federal nutrition programs for 
older adults, including the U.S. Department of Health and Human 
Services’ Older Americans Act (OAA) nutrition programs and the 
U.S. Department of Agriculture’s means-tested nutrition programs 
such as the Supplemental Nutrition Assistance Program (SNAP). 
The commentary also contains lessons from community-based 
OAA nutrition programs that refocused some of their nutrition 
services and other supportive services during the COVID-19 pan-
demic to better serve socially distancing, newly homebound old-
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er adults. It explores pre- and post-COVID-19 policy actions and 
opportunities for improving the nutrition, health, and well-being 
of community-dwelling older Americans during the current pan-
demic and beyond, including the need for more federal funding 
and flexibility for older adult nutrition programs, the need for im-
provements to older adult access to these programs, and the need 
for more older adult nutrition screening and intervention. 

Keywords: malnutrition, food insecurity, Older Americans Act 
(OAA), Supplemental Nutrition Assistance Program (SNAP)

Fundamentos de las políticas relacionadas con la 
nutrición para apoyar a los adultos mayores en la 
comunidad durante una pandemia: lecciones de 
COVID-19

Resumen

La nutrición es un factor clave que favorece un envejecimiento sa-
ludable. Sin embargo, durante la pandemia mundial de COVID-19, 
la emisión de pedidos de refugio en el lugar, los cierres de centros 
para personas mayores y otros lugares para cenar congregados, la 
pérdida de ingresos, los aumentos en los precios de los comestibles 
y otros cambios han dejado a muchos adultos mayores luchando 
por mantener una buena nutrición. Sin embargo, existen solucio-
nes disponibles para mejorar la nutrición de millones de adultos 
mayores que pueden tener el desafío de poner comida en la mesa. 
Este comentario describe los problemas de desnutrición e insegu-
ridad alimentaria de los adultos mayores y su fuerte correlación 
con COVID-19. Resume los programas de nutrición federales exis-
tentes para adultos mayores, incluidos los programas de nutrición 
de la Ley de Estadounidenses Mayores (OAA) del Departamen-
to de Salud y Servicios Humanos de EE. UU. Y los programas de 
nutrición de prueba de recursos del Departamento de Agricultura 
de EE. UU., Como el Programa de Asistencia Nutricional Suple-
mentaria (SNAP). El comentario también contiene lecciones de los 
programas de nutrición de la OAA basados   en la comunidad que 
reenfocaron algunos de sus servicios de nutrición y otros servicios 
de apoyo durante la pandemia de COVID-19 para servir mejor a 
los adultos mayores que se están distanciando socialmente y que 
están recién confinados a sus hogares. Explora las acciones y opor-
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tunidades de políticas anteriores y posteriores al COVID-19 para 
mejorar la nutrición, la salud y el bienestar de los estadounidenses 
mayores que viven en la comunidad durante la pandemia actual y 
más allá, incluida la necesidad de más fondos federales y flexibili-
dad para los adultos mayores. programas de nutrición, la necesidad 
de mejorar el acceso de los adultos mayores a estos programas y la 
necesidad de más evaluaciones e intervenciones nutricionales para 
los adultos mayores.

Palabras clave: desnutrición, inseguridad alimentaria, Ley de Esta-
dounidenses Mayores (OAA), Programa de Asistencia Nutricional 
Suplementaria (SNAP)

用于在大流行中支持社区老年人营养的政策
基础：从2019冠状病毒病得出的经验

摘要

营养是支持健康老龄化的一个关键因素。不过，在2019冠状
病毒病（COVID-19）全球大流行期间，居家令的颁布、老年
中心和其他集体进餐地点的关闭、收入损失、杂货价格上
涨、以及其他变化已让许多老年人无法顺利维持良好营养。
不过，就提升在供应饮食起居一事上有困难的千万老年人的
营养状况而言，存在可用的解决措施。本篇评论文概述了老
年人营养不良和粮食不安全的问题以及其与COVID-19之间的
强烈联系。本文总结了针对老年人的现有联邦营养计划，包
括美国卫生与公众服务部的《美国老年人法案》（OAA）营
养计划以及美国农业部按收入调查结果发放的营养计划，例
如补充营养援助计划（SNAP）。本文还包括了从基于社区
OAA营养计划得出的经验，这些营养计划在COVID-19大流行
期间重新聚焦于部分营养服务和其他支持性服务，以期更好
地为保持社交距离的、新居家的老年人提供服务。本文探究
了COVID-19前后期的政策行动和机遇，用于在当前大流行和
之后的时期改善居住在社区的美国老年人的营养、卫生和福
祉，这包括需要对老年营养计划注入更多的联邦资金和灵活
性、需要改善老年人对这些计划的获取、需要开展更多的老
年人营养筛查及干预。 

关键词：营养不良，粮食不安全，《美国老年人法案》
（OAA），补充营养援助计划（SNAP）
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Introduction

Nutrition is a key factor support-
ing healthy aging. Yet during 
the global COVID-19 pan-

demic, issuances of shelter-in-place or-
ders, closures of senior centers and oth-
er congregate dining locations, losses of 
income, increases in grocery prices, and 
other changes left many older adults 
struggling to maintain good nutrition. 

Prior to the pandemic, poor 
nutritional status—specifically pro-
tein-calorie malnutrition—and food 
insecurity were already growing crises 
among older adults in the United States 
(U.S.). Up to one out of every two old-
er Americans is at risk for malnutrition 
(Kaiser et al., 2010; Izawa et al., 2006). 
Approximately 7.3 percent (5.3 million) 
of older adults aged 60 and older were 
food insecure in 2018 (Feeding Amer-
ica, 2020). During the COVID-19 pan-
demic, rates of food insecurity became 
substantially elevated (Food Research 
& Action Center, Schanzenbach, 2020). 

However, there are available 
solutions to improve the nutrition of 
millions of older adults challenged to 
put food on the table. This commen-
tary outlines the problems of older 
adult malnutrition and food insecurity 
and the interrelations with COVID-19, 
summarizes existing federal nutrition 
programs for older adults and lessons 
from community-based nutrition pro-
grams that refocused some of their 
services during the COVID-19 pan-
demic, and finally explores pre- and 
post-COVID-19 policy actions and op-
portunities for improving the nutrition, 

health, and well-being of communi-
ty-dwelling older Americans during the 
current pandemic and beyond. 

Older Adult Malnutrition and 
Food Insecurity

Healthy aging depends on good 
nutrition. However, as the 
World Health Organization 

has identified, older people are particu-
larly vulnerable to malnutrition (World 
Health Organization, 2020). The United 
Nations Sustainable Development Goal 
Target 2.2 specifically states, “By 2030, 
end all forms of malnutrition, […] and 
address the nutritional needs of […] 
older persons.” (United Nations, 2020) 
because addressing older adult malnu-
trition can benefit both the older adult 
population and society. Malnutrition 
can be defined as a state of deficit, ex-
cess, or imbalance in protein, energy, 
and/or other nutrients that impacts 
body form, function, and clinical out-
comes (Soeters et al., 2009). For older 
adults, protein malnutrition and loss of 
lean body mass are significant problems 
even among individuals who may be 
overweight or obese.

Malnutrition is prevalent in the 
U.S. today. A report by the Congres-
sional Research Service documented 
“malnutrition affects 35 percent to 60 
percent of older residents in long term 
care facilities and as many as 60 percent 
of hospitalized older adult patients in 
the U.S.” (Dabrowska, 2017). Further, 
malnutrition affects approximately 20 
percent to 50 percent of admitted hos-
pital patients (Barker et al., 2011).
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There are a number of factors 
contributing to older adult malnutri-
tion (Figure 1). Many of these may 
place older adults at increased risk for 

COVID-19 as well, and may be ampli-
fied by the virus itself and social im-
pacts related to the pandemic.

Figure 1:  Overlapping risk factors for malnutrition and COVID-19 in older adults

Specifically, three in four Ameri-
cans aged 65 years and older have mul-
tiple chronic conditions (Gerteis et al., 
2014). Chronic diseases such as cancer, 
diabetes, and gastrointestinal, pulmo-
nary, and heart disease and their treat-
ments (including multiple medications) 
may lead to changes in nutrient intake 
and utilization, which can contribute to 
malnutrition (Wells et al., 2006). These 
same chronic conditions are among 
those that have also been identified as 
increasing the risk of severe illness from 
COVID-19 (CDC, 2020). 

Function-associated risk fac-
tors for malnutrition related to aging 
can include loss of appetite and a more 
limited ability to chew or swallow, all 
of which can lead to malnutrition. For 

patients with COVID-19, gastrointes-
tinal symptoms ranging from anorexia 
to nausea/vomiting and diarrhea have 
frequently been reported (Aguila et al., 
2020) and similarly may contribute to 
malnutrition. Indeed, evidence shows 
the severity of COVID-19 infection is 
compounded by its effect on nutrition, 
especially for the critically ill (Aguila et 
al., 2020).

Age-related cognitive and func-
tional decline can lead to social and 
mental health risk factors including 
social isolation and/or depression. The 
malnutrition risks from social isolation 
and poor mental health have been exac-
erbated by the community lock downs 
and stay-at-home orders put in place 
during the pandemic, as well as the vol-
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untary but necessary social distancing 
measures taken by older adults (Naja et 
al., 2020).

Finally, food insecurity and ac-
cess to adequate nutrition are a fourth 
category of risk factors for malnutrition 
and older adults—particularly those 
who live alone—can be more likely to 
experience food insecurity (The Mal-
nutrition Quality Collaborative, 2020). 
The United States Department of Agri-
culture (USDA) defines food insecuri-
ty as “a household-level economic and 
social condition of limited or uncertain 
access to adequate food” (USDA, 2019). 

Millions of older Americans face 
food insecurity every day. Prior to the 
pandemic, approximately 7.3 percent 
(5.3 million) of older adults aged 60 
and older were food insecure (Feeding 
America, 2020). During the COVID-19 
pandemic, rates of food insecurity were 
substantially elevated, with Black and 
Latinx families facing disproportionate-
ly high rates (Food Research & Action 
Center, Schanzenbach, 2020). Unfor-
tunately, as the COVID-19 pandemic 
has disrupted markets worldwide, it has 
also increased food insecurity for many 
(World Bank, 2020).

Research shows that food inse-
curity rates tend to be higher for older 
adults who are: low income; less educat-
ed; Black or Latinx; separated, divorced, 
or never married; residing in the south-
ern region of the U.S.; unemployed; 
living with a disability; living alone 
or with children; and a younger-aged 
older adult (Food Research & Action 
Center, 2019; Strickhouser et al., 2014; 
Ziliak et al., 2016). The COVID-19 

pandemic added further risk factors 
for food insecurity as economic insecu-
rity increased and the health guidance 
of staying home, minimizing contact 
with large groups, and stocking up on 
food and supplies confronted the many 
older adults who relied on group meals 
at senior centers and/or food from lo-
cal food banks and could not afford to 
purchase several weeks of food (Goger, 
2020). One recent study identified that 
less than one in five (18.8 percent) of 
adults with very low food security were 
able to comply with public health rec-
ommendations to purchase two weeks 
of food at a time (Wolfson and Leung, 
2020). 

Having reliable access to enough 
food and healthy food is important for 
everyone, but is particularly import-
ant as people age. Unfortunately, older 
adults with food insecurity have lower 
overall dietary quality than food-secure 
older adults, as measured by USDA’s 
Healthy Eating Index. They consume 
fewer calories, less protein, and fewer 
essential vitamins and minerals, ver-
sus their food-secure peers (Lee and 
Frongillo, 2001; Montoya et al., 2011; 
The Malnutrition Quality Collabora-
tive, 2020; Eggersdorfer et al., 2018). 
Poor diet quality increases the risk for 
malnutrition, which could make older 
adults more susceptible to a pandemic 
virus and its systemic effects. In addi-
tion, food insecurity has been identified 
as increasing risk for chronic health 
conditions, even when controlling for 
income (Feeding America and Nation-
al Foundation to End Senior Hunger, 
2014; Feeding America, 2020). 
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Older Adult Nutrition, 
Healthcare Outcomes, and the 
COVID-19 Pandemic

Older adults are at increased risk 
for both contracting and de-
veloping more severe compli-

cations from acute respiratory viruses 
such as COVID-19. Older adults are 
also at increased risk for poor nutrition 
or malnutrition. Taken together, these 
threats combine to increase the vulner-
ability of older adults during a pandem-
ic and potentially may have longer-last-
ing implications. Indeed, the authors of 
the 2020 Global Nutrition Report  stated, 
“Malnutrition is a threat-multiplier […] 
If no action is taken, the effects of the 
current COVID-19 pandemic will only 
make it harder for vulnerable popula-
tions to protect themselves against mal-
nutrition” (World Health Organization, 
2020).

When left untreated, malnu-
trition can adversely impact multiple 
health outcomes. Malnourished older 
adults make more visits to physicians, 
hospitals, and emergency rooms (Izawa 
et al., 2006). They are also more likely to 
develop a healthcare-acquired condition 
including pressure injuries, have delayed 
wound healing, decreased respiratory 
and cardiac function, muscle wasting 
and functional loss increasing the risk 
of falls, longer length of hospital stay, 
higher readmission rates, and higher 
treatment costs (Tappenden et al., 2013; 
Ishida et al., 2020; Sharma et al., 2017; 
Lee et al., 2015; Zellner et al., 2019). 

Nutrition plays a critical role in 
immunity and malnutrition can lead to 

increased infection rates and immune 
suppression (The Malnutrition Quali-
ty Collaborative, 2020). The basal im-
mune dysfunction that occurs in mal-
nourished patients has been identified 
as a virulence factor for COVID-19 and 
could make older adults more suscepti-
ble to the virus as well as to its systemic 
effects (Figure 2) (Briguglio et al., 2020).

Early in the pandemic, a poten-
tially higher prevalence of malnutrition 
among older patients admitted to the 
hospital with COVID-19 was identi-
fied; Li et al. in Wuhan, China, docu-
mented that 52.7 percent of older adults 
with COVID-19 were malnourished 
and 27.5 percent were at risk of malnu-
trition (2020). Li et al. proposed several 
potential reasons for the high malnu-
trition rates, including increased need 
for protein resulting from acute inflam-
matory response, diabetes comorbidity, 
COVID-19 gastrointestinal symptoms, 
and poor appetite because of patient 
anxiety. Malnutrition has remained an 
issue over the course of hospitalizations 
too, with most patients admitted to 
intensive care with COVID-19 identi-
fied as acutely malnourished (Jin et al., 
2020) and 45 percent of patients admit-
ted to a rehabilitation unit following 
COVID-19 infection identified as high 
risk for malnutrition (Brugliera et al., 
2020).

Malnutrition’s health impacts, 
particularly on respiratory and cardiac 
function, can likely affect the course of 
recovery of patients with COVID-19. 
Specifically, prolonged hospitalization 
following the catabolism and immobi-
lization that can occur in COVID-19 
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induces weight and muscle mass loss, 
leading to sarcopenia, which in turn 
contributes to reduced respiratory and 
cardiac function, extended hospitaliza-
tion, and poorer prognosis (Ferrara et 
al., 2020). Sarcopenia itself is also a risk 
factor for malnutrition (Brugliera et 
al., 2020). Thus, it is not surprising nu-
trition status has been identified as an 
important factor influencing the out-
come of COVID-19 patients (Laviano 
et al., 2020). Guidance documents em-
phasize that identifying and addressing 

malnutrition is critical for treating and 
preventing further adverse health out-
comes from COVID-19 (Handu et al., 
2020) and nutrition is among the rec-
ommended treatments for post-acute 
COVID-19 syndrome (Nalbandian et 
al., 2021). There is also emerging evi-
dence that maintaining adequate levels 
of certain key nutrients, such as vitamin 
D, may help lower risk or aid recovery 
from severe COVID-19 for some peo-
ple (Meltzer et al., 2020; Hernandez et 
al., 2020).

Figure 2
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Addressing Malnutrition and 
Food Insecurity in Healthcare 
Settings

Even though malnutrition and 
food insecurity are common 
problems for older adults, they 

are not systematically identified or 
treated across the continuum of care. 
In an analysis by the U.S. Agency 
for Healthcare Research and Quality 
(AHRQ), malnutrition was diagnosed 
in only about 8 percent of hospital stays 
(Barrett et al., 2018). Yet as previous-
ly mentioned, it likely exists in up to 
60 percent of hospitalized older adults 
(Dabrowska, 2017). Similarly, malnu-
trition is diagnosed in just 3.6 percent 
of older adult emergency department 
visits (Lanctin et al., 2019), but its prev-
alence is estimated to be much higher, 
between 12-16 percent (Pereira et al., 
2015; Vivanti et al., 2015). In the com-
munity setting, identification of malnu-
trition is even less common, perhaps in 
part because comprehensive nutrition 
assessment and intervention, as an in-
tegrated part of overall healthcare deliv-
ery, may not be available at the commu-
nity level (Dwyer et al., 2020). Russell 
(2019) identified multiple barriers to 
community-level malnutrition screen-
ing and intervention, specifically not 
having a validated nutrition screening 
tool, staff not referring at-risk clients, 
clients not receptive to nutrition ser-
vices, care managers lacking awareness 
of malnutrition and its impact on older 
adults, and cost prohibitive out-patient 
nutrition counseling. 

One of the ways to improve mal-
nutrition screening and intervention 

care processes is through the imple-
mentation of a quality improvement 
initiative. The Malnutrition Quality Im-
provement Initiative (MQii) was devel-
oped to support quality improvement 
for malnutrition care and has developed 
an interdisciplinary toolkit that aligns 
with the nutrition clinical process (See 
Appendix 1) (Malnutrition Quality Im-
provement Initiative, 2020).

Part of these process improve-
ments is the early initiation of a dieti-
tian consult and malnutrition-risk diet 
order (with food and/or oral nutrition 
supplements for at risk patients) as well 
as connecting patients to federal nu-
trition programs and food resources 
available in their community. Similarly, 
nutrition-focused quality improvement 
initiatives for malnutrition have includ-
ed early nutrition intervention with 
oral nutrition supplements and report-
ed results document significant reduc-
tions in 30-day readmissions, lengths 
of hospital stay, overall healthcare re-
source use (e.g., hospitalization, emer-
gency department, and outpatient vis-
its), and cost savings (Sulo et al., 2017; 
Sulo et al., 2017, May 1-4; Riley et al., 
2020). Early nutrition intervention, in-
cluding oral nutrition supplements, has 
also been a hallmark of the few avail-
able articles that address nutrition care 
for hospital and rehabilitation patients 
with COVID-19 (Jin et al., 2020; Zhang 
et al., 2020).

Advocating for appropriate and 
timely nutrition can help improve clin-
ical outcomes as well as reduce or pre-
vent malnutrition’s impact on patients 
with COVID-19 (Handu et al., 2020). 
Thus, an important policy implication 
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to help prepare for the future, as iden-
tified in the National Blueprint:  Achiev-
ing Quality Malnutrition Care for Older 
Adults, 2020 Update, is to “[i]nclude 
malnutrition care standards in health 
pandemic and emergency preparedness 
pathways” (The Malnutrition Quality 
Collaborative, 2020).

Further, there is growing aware-
ness and acknowledgment that health 
outcomes and disparities are often 
driven by social determinants of health 
rather than by medical care alone (Hei-
man et al., 2015). Social determinants of 
health include social, economic, physi-
cal, and other conditions where people 
live, learn, work, and play that influence 
their health and health outcomes (HHS 
ODPHPH, 2020a). Poverty and food 
insecurity are social determinants of 
health and are associated with serious 
and costly health problems. Similarly, 
poverty and food insecurity also con-
tribute to health disparities among old-
er adults (Bernstein and Munoz, 2012).

Older adults living in food-inse-
cure households do not have access to 
nutritious foods on a regular basis and 
are at higher risk for negative physi-

cal and mental conditions, including 
chronic diseases such as diabetes, con-
gestive heart failure, and hypertension, 
limitations in activities of daily living, 
and depression (Redmond et al., 2016; 
lyles et al., 2014; Gundersen and Ziliak, 
2017; Portela-Parra and Leung, 2019). 
Further, food insecurity is significant-
ly associated with obesity, particular-
ly for women (Nettle et al., 2017) and 
evidence has identified that obesity is 
a risk factor for COVID-19 complica-
tions and should be considered in the 
management of COVID-19 (Nakesh-
bandi et al., 2020).

Food insecurity and multimor-
bidity are said to create a negative feed-
back loop. For some older adults, food 
insecurity increases morbidity risk, par-
ticularly conditions that are sensitive to 
diet or medication adherence as food 
insecure older adults must frequently 
make the difficult choice between either 
healthy food or medications (Box 1). 
Certainly, the potential for medication 
underuse should be a consideration for 
food insecure older adults receiving 
medical treatments during a pandemic 
(Afulani, 2015). 

Box 1:  Food-insecure older adults often have cost-related medication underuse*

Rates of cost-related medication underuse for adults aged 65 and over are:
•	 25% for those experiencing marginal food security (low level of food inse-

curity);
•	 40% for those experiencing low food security; and
•	 56% for those experiencing very low food security (most severe level of 

food insecurity).
*Cost-related medication defined as saving money by skipping medications, taking less med-
icine than prescribed, delaying filling a prescription, and/or requesting lower cost medica-
tions and not being able to afford medicine due to cost.
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For other older adults, it is likely 
poor health increases their risk for food 
insecurity as the out-of-pocket medical 
costs associated with poor health im-
pact their food budgets and function-
al impairments make managing their 
chronic disease more challenging and 
expensive (Pooler et al., 2019). Jih et al. 
(2018) reported that a heavy chronic 
disease burden likely exerts substan-
tial pressure on older adults’ household 
budgets, increasing risk for food inse-
curity. Thus, there is the potential that 
the medical costs associated with older 
adults contracting COVID-19 or other 
pandemic disease may lead to food in-
security and its related nutritional chal-
lenges.

It is not surprising then that 
food insecurity is a strong predictor of 
increased health care needs and costs. 
Garcia et al. (2018) documented that 
food insecure older adults have high-
er healthcare costs than food-secure 
older adults and that “on average, food 
insecurity added about 11 percent to 
the health care costs of older adults 
with and without a specific chronic 
condition.” Food insecure older adults 
also have greater utilization of health-
care services, including higher odds 
of more office visits, emergency room 
visits, and hospitalizations (Bhargava 
& Lee, 2016). Further, food insecurity, 
as identified in Healthy People 2030, is 
a key issue in economic stability (HHS 
ODPHP, 2020b).

Because food insecurity impacts 
health and many older adults have fre-
quent health visits, healthcare provid-
ers can play a critical role in impacting 

food insecurity, even during a pandem-
ic. Suggested actions include regularly 
screening patients, intervening clinical-
ly, and advocating for systems change 
(Pooler et al., 2019). The Food Research 
& Action Center and the AARP Foun-
dation have created a food security 
screening module for providers that 
might be useful (2018). 

Pooler et al (2019) identified 
screening programs as essential, since 
food insecurity may be episodic and of-
ten hidden from view. The Hunger Vital 
SignTM is a 2-item validated screening 
tool that can be used; it is highly sen-
sitive and specific among older adult 
populations (Gundersen et al., 2017). 
The COVID-19 pandemic’s resulting 
increased food insecurity risk under-
scores the need for systematic screen-
ing of older adults in the community 
for food insecurity. 

A clinician’s familiarity with local 
community resources and publicly and 
privately funded nutrition programs 
(such as those described in more detail 
in the next section) is fundamental for 
ensuring effective interventions. Clini-
cians and health systems are in a unique 
position to address barriers such as lack 
of eligibility awareness and stigma by 
reframing food assistance as a benefit 
that can support health and indepen-
dence (Pooler et al., 2019). Creating 
systems that support timely referrals 
and stay current, particularly during a 
pandemic when program requirements 
and offerings often change quickly, will 
likely benefit older adults the most.

As the older population contin-
ues to increase in size, so too will the 
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number of older adults who are at risk 
for food insecurity. Clinicians’ experi-
ences in treating food-insecure patients 
can offer important insights for policy 
leaders. Advocating for more system-
atic screening, documentation in the 
medical record, and referrals to and ad-
equate funding of federal nutrition and 
community programs will help build 
the framework needed to support a bur-
geoning older adult population (Pooler 
et al., 2019). This same framework will 
help strengthen the resources needed to 
face future pandemics.

Community-based, Federally-
Funded Nutrition Services for 
Older Adults

The U.S. federal government 
funds several types of nutrition 
services for older adults who 

may be at risk for malnutrition (See Ap-
pendix 2). Some of these programs are 
“means-tested” (provided only to older 
adults with lower incomes), while oth-
er programs are open to all older adults 
regardless of income level. 

The USDA administers several 
means-tested programs for older adults. 
The Supplemental Nutrition Assistance 
Program (SNAP, formerly known as 
food stamps) provides monthly benefits 
to low-income households to purchase 
food and is the largest USDA food as-
sistance program, serving more than 
5 million older adults annually (U.S. 
Government Accountability Office, 
2020). A considerable body of evidence 
shows that SNAP plays a role in im-
proving food security, economic secu-

rity, health, and dietary intake through-
out the lifespan. For a comprehensive 
review of the literature, see the Food 
Research & Action Center’s SNAP and 
Public Health: The Role of the Supple-
mental Nutrition Assistance Program in 
Improving the Health and Well-Being of 
Americans.

Other USDA programs include 
the Commodity Supplemental Food 
Program (CSFP), which provides 
shelf-stable commodity foods delivered 
monthly to older adults, the Child and 
Adult Care Food Program (CACFP), 
which provides food to child-care 
and adult day care participants, and 
the Senior Farmers’ Market Nutrition 
Program, which provides vouchers to 
low-income older adults to purchase 
fresh fruit and vegetables at farmers’ 
markets and roadside stands (U.S. Gov-
ernment Accountability Office, 2020). 

During the pandemic public 
health emergency, the various response 
bills have authorized “emergency” 
SNAP benefits.  As implemented by 
USDA, additional allotments can go to 
SNAP households not already receiv-
ing the maximum SNAP benefit for 
households of their size. States had to 
seek waivers to be able to provide this 
emergency benefit allotment, and all 
states did. In addition, many states were 
approved for waivers streamlining ap-
plication and recertification for SNAP 
(USDA, 2020a) and all states were ap-
proved by USDA for SNAP Online Pur-
chasing Pilots. (USDA, 2020b). While 
these approvals are encouraging, there 
are still many barriers to overcome—
including the limited number of food 
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retailers currently able to participate in 
online SNAP purchasing—before these 
options are widely available to all in-
terested older adults. CACFP waivers 
were also granted that allowed adult 
care centers to operate as non-congre-
gate sites and loosened meal pattern 
requirements if there were any disrup-
tions to the food supply.

Unlike most USDA programs 
which are means-tested, all older adults 
are eligible to participate in HHS nu-
trition programs regardless of income. 
However, unlike SNAP, which can ex-
pand during times of increased need to 
serve any eligible older adult, funding 
for HHS programs is capped. The HHS 
nutrition programs, also called the Old-
er Americans Act Nutrition Services 
Programs, were established in 1972 
and are authorized through the Older 
Americans Act (OAA). They include 
the OAA Title III-C-1 congregate nutri-
tion program (meals provided at senior 
centers and other group locations) and 
the OAA Title III-C-2 home-delivered 
nutrition program (commonly known 
as “Meals on Wheels”) (Colello, 2020). 
(A separate program under Title VI of 
the OAA provides nutrition services to 
older Native Americans through fund-
ing to tribes; unless otherwise noted, 
this article will discuss the Title III-C 
programs.) 

The OAA nutrition programs are 
statutorily required to provide meals, 
nutrition education, nutrition coun-
seling (as feasible) and other nutrition 
services. The intent of the OAA is to re-
duce food insecurity, hunger and mal-
nutrition; enhance socialization; and 

promote health and well-being within 
a coordinated network of services and 
supports. Before the COVID-19 pan-
demic, the OAA nutrition programs 
served almost 2.4 million older adults 
annually; in federal fiscal year 2018, 
the OAA congregate nutrition program 
served 1.5 million older adults and the 
OAA home-delivered nutrition pro-
gram served almost 900,000 older adults 
(Colello, 2020). Meals served as part of 
the OAA nutrition programs must meet 
one-third of the daily recommended di-
etary reference intakes (DRIs), helping 
to ensure the nutritional quality of the 
food served (Colello, 2020).

Even prior to the pandemic, 
federal nutrition programs played an 
important role in preventing and inter-
vening for malnutrition among older 
adults, particularly among low-income 
older adults. For example, in a nation-
al survey of OAA nutrition program 
participants, 58 percent of respondents 
reported that the congregate nutrition 
program provided one-half or more of 
their daily food intake, as did 62 per-
cent of home-delivered meals program 
participants who responded to the sur-
vey (Administration for Community 
Living, 2020). Further, 11 percent of 
congregate nutrition respondents and 
19 percent of home-delivered nutrition 
respondents stated in their survey re-
sponses that they had an annual house-
hold income of $10,000 or less, despite 
the programs not having an income re-
quirement. 

During the COVID-19 pandem-
ic, the OAA nutrition programs became 
even more crucial for many older adults. 
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Almost all congregate nutrition pro-
grams shut down entirely, converting 
their participants to either home-de-
livered meals recipients, “grab-and-go” 
meals recipients, or some combination 
of the two. Demand for meals grew dra-
matically; according to research con-
ducted by Meals on Wheels America in 
late April 2020, 89 percent of home-de-
livered nutrition programs saw an in-
crease in meal requests; of those, 79 
percent reported that the number of 
new requests for meals at least doubled 
between February 2020 and April 2020. 
Meals on Wheels America also found in 
the April 2020 survey that home-deliv-
ered meals programs served 56 percent 
more meals and 22 percent more older 
adults per week in April 2020 compared 
to pre-pandemic levels.

In response to this unprece-
dented demand for services, Congress 
appropriated emergency supplemen-
tal funding for the OAA nutrition 
programs in March 2020 through two 
separate laws. The Families First Coro-
navirus Response Act provided a total 
of $250 million in funding for OAA nu-
trition programs under Titles III-C and 
VI; the Coronavirus Aid, Response and 
Economic Security (CARES) Act pro-
vided a further $500 million in funding 
(Colello, 2020b). Congress also appro-
priated $175 million in December 2020 
for the III-C program through the Con-
solidated Appropriations Act of 2020 
and appropriated another $750 million 
in March 2021 through the American 
Rescue Plan Act of 2021. As a point of 
reference, the Title III-C programs re-
ceived approximately $951 million in 
total funding in federal fiscal year 2021 

and the Title VI nutrition program re-
ceived approximately $34.7 million the 
same year (Further Consolidated Ap-
propriations Act, 2020).

Pre-Pandemic Nutrition Policy 
Issues and Advocacy 

A number of stakeholders are en-
gaged in the community-based 
nutrition programs that direct-

ly provide food to older adults (Figure 
3). Many of these stakeholders have also 
been active in advocating for and shap-
ing the pre-COVID-19 nutrition care 
policy landscape as described further 
below.

One group that took a leading 
role in shaping the pre-COVID-19 
nutrition care policy landscape is De-
feat Malnutrition Today. This coalition 
formed in 2015 as a diverse alliance of 
national, state, and local stakeholders 
and organizations, including commu-
nity, healthy aging, nutrition, advoca-
cy, healthcare professional, faith-based, 
and private sector groups. Today it has 
over 100 members who share the goal 
of achieving the recognition of malnu-
trition as a key indicator and vital sign 
of older adult health (Defeat Malnutri-
tion Today, 2020). In 2016, the coalition 
convened a Malnutrition Quality Col-
laborative of multi-stakeholder nutri-
tion, healthy aging, and food security 
experts who broke new ground in re-
leasing the first ever National Blueprint:  
Achieving Quality Malnutrition Care for 
Older Adults (The Malnutrition Quali-
ty Collaborative, 2017). The Blueprint 
outlined specific goals, strategies, and 
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Strategies Recommendations

Identify Quality Gaps in  
Malnutrition Care

•	 Recognize impact of malnutrition and 
quality gaps for older adults in national, 
state, and local population health and 
chronic disease reports and action plans 
(e.g., malnutrition prevention, identi-
fication, and treatment needs in acute 
care, post-acute care, and home and 
community-based settings, and among 
priority disease-specific populations and 
during health pandemics)

Establish and Adopt Quality 
Malnutrition Care Standards

•	 Establish care pathways for malnutrition 
in all care settings during health pan-
demics and emergencies

•	 Include malnutrition care standards in 
institutional health pandemic and emer-
gency preparedness pathways

Table 1:  Pandemic-related recommendations that support the goal of improving quality 
malnutrition care (The Malnutrition Quality Collaborative, 2020) 

Figure 3:  Stakeholders involved in administering selected nutrition assistance pro-
grams that directly provide meals and food to older adults (U.S. Government Ac-
countability Office, 2019)
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recommendations to impact older adult 
malnutrition (See Appendix 3).

Several recommendations in the 
Blueprint have been implemented since 
2017; however, work remains as we have 
move into what the World Health Orga-
nization has declared as the Decade of 
Healthy Aging. Thus, an updated Blue-
print was released in 2020, to be used as 
a guide for the new decade and provide 
specific recommendations for influenc-
ing the health outcomes of older adults. 
As referenced earlier in this paper, the 
updated Blueprint includes pandem-
ic-related recommendations; these are 
specific to the Blueprint’s Goal 1:  Im-
prove Quality Malnutrition Care (Table 
1) (The Malnutrition Quality Collabo-
rative, 2020).

Throughout our paper, older 
adult malnutrition has been described 
as a persistent and growing crisis in 
America today. This is in part because 
malnutrition care has been omitted 
from most prevention and wellness, 
patient safety and emergency prepared-
ness, care transition, and population 
health strategies (The Malnutrition 
Quality Collaborative, 2020). One area 
where there has been some movement 
is in value-based and quality care.

Earlier we identified that the 
MQii has helped promote implemen-
tation of nutrition-focused quality im-
provement programs through launch of 
an interdisciplinary toolkit. The MQii 
has also supported development of the 
first ever malnutrition-specific elec-
tronic clinical quality measures (eC-
QMs). These malnutrition eCQMs have 
been adopted by numerous healthcare 

systems and hospitals throughout the 
U.S. (Academy of Nutrition and Di-
etetics, 2020) even though quality mea-
sures are still not required by the Cen-
ter for Medicare & Medicaid Services 
(CMS). However, CMS has acknowl-
edged malnutrition care as a gap area 
and approved inclusion of malnutrition 
quality measures in two Qualified Clin-
ical Data Registries (QCDRs) for 2020 
in the Merit-Based Incentive Payment 
System (MIPS) (Appendix 4) (The Mal-
nutrition Quality Collaborative, 2020). 
Adoption of malnutrition quality mea-
sures as well implementing best practic-
es across the continuum of care, includ-
ing through telehealth services, will go 
a long way in improving the standard 
of malnutrition care provided to older 
adults.

Evidence-based care standards 
and performance benchmarks are also 
needed to improve malnutrition care in 
post-acute care and community settings 
too. In 2019, the U.S. Government Ac-
countability Office (GAO) completed a 
report, Nutrition Assistance Programs, 
Agencies Could Do More to Help Address 
the Nutritional Needs of Older Adults. 
The GAO identified that research shows 
nutrition can affect the health outcomes 
of older adults. However, federal nu-
trition guidelines only provide broad 
guidance for healthy populations and 
do not focus on the varying nutrition-
al needs of older adults, even as the 
majority of older adults have chronic 
conditions often impacted by nutrition. 
The GAO report recommended HHS 
develop a plan to include specific guide-
lines for older adults in a future update 
of its Dietary Guidelines for Americans. 
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Another recommendation was that 
HHS and USDA improve oversight of 
federally-funded meals programs and 
provide additional education and infor-
mation to meals providers to help them 
meet older adults’ diverse nutritional 
requirements (U.S. Government Ac-
countability Office, 2019). USDA and 
HHS have largely concurred with these 
recommendations.

The post-acute care setting 
would benefit too from evaluations of 
specific community programs, such as 
home delivered meals, on patient health 
outcomes (Campbell et al, 2015; Thom-
as, 2015). This is especially important as 
CMS has now expanded opportunities 
for Medicare Advantage plans to offer 
benefits that address social needs, in-
cluding a home-delivered meals bene-
fit to enrollees with chronic conditions 
(Centers for Medicare and Medicaid 
Services, 2019). A 2019 research re-
port from The Urban Institute and sup-
ported by the Robert Wood Johnson 
Foundation found meal delivery was 
the most commonly added or expand-
ed Medicare Advantage social needs 
benefit and industry experts believed it 
to be of great interest to insurers (Sko-
pec et al., 2019). However, widespread 
adoption has not yet occurred. If these 
benefits were more frequently provid-
ed, it would help to support communi-
ty-based providers.

Prior to the pandemic, advocates 
also worked to secure adequate fund-
ing for SNAP. Of note, SNAP protects 
senior health and helps maintain inde-
pendence. The health benefits that re-
sult from an adequate diet can support 

older adults in their efforts to remain 
active, socially integrated, and indepen-
dent. Older adults can use SNAP at tens 
of thousands of locations across the na-
tion—in regular commercial channels 
and without stigma—at grocery stores, 
retail outlets, and farmers’ markets 
where older adults would normally pur-
chase their food. SNAP provides older 
adults with additional food-purchasing 
power and can help mitigate the hard-
ships of rising food costs for those with 
fixed incomes. 

Pandemic Nutrition Policy 
Issues and Advocacy 

After the COVID-19 pandemic 
had forced older adults to re-
main in their homes indefinite-

ly, policymakers and providers at the 
national, state, and local levels had to 
innovate quickly in order to ensure that 
older adults could still receive proper 
nutrition access and care. During the 
pandemic, connecting older adults to 
USDA’s SNAP was an essential strategy 
to address the pandemic’s dual threats 
to health and economic security. SNAP 
is the only means-tested nutrition 
program available to all eligible older 
adults in every part of the country. Be-
cause of its entitlement structure, SNAP 
can reach any eligible older adult with 
a benefit that is 100 percent federally 
funded. 

A considerable body of evi-
dence shows that SNAP plays a role 
in improving food security, econom-
ic security, health, and dietary intake 
throughout a recipient’s lifespan (Food 
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Research & Action Center, 2017). Mul-
tiple attributes of SNAP made it partic-
ularly responsive to the food security 
needs of low-income older adults and 
particularly suited to respond during 
a national health and economic cri-
sis (Food Research & Action Center, 
2019). With escalating need, more older 
adults benefitted from SNAP during the 
pandemic; however, additional older 
adults struggling to put food on the ta-
ble could have accessed SNAP. Further 
work is needed post-pandemic to help 
SNAP reach more older adults with an 
adequate benefit.

Some key proposals from advo-
cates that would have provided more 
resources to help older adults access nu-
tritious food during this crisis and jump 
start the economy included boosting 
the maximum SNAP benefit and basing 
it on a more adequate food plan and in-
creasing the monthly minimum SNAP 
benefit from $16 to $30.

During the pandemic, states 
could also adopt policies and practices 
that can connect more older adults to 
SNAP. States could draw down federal 
reimbursement match funds to support 
SNAP information and application as-
sistance efforts, including via non-prof-
it groups’ telephone help lines. Poli-
cies for greater SNAP access also often 
could promote social distancing. (Food 
Research & Action Center, 2020). For 
example, key opportunities for state 
SNAP agencies to streamline the appli-
cation and recertification process for 
older adults included providing a sim-
plified application for older adults, en-
suring access to telephonic interviews, 

implementing voice/telephonic signa-
tures, promoting the best use of autho-
rized representative opportunities, and 
adopting a standard medical deduction. 
Also, as discussed earlier in this article, 
states have implemented online grocery 
shopping for SNAP customers and as 
these models expand, more older adults 
will be able to benefit from the home 
delivery of groceries. 

Regarding the HHS programs, as 
previously discussed, Congress appro-
priated emergency supplemental fund-
ing for the OAA nutrition programs in 
March 2020 through both the Families 
First Coronavirus Response Act and the 
CARES Act. This supplemental funding 
was instrumental in enabling commu-
nity providers to serve the increase in 
demand.

Additionally, the emergency sup-
plemental funding came with accom-
panying policy provisions that were 
crucial to sustain increased service lev-
els. As explained previously, under the 
OAA, nutrition programs purchasing 
food with Titles III-C and/or VI fund-
ing are required to serve meals that 
meet the Dietary Guidelines for Amer-
icans and at least one-third of the DRI 
(Older Americans Act, 2020). However, 
a provision in the CARES Act allowed 
providers to waive the nutritional re-
quirements for meals funded by emer-
gency supplemental funding (CARES 
Act, 2020). Advocates asked for this 
provision to be included in the CARES 
Act because at the beginning of the 
pandemic, general food shortages were 
common and many food companies 
that routinely supplied these programs 
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were unable to meet the significantly- 
increased market demand for DGA/
DRI-compliant meals. Easing these re-
strictions enabled local programs to 
“shop around” and work with non-tra-
ditional food suppliers such as Nutri-
system meals (NANASP, 2020). 

Another important policy provi-
sion was a waiver of the transfer author-
ity limits within OAA funding. Under 
the OAA, states are allowed to transfer 
their allocated funding within OAA ti-
tles, but only up to a certain limit (Old-
er Americans Act, 2020). For example, 
normally states may transfer up to 40 
percent of their Title III-C funding for 
congregate and home-delivered nutri-
tion, meaning that states could shift 40 
percent of their total funding amount 
around to provide congregate programs 
with some of the home-delivered meals 
programs’ funding or vice versa. In 
practice, in most states, home-delivered 
nutrition programs generally receive 
transferred funding from congregate 
nutrition programs since congregate 
nutrition programs receive more fund-
ing in their original allocations than 
home-delivered programs. (Adminis-
tration for Community Living, 2019) 

Because congregate nutrition 
program participants were converted to 
“grab and go” meal recipients and/or to 
home-delivered meals recipients, and 
neither of those programs are able to re-
ceive congregate funding (as all funding 
spent on non-congregate dining must 
be from the home-delivered nutrition 
“pot”), programs were suddenly faced 
with two problems: having congregate 
nutrition funding they could not spend 
and not having enough home-delivered 

nutrition funding to cover the new in-
flux of participants. Advocates secured 
a waiver of the 40 percent transfer lim-
it on nutrition funding, which solved 
both problems. Coupled with emer-
gency authorities under the OAA for 
“major disaster” declarations by states, 
100 percent of emergency nutrition 
funding and 100 percent of regular nu-
trition funding could then go straight 
to home-delivered nutrition programs, 
where the need was greatest.

Telehealth services have also be-
come crucial because of the pandemic. 
Prior to the pandemic, there were al-
ready several nutrition health services 
that could be performed as telehealth 
services under Medicare, including 
medical nutrition therapy for certain 
chronic conditions (diabetes, renal dis-
ease, or post-kidney transplant). 

During the pandemic, CMS had 
designated over 100 new services as eli-
gible to be provided via telehealth out of 
an abundance of caution—the goal has 
been to keep older adults from making 
unnecessary trips out of their homes 
to healthcare providers (CMS, 2020). 
Though not specifically nutrition-ori-
ented, some of these new services could 
include malnutrition and food insecu-
rity screening and interventions, such 
as self-care management training and 
hospital discharge planning. Further 
services that might flag malnutrition or 
food insecurity include routine screen-
ing appointments and check-ins, skilled 
nursing facility discharge planning, 
end-stage renal disease appointments, 
and new/established home visit patient 
appointments. 
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Wherever possible, healthcare 
providers should take the opportunity 
to screen older adults for malnutrition, 
food insecurity, and other nutritional 
issues and refer them to community 
services where needed to help provide 
adequate food, meal services, oral nu-
trition supplements, etc. to address im-
portant nutrition issues.

In the Field: Senior Nutrition 
Program Lessons Learned from 
COVID-19

Four OAA nutrition program 
leaders were interviewed for this 
article, providing updates and a 

look at the “on the ground” reality of 
COVID-19’s impact on nutrition pro-
grams and the older adults they serve. 
The three agencies and one state de-
partment on aging are geographically 
diverse and serve a wide range of older 
adults.

Denise Niese is the executive di-
rector of the Wood County Committee 
on Aging, a rural non-profit agency 
serving all of Wood County, Ohio. In 
an August 2020 interview, Niese stated 
that prior to the COVID-19 pandem-
ic, her nutrition program served 6,500 
total older adults annually, about 20 
percent of the county’s older adult pop-
ulation. On March 16, 2020, the agen-
cy’s eight congregate nutrition sites and 
adult day care program closed to the 
general public. All former congregate 
nutrition clients and adult day care cli-
ents became recipients of home-deliv-
ered meals overnight, adding strain to 
Niese’s agency; the agency had to create 

additional meal delivery routes and hire 
more staff, as all volunteers 70 years of 
age and older were placed on hiatus be-
cause they were high-risk for catching 
the virus. 

In August 2020, Niese’s agency 
was quickly running out of funding to 
provide nutrition and other services; 
they had already spent their feder-
al emergency supplemental funding 
from the CARES Act and Families First 
Coronavirus Response Act. The agency 
had been unable to receive Medicaid re-
imbursement for new home-delivered 
meals recipients, even if the recipients’ 
meals were formerly funded through 
Medicaid, because Medicaid funding 
was contingent on clients receiving on-
site services. This situation improved 
after Congress appropriated further 
funding. 

Jeffrey Klein, the president and 
chief executive officer of Nevada Senior 
Services, a large adult day care agency 
in Las Vegas, Nevada, shared that de-
termination to continue to provide ser-
vices to older adults. In an August 2020 
interview, Klein stated that COVID-19 
forced his agency to “rethink and reex-
amine everything” in the space of aging 
and caregiving. Klein said in the inter-
view that COVID-19 provided a unique 
learning opportunity for the aging and 
disability networks to rethink service 
delivery on behalf of older adults, who 
may have to remain homebound for 
months to come. Ultimately, Klein felt 
that “the widest lens into the problems 
that many older adults face is nutrition” 
and that “if we can solve for nutrition, 
we can solve for other problems too” 
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because nutrition services can pro-
vide a pathway for access to treat older 
adults’ broader health and situational 
concerns.

Tara Ellis is the president and 
chief executive officer of FeedMore 
WNY, a food bank and senior nutri-
tion agency serving intergenerational 
families in four counties in the Buffa-
lo, New York area. In a September 2020 
interview, she said that her agency, 
which was created in December 2019 
from the merger of a food bank and a 
senior nutrition program, felt uniquely 
situated to leverage all local resources 
to “meet all of the community where 
they were at.” She said that many of the 
older adults she served needed mul-
tiple nutrition services even prior to 
the pandemic—congregate nutrition, 
home-delivered meals, SNAP, and food 
bank items—and that quite a few of the 
older adults in her region were part of 
“grandfamilies” (grandparents caring 
for grandchildren) who also received 
services funded by WIC (the federal 
Special Supplemental Nutrition Pro-
gram for Women, Infants, and Children 
administered by the USDA Food and 
Nutrition Service) through her agency 
for their grandchildren. Ellis felt that 
the agencies’ merger and variety of ser-
vices “helped [the Buffalo community] 
weather the COVID storm,” providing a 
“360-degree view of community need.” 

Shirley Chao is the director of 
nutrition for the Massachusetts Exec-
utive Office of Elder Affairs in Boston. 
She shared in an October 2020 discus-
sion that the Office has a long history of 
identifying nutrition concerns and cre-

ating unique programs to meet them. 
In 2019, they held 82 senior nutrition 
clinics statewide and conducted nutri-
tion screenings on 800 older adults; 10 
percent were found to be at malnutri-
tion risk. In that same year they also 
screened over 200 homebound seniors 
and identified 33 percent at malnutri-
tion risk. 

Realizing that the COVID-19 
pandemic would further increase risk 
for malnutrition, particularly for home-
bound older adults, her Office moved 
quickly to expand and adapt services. 
They used some federally funded pro-
grams to support these surging needs. 
They used a portion of their Families 
First Coronavirus Response Act fund-
ing to purchase more than half a million 
frozen and shelf stable meals for those 
who could not shop for themselves or 
for those whose drivers quit or needed 
to be quarantined. Meanwhile, the local 
nutrition programs distributed boxes of 
meat to 34,000 seniors in need through 
the USDA Farmers to Families Food 
Box program. Some seniors picked up 
the boxes, but most of them were deliv-
ered door to door by the local Councils 
on Aging or volunteers. 

OAA home-delivered meals pro-
grams increased 50 percent and con-
gregate meals programs converted to 
Grab and Go sites at multiple locations, 
including libraries, senior centers, and 
parking lots and averaging 2000 meals 
daily statewide. They also supported 
many mobile markets delivering food 
via Senior on the Go buses. One criti-
cal group identified early on during the 
pandemic were caregivers. Massachu-
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setts caregiver specialists saw a signif-
icant increase in demand, sometimes 
with new caregivers seeking resources, 
and at other times with caregivers who 
had previously requested only minimal 
help suddenly reaching out for weekly, 
ongoing support. 

During the pandemic, social 
media became a good vehicle to reach 
seniors. In March 2020, the state of 
Massachusetts launched a statewide 
“#doacovidcheck” social media cam-
paign that had more than 10,000 views. 
The state has a #covid19MA website, 
where people can access all food as-
sistance resources in Massachusetts. 
In September 2020, they launched the 
social media campaign “Be a Nutrition 
Neighbor” during Malnutrition Aware-
ness Week,TM focusing on malnutrition 
awareness and prevention. Thirty-five 
agencies and entities posted about this 
on their social media sites.

The four interviews tell a simi-
lar story; nationwide, community and 
governmental agencies had to quickly 
adapt to meet the needs of the older 
adults they serve, often through chang-
ing their service delivery models entire-
ly. With in-person congregate meals no 
longer an option, programs became cre-
ative to decrease older adults’ social iso-
lation (a risk factor for malnutrition); 
for example, Niese’s agency hosted vir-
tual “congregate” meals and nutrition 
education via the Zoom videoconfer-
encing platform. Some Massachusetts 
community nutrition programs have 
incorporated video recordings, includ-
ing converting daily activities to Zoom 
sessions, recording the sessions, and 

sending those videos to the cable access 
networks and Councils on Aging. All 
three of the community program lead-
ers interviewed for this article had their 
agencies’ staff make telephone reassur-
ance calls to their clients and conduct 
wellness checks when delivering meals 
to clients’ homes. 

As agencies are implementing 
plans to open congregate programs, 
they are now considering how to best 
“re-engage” older adults. While some 
OAA participants are eager to return to 
congregate meals, others are expressing 
hesitancies to moving back to “in-per-
son” meals programs. Thus, programs 
may need to consider how to diversity 
their offerings to continue to meet the 
needs of local communities.

Future Nutrition Policy 
Directions

There are various steps that pol-
icymakers can take now to en-
sure that older adults are able to 

access adequate nutrition, both as the 
pandemic continues and after the pan-
demic ends.

As the pandemic winds down, 
more funding is desperately needed 
for community nutrition services to 
continue to meet the needs of new-
ly-enrolled older adult program par-
ticipants.. Funding to meet demand 
has long been an issue with OAA nutri-
tion programs; in a brief published by 
AARP in 2019, the authors found that 
“adjusting for inflation, not only have 
total OAA appropriations over the past 
18 years [federal fiscal years 2001-2019] 
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failed to keep pace with [older adult] 
population growth, they actually fell by 
16 percent” (Ujvari et al., 2019). This 
problem is exacerbated in the short 
term by the pandemic driving high de-
mand for nutrition programs and over 
the long term by the continued increase 
in the size of the older adult population. 

For both the OAA nutrition pro-
gram and SNAP, nutrition advocates 
are worried about a benefits “cliff,” 
where older adults who have become 
accustomed to—and are still very much 
in need of—receiving new community 
services and extended benefits may no 
longer be able to access them, whether 
because community nutrition program 
funding has run out or the extended 
benefits period has expired. Long-term 
policies need to be enacted to prevent 
this from happening, possibly in the 
form of an overall increase in OAA 
nutrition program appropriations 
levels and in boosts to the SNAP max-
imum and minimum benefits based 
on an adequate food plan. The 2020 
OAA reauthorization significantly in-
creased authorization levels for “regu-
lar” appropriations; Congress should 
meet and exceed those authorized lev-
els when the pandemic ends (Support-
ing Older Americans Act, 2020).

Further, to ensure access to 
SNAP, building SNAP partnerships 
with area agencies on aging, AARP 
chapters, Meals on Wheels programs, 
and other community organizations 
that can help reach new groups of old-
er adults and cross-promote programs 
is one of the most effective ways for 
states to connect more older adults 

to SNAP, reduce hunger, strengthen 
SNAP services, and maximize federal 
reimbursement.

Debate continues among ad-
vocates over whether the flexibilities 
extended to OAA nutrition programs 
(DRI waivers, transfer authority limit 
waivers) should be continued post-pan-
demic. One issue that has been raised is 
that without assurance of healthful di-
ets, these community meals would not 
be expected to reduce food insecurity 
and malnutrition or provide the bene-
fits for the older population that stud-
ies and evaluations have demonstrated. 
Regardless of whether these flexibilities 
are continued, one clear lesson is that 
Congress can and should continue to 
take steps to ensure that vital federal 
nutrition programs such as the OAA 
are responsive to emergency needs, 
whether in this pandemic or in future 
crises.

Passage of legislation to ad-
dress gaps in older adult nutrition 
care and food security is also key. The 
2020 OAA reauthorization for the first 
time added “reducing malnutrition” to 
the purposes of the nutrition program 
and included malnutrition screening as 
part of the OAA’s nutrition screening 
requirements (Supporting Older Amer-
icans Act, 2020). Some community nu-
trition programs had already been per-
forming screenings for malnutrition, 
and this addition should prompt many 
more programs to provide this type of 
screening. During a future OAA reau-
thorization, it would be important to 
add requirements to screen recipients 
for food insecurity as well.
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Several other relevant nutrition 
care bills were introduced in mid-2020; 
however, none became law. One bill, the 
Medical Nutrition Therapy Act of 2020, 
would have expanded Medicare Part B 
coverage of medical nutrition therapy 
to chronic conditions other than the 
three currently covered (diabetes, kid-
ney disease, and kidney transplants), 
including malnutrition, prediabetes, 
obesity, hypertension, dyslipidemia, 
eating disorders, cancer, celiac disease, 
HIV/AIDS and any other disease or 
condition causing unintentional weight 
loss. This bill has been reintroduced in 
the 117th Congress. Another bill, the 
Medically Tailored Home-Delivered 
Meals Demonstration Pilot Act of 2020, 
would have established a demonstra-
tion pilot program to provide medically 
tailored, home-delivered meals to re-
cently hospitalized Medicare enrollees 
with nutrition-related conditions such 
as congestive heart failure, diabetes, 
and kidney disease.

Policy provisions that allow 
continued access to telemedicine ser- 
vices for Medicare beneficiaries, re- 
gardless of location, beyond the 
COVID-19 pandemic are also vital 
to ensuring efficient and effective on-
going patient care for malnutrition. 
While both audio and visual contact 
is the ideal, many older adults do not 
have access to the technology necessary 
to ensure the visual component. CMS 
should permanently allow nutrition 
screening and other healthcare services 
to be provided and covered by Medi-
care via telephone contact alone if that 
is all that is available to the patient.

Conclusions

Older adults are at higher risk of 
malnutrition and of develop-
ing severe complications from 

COVID-19. Both conditions also share 
common risk factors that may be am-
plified by the virus itself as well as social 
impacts related to the pandemic, in-
cluding food insecurity. Identification 
of risk for malnutrition and food inse-
curity are important for quality care be-
cause of their influence on healthy aging 
and medical outcomes. The implemen-
tation of nutrition-focused quality 
improvement programs, particularly 
those targeting transitions of care, may 
be beneficial to help risk screening be-
come part of routine medical care and 
care provided during pandemics.

Interventions for malnutrition 
and food insecurity include the federal 
food and nutrition programs like SNAP 
and OAA programs. Clinicians and 
health systems can play critical roles 
in helping reframe food assistance as a 
benefit that supports health and inde-
pendence and in integrating timely re-
ferrals to community-based programs 
into their medical discharge and care 
plans. In addition, they can join with 
other stakeholders to advocate for bet-
ter funding for these programs. Prior 
to the COVID-19 pandemic, com-
munity-based programs were already 
chronically underfunded and many had 
waiting lists for those seeking services. 
The significant surge in requests during 
the pandemic more than doubled the 
number of meals being provided which 
made an already bad financial situation 
even worse for these essential programs.
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In summary, the nutrition- 
related policies necessary for supporting 
older adults in the community during a 
pandemic are the same as those needed 
to help ensure healthy aging at any point 
in time, only magnified. Before, during, 
and after the pandemic, a robust na-
tional nutrition policy should include 
having appropriate systems in place to 
quickly identify risk for malnutrition 

and food insecurity and supporting ad-
equate nutrition interventions through 
fully funding, strengthening, and im-
proving access to food and nutrition 
programs and community-based meals 
providers (Box 2). These are the funda-
mentals for safeguarding that no older 
adult suffers from malnutrition, is left 
hungry, or is unserved at their time of 
greatest need. 

Box 2: Key takeaways for advocates

1) More funding is needed for community nutrition services to continue to 
meet the needs of newly-enrolled older adult program participants.. 

2) Long-term policy should include an overall increase in OAA nutrition 
program appropriations levels and in boosts to the SNAP maximum and 
minimum benefits based on an adequate food plan.

3) States and advocates should build SNAP partnerships with area agencies on 
aging, AARP chapters, Meals on Wheels programs, and other community 
organizations.

4) Passage of legislation to address gaps in older adult nutrition care and food 
security is also key. 

5) Policy provisions should allow continued access to telemedicine services 
for Medicare beneficiaries, regardless of location, beyond the COVID-19 
pandemic.

6) The implementation of nutrition-focused quality improvement programs, 
particularly those targeting transitions of care, may be beneficial to help 
malnutrition and food insecurity risk screening become part of routine 
medical care and care provided during pandemics.
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