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ABSTRACT

Background: COVID-19 infection prevention measures can negatively impact nursing 

home residents’ well-being. Society has been concerned about the imbalance between 

infection prevention and residents’ well-being, and about nursing home residents’ au-

tonomy in COVID-19 policymaking.

Objective: This study explores consensus among nursing home staff about which mea-

sures they found to be most important in contributing to preventing infections and to 

maintaining well-being of residents during COVID-19 outbreaks. In addition, this study 

explores the decision-making processes regarding COVID-19 measures and the involve-

ment of residents or their representatives.

Design: Mixed methods based on an online nominal group technique.

Setting(s): Dutch nursing homes, June–November 2020.

Participants: Managers, policy advisors, elderly care physicians, psychologists, a spiri-

tual counselor, nurses, care assistants, and resident representatives (n = 35).

Methods: Four panels from the viewpoint of infection prevention, and four panels from 

the viewpoint of well-being were performed with 3 to 7 participants per panel. Par-

ticipants individually selected the measure they found most important, discussed these 

measures together in an online conversation, and rated the importance and urgency 

of these measures during COVID-19 outbreaks on a 5-point Likert scale. The measures 

that were rated as (very) important and (very) urgent by all members of that panel were 

defined as ‘prioritized in consensus’. Panels also discussed the decision-making process 

regarding COVID-19 measures and the involvement of residents or their representatives. 

These conversations were transcribed verbatim and thematically coded using an induc-

tive approach.

Results: The infection prevention panels prioritized isolation measures; testing mea-

sures; testing and isolation combinations; use of personal protective equipment around 

(suspected) infected residents; and preparation for outbreaks by COVID-19 outbreak 

teams. The well-being panels prioritized cohort isolation, testing combined with cohort 

isolation and with isolation in residents’ rooms, exceptions to visitor bans, maximum 

numbers of visitors, and registration and accompanying visitors to the residents’ rooms. 

Resident representatives and staff were dissatisfied with their reduced involvement in 

policy making during the first months of the COVID-19 pandemic, although they under-

stood that decisions had to be made quickly.

Conclusions: Staff and resident representatives should be involved in COVID-19 policy 

making. According to them, priority COVID-19 measures should include: cohort isola-

tion, testing and isolation combinations, use of personal protective equipment, crisis 

management by COVID-19 outbreak teams, and nursing home visit regulations and in-

struction of visitors. Combining these measures may be a first step towards packages of 
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COVID-19 measures that better balance infection prevention and maintaining residents’ 

well-being.

Registration : N/A

Tweetable abstract : Priority COVID-19 nursing home measures are isolation, testing, 

testing and isolation combinations, PPE use, preparations by outbreak teams, and visit 

regulations @wilcoachterberg

Keywords: COVID-19, Nursing homes, Infection prevention, Well-being, Measures, 

Policy making, Decision making

WHAT IS ALREADY KNOWN

•	 COVID-19 infection prevention measures can negatively impact nursing home resi-

dents’ well-being.

•	 Society has been concerned that nursing home residents’ autonomy has been over-

looked in COVID-19 policymaking.

•	 Society has been concerned about the imbalance between infection prevention and 

residents’ well-being. Nursing home staff, residents, and their families have been 

struggling to develop better balanced packages of COVID-19 measures. 

WHAT THIS PAPER ADDS 

•	 Resident representatives and staff were dissatisfied with their limited involvement 

in policy making during the first months of the COVID-19 pandemic, although they 

understood that decisions had to be made quickly.

•	 Priority measures during COVID-19 outbreaks in nursing homes include cohort 

isolation, testing, testing and isolation combinations, use of personal protective 

equipment, crisis management by COVID-19 outbreak teams, and nursing home 

visits regulations and instruction of visitors.

•	 There is overlap between priority measures for preventing infections and for main-

taining residents’ well-being during COVID-19 outbreaks in nursing homes: cohort 

isolation and combinations of testing and isolation were prioritized from both 

viewpoints. 
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BACKGROUND

Among nursing home residents, elevated risks of severe disease courses of COVID-19 

and mortality were seen (1, 2). By May 2020, 37 to 66% of all COVID-19-related deaths in 

European countries had occurred in nursing homes and other long-term care facilities 

(1, 3). Inherent to the setting of nursing homes is close contact between people. Resi-

dents are often dependent on care that is provided by staff to multiple residents (2), and 

residents often share spaces, facilities, or activities (2, 4). COVID-19 therefore spreads 

easily among residents.

To protect vulnerable nursing home residents from COVID-19, many local and (inter)na-

tional guidelines and restrictions were applied during the first months of 2020, such as 

isolation measures, visiting bans or regulations, other distancing measures, testing, and 

use of personal protective equipment (5-9). Although these measures should prevent 

COVID-19 transmission, public concerns arose about the lack of attention for nursing 

home residents’ well-being during spring and summer (10, 11). Research confirmed 

that social isolation and loneliness, depressive symptoms, grief, anxiety, and challeng-

ing behavior had increased among nursing home residents during the first year of the 

COVID-19 pandemic (12-15). 

Researchers have suggested that infection prevention measures have to be weighed 

carefully against their potential harms (16) and person-centered care (17-19) in order 

to maintain residents’ well-being. However, how these considerations are to be made 

in practice is not described (16, 17). Nursing home staff, residents, and residents’ family 

members have also been struggling to find packages of measures that provide a better 

balance between infection prevention and maintaining residents’ well-being (13, 20). 

Staff and residents’ family feared for residents’ safety and argued in favor of even stricter 

infection prevention measures, although they also found visitor restrictions difficult to 

cope with and campaigned for residents’ freedom of movement (16, 21).

Another public concern was that nursing home residents’ autonomy has been over-

looked in COVID-19 policymaking (15, 22). It was argued that, especially due to their 

relatively short remaining life expectancy, many nursing home residents had died, or 

would die, under restrictive measures they had had no say in (23). However, the actual 

decision-making process in nursing homes and the involvement of residents regarding 

COVID-19 measures has hardly been studied.

In response to these two public concerns, the first aim of this study is to explore con-

sensus among nursing home staff and resident representatives about measures they 
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found to be most important in contributing to preventing infections, and to maintaining 

residents’ well-being during COVID-19 outbreaks in nursing homes. The second aim is to 

explore how the decision-making processes and the involvement of residents or their 

representatives regarding COVID-19 measures were organized and experienced in nurs-

ing homes.

METHODS

Design

This study has a mixed-methods design using the nominal group technique (NGT) (24-

26). The NGT was slightly modified to an online procedure with a single rating phase. 

This consensus method has been used to identify COVID-19 measures that nursing 

home staff members and resident representatives give priority to. This study made use 

of participants and data from the MINUTES study (27). 

Participants

Long-term care organizations that participated in the MINUTES study (27) were invited 

to participate. Since the focus of our study is on inpatient long-term care, these were all 

organizations with at least one nursing home or care home. An information letter was 

sent by email to the directors of these 41 long-term care organizations. Consent to study 

participation was received in reply to this email from 12 organizations. Next, the contact 

person of each participating organization distributed information letters to potential 

participants. Besides, we asked potential participants if they knew any colleagues who 

might be interested in receiving an information letter and considering participation in a 

next round of panels. When potential participants indicated interest in participating, we 

checked if there were not yet two participants from the same long-term care organiza-

tion or with the same function registered for the next round of panels. Subsequently, we 

asked for their availability during the times of the scheduled online panel conversations 

and if they preferred to participate in a panel regarding infection prevention measures 

or about well-being measures.

The aim was to organize panels of 4 to 7 participants, to keep the online process man-

ageable (24). To include diverse perspectives of stakeholders in nursing homes’ policy 

making, we aimed to compose panels that consisted of multidisciplinary nursing home 

staff from various long-term care organizations, including managers or policy advisors; 

practitioners such as physicians, psychologists, or physiotherapists; nurses or care as-

sistants; and resident representatives. 
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Setting

Shortly before the start of this study, in May 2020, nursing homes gradually started to 

reopen for visitors (28), and the Dutch ‘first wave’ of national excess mortality due to 

coronavirus infections was just over (29). However, nursing homes were still short of 

personal protective equipment (30). Right at the beginning of the study period, in June 

2020, tests became available for Dutch citizens, including nursing home residents, with 

symptoms of COVID-19 (29). From September 2020 until June 2021, the indistinguish-

able second and third waves of coronavirus infections were ongoing (29). By the end 

of the study period in November 2020, there were no personal protective equipment 

shortages anymore, but restrictive measures, e.g., to limit group sizes, had been reintro-

duced at the national level (31). Vaccines were not yet available. Rounds of panels were 

organized in June, July, August and November 2020.

Procedures

The NGT is a structured group procedure for idea generation, problem solving, and 

priority setting that encourages equal input from all participants (26). A modified NGT 

was employed to define levels of agreement about priority COVID-19 measures among 

nursing home staff. Due to national COVID-19 restrictions, the study had to take place 

online. To limit the burden on the participants in a time of crisis, and because our aim 

was not to enforce consensus, but only to explore the existing level of consensus in 

this early stage of the pandemic, there was no secondary ranking or re-ranking, which 

is often the last phase of the NGT (24, 26). Multiple rounds of NGT panels from each 

viewpoint were conducted, until data saturation was reached in the topics of measures 

selected to be most important. The phases of the NGT are presented in Table 1. 

Phase 1, the idea generation phase, consisted of a questionnaire via email one week 

before the panel meeting. The questionnaire contained questions about the most 

important measure during COVID-19 outbreaks from the viewpoint of either infection 

prevention or well-being, and about the decision-making process (Table 1). To activate 

participants’ thoughts, a list of textual units from the MINUTES data (27) of the previous 

four weeks was attached to the questionnaire. As an example, Supplement I presents 

the attachment for the first panel about infection prevention measures.

In phase 2, the 1.5 to 2-hour panel conversations were conducted online via Zoom (32) 

and were guided by a facilitator, an assistant facilitator who also served as technical 

assistant before and during the conversation, and one person taking minutes (female 

researchers JG, LT, and SJ in alternating roles). The information letter contained technical 

instructions regarding Zoom, and shortly before and during the meeting, the assistant 

facilitator was available to provide participants with technical support. The conversa-
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tions followed usual NGT steps: a round robin and a discussion. With a 10-minute break 

in between, these steps were performed for conversation part 1 regarding the selected 

measures and for part 2 regarding the decision-making process. The panel conversa-

tions were audio recorded.

Phase 3, rating of the measures discussed, was conducted by email one week after the 

panel conversation. Participants received a form with descriptions of the measures, 

including arguments and nuances that were mentioned during the conversation. They 

were asked to rate the importance and the urgency of each measure on a 5-point Likert 

scale. In addition, the form served as a member check (33). Descriptions of the measures 

were adapted if participants’ comments indicated an inaccurate interpretation of the 

conversation. 

Table 1. Procedures nominal group technique.

Phase Format Content/structure

1. Idea generation Form by email Open questions: 
1. “What measure, taken in the nursing homes organizations you 
are affiliated with, do you think is most important to implement 
during a COVID-19 outbreak in nursing home organizations [to 
prevent infections /to maintain residents’ well-being]?”
2. “Why this measure?”
3. “From whose perspective(s) was this measure decided? Was 
there participation/ consultation/ questioning of client(council)s?”
4. “Does this differ from the way policy is made in the normal situa-
tion? What do you think about that?”
Attachment: list of textual units from the last four weeks of MIN-
UTES data that described measures. 

2. Panel conversation Online via Zoom Conversation part 1: measures (phase 1 questions 1 and 2)
-  step 1. Round robin: participants one by one explain their 

answers to open questions 1 and 2
-  step 2. Discussion: participants ask each other clarifying ques-

tions and discuss their ideas
Break 
Conversation part 2: decision making (phase 2 questions 3 and 4)
-  step 1. Round robin: participants one by one explain their 

answers to open questions 3 and 4
- step 2. Clarification and discussion 

3. Rating Form by email 5-point Likert scale questions:
1. “This measure is important for [infection prevention]/[the well-
being of residents and their family] during COVID-19 outbreaks in 
the nursing home”
2. “Introducing this measure at the start of a COVID-19 outbreak in 
the nursing home is urgent, and cannot wait weeks”
Comment field
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Data analysis

The discussion elements of the panel conversations about important COVID-19 mea-

sures were transcribed verbatim. Between phases 2 and 3, the transcripts of conversation 

part 1, regarding COVID-19 measures, were analyzed using content analysis (25, 34) and 

converted into the measure descriptions on the rating forms (LT, checked by JG and SJ). 

After phase 3, the rated measures were classified under the eight main topics that were 

identified in the MINUTES study as topics of discussion in COVID-19 outbreak teams: 

crisis management, isolation of residents, personal protective equipment and hygiene, 

staff, residents’ well-being, visitor policies, testing, and vaccination (27) (LT, checked by 

HS and MC). This classification facilitated comparison between the measures prioritized 

by the well-being panel and by the infection prevention panel. Measures were consid-

ered to be prioritized in consensus if they were ranked as (very) important (4 or 5 points) 

and (very) urgent (4 or 5 points) by all panel members. The transcripts of part 2 of the 

panel conversations, regarding decision making, were inductively thematically analyzed 

(LT, reviewed and discussed with HS) (34). 

Ethics

The study was exempt from the Medical Research Involving Human Subjects Act by 

the Medical Ethics Committee Leiden The Hague Delft (protocol number N20.093). The 

directors of the long-term care organizations and all panel participants provided writ-

ten informed consent. The study was announced on the Long-Term Care response to 

COVID-19 website on March 10, 2021 (35).

RESULTS 

Participants

Four rounds of panels on infection prevention and on well-being were performed. After 

for rounds, data saturation was reached in all topics except crisis management. This topic 

was assumed to indicated that by November, nursing homes no longer experienced the 

pandemic as a crisis but reflected on and prepared for future crisis situations. In total, 

19 participants participated in the infection prevention panels, and 16 in the well-being 

panels. Each panel consisted of 3 to 6 participants. Their median ages were 55 (range 

30 – 73) and 50 (range 21 – 73) years, 68% and 56% were female, and their median years 

of experience in their positions were 8.0 (3.0-24.0) and 5.5 (1.6-7.8) years, respectively. 

Participants included care assistants, elderly care physicians, managers, nurses, policy 

advisors, psychologists, resident representatives, and a spiritual counselor (Table 2). 

There were no panels with more than one pair of participants from the same function or 

more than one pair of two participants from the same long-term care organization. The 
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resident representatives were all members of nursing home client councils and current 

or former family caregivers of nursing home residents.

Infection prevention measures

The 19 participants in the panels about infection prevention selected and discussed 16 

different measures. These 16 measures were on the topics of isolation, testing, testing 

and isolation combinations, personal protective equipment, hygiene, visiting measures, 

and crisis management. Of these 16 measures, 9 were prioritized as being (very) impor-

tant and (very) urgent in nursing homes during COVID-19 outbreaks. These 9 priorities 

are described below (Table 3).

Of the 9 prioritized measures, 3 concerned the topic of isolation. These isolation mea-

sures varied from cohort isolation of wards with infected residents and entry restricted 

to a limited number of staff members with personal protective equipment (June); 

transfer of infected residents who cannot be isolated on their ward to an organizational 

or regional COVID-19 unit (July); and isolation of residents with (suspected) COVID-19 

who are cognitively able to comply with this measure in their single room (August). 

Panel members argued that transfer and isolation in a COVID-19 unit would stimulate 

Table 2. Participant characteristics.

Infection prevention panels 

(n=19)

Maintaining well-being panels 

(n=16)

Sex

Female 68.4% (n=13) 56.3% (n=9)

Age (Median (range)) 55 (30 – 73) 50 (21 – 73)

Function 

Care assistant* 5.3% (n=1) 6.3% (n=1)

Elderly care physician 10.5% (n=2) N/A

Manager** 21.1% (n=4) 31.3% (n=5)

Nurse 15.8% (n=3) 18.8% (n=3)

Policy advisor 26.3% (n=5) 6.3% (n=1)

Psychologist N/A 12.5% (n=2)

Resident representative 15.8% (n=3) 25.0% (n=4)

Spiritual counselor 5.3% (n=1) N/A

Years in position (Median (IQR)) 8.0 (3.0 – 24.0) 5.5 (1.6 – 7.8)

*care assistants were a ‘carer’ and an ‘activity supervisor’, **one manager was also chair of the pre-pandemic infection 

prevention committee
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a regionally uniform policy, centralize experiential knowledge on caring for COVID-19 

patients, and centralize usage and therefore save personal protective equipment. Isola-

tion in single rooms would prevent transfer of residents to a COVID-19 unit with staff 

who are not familiar with their normal behavior. Cohort isolation was argued to prevent 

transfer so residents can stay in their familiar environment as well as prevent isolation in 

single rooms so residents retain some freedom of movement. 

Four measures were prioritized in the topics of testing (n = 2), and testing and isolation 

combinations (n = 2). The testing measures were, first, immediate testing of residents 

and staff in the event of (minor) symptoms, and isolation in case of a positive test result 

(July). Second, testing of staff and residents should be performed within the care orga-

nization itself if national testing resources are scarce or processes are slow (November). 

The prioritized combinations of testing and isolation were testing and transferring resi-

dents suspected of COVID-19 to a COVID-19 unit with experienced staff, especially when 

test results are not quickly available (June); and, in nursing homes where the building 

structure makes it difficult to prevent transmission of the virus, testing and isolating 

residents who are (possibly) infected until a negative test result is obtained (November). 

Both panels argued that testing can shorten the period during which isolation measures 

are needed. 

Measures prioritized in other topics (n = 2) were, first, the use of personal protective 

equipment around (suspected) infected residents (July). This measure was argued to 

reduce unrest among staff. Second, having an organizational COVID-19 outbreak teams 

to prepare for outbreaks was prioritized (November). This was aimed at reducing fear 

and work overload of staff. 

Measures to maintain residents’ well-being

The 16 participants in the well-being panels selected and discussed 14 different mea-

sures. These 14 measures were on the topics of visitor policies, isolation, testing and 

isolation combinations, crisis management, and activities for residents. Of these 14 

measures, 8 were prioritized as being (very) important and (very) urgent to maintain the 

well-being of nursing home residents during COVID-19 outbreaks by all panel members. 

These 8 priorities are described below (Table 4).

Of the 8 prioritized measures, 5 concerned the topic of visitor policies. One panel 

prioritized not permitting visitors to visit residents or wards with positive test results, 

but allowing visitors who wear mouth masks to visit residents who are suspected of 

having COVID-19 (August). Two panels prioritized exceptions to visitor bans for terminal 

residents and other distressing cases (June) and for residents in the phase of dying 
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(July). This last panel wanted to allow a maximum of 2 or 3 visitors daily with personal 

protective equipment. Two panels furthermore prioritized registration of visits and ac-

companying visitors to the residents’ rooms (August), a maximum of 2 or 3 visitors of the 

residents’ choice per day per resident during COVID-19 outbreaks, and additional clear 

restrictions such as location of visits, mandatory mouth masks, and registration of visits 

(November). These panel members argued that regulation of visits has less impact on 

residents’ and their family members’ daily lives and intimacy and on the workload for 

staff, than visitor bans. In addition, all visiting measures other than visitor bans were 

argued to be important to maintain residents’ autonomy or privacy.

The other three prioritized measures concerned the topics of isolation and testing and 

isolation combination. These are overlapping with measures prioritized by the panels 

about infection prevention. The figure in Supplement II illustrates this overlap. Cohort 

isolation should be applied to wards with (suspected) infected residents (July), and 

tailored to the smallest possible units or wards around a COVID-19 outbreak (August). 

Participants argued that cohort isolation to the smallest possible unit or ward would 

keep the impact on residents, their family, and staff to a minimum (August), and keep 

other wards within the building accessible for visitors (July). In addition, testing and 

isolating residents with suspected COVID-19 in their room (droplet isolation) was pri-

oritized. A positive test result would require transition from room isolation to cohort 

isolation of the ward (July).

Decision making

Most participants were aware of how decisions regarding COVID-19 measures were 

made within their organization. They explained that the COVID-19 outbreak teams 

made decisions more quickly and more top-down than usual, often implementing 

national COVID-19 policies (Supplement III: quote 1 (Q1)). However, they did not 

always know of whom the outbreak teams consisted. Resident representatives were 

often not involved at all, and were merely informed of COVID-19 policies. Often they 

only remained involved in the topic of visitor policies (Q2). Barriers to their involvement 

in the decision-making included not being able to get together on location, to meet 

with staff, and COVID-19 outbreak teams meeting ad hoc (Q3). One panel discussed the 

possibility of including a resident representative in a COVID-19 outbreak team, but this 

panel’s participants were divided about this idea. 

Several staff members indicated feeling they were not heard by the COVID-19 outbreak 

team (Q4). Some staff members explained that they were informed of decisions about 

COVID-19 measures, but that their questions, or questions they received from residents, 

family members, and other staff remained unanswered.
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While resident representatives and staff expressed dissatisfaction and irritation about 

their decreased involvement (Q5), they also indicated understanding the accelerated 

decision-making process during the first months of the pandemic (Q6). The panels of 

August and November indicated that staff and client councils were increasingly involved 

in COVID-19 policy making, and that staff was given more freedom in applying policies 

(Q7).

According to one participant, the decision making process did not differ much from 

before the pandemic, because it was usual that deviations from ‘normal’ care were 

discussed with the manager or physician who were now part of the COVID-19 outbreak 

team. 

DISCUSSION

This study examined a set of COVID-19 measures nursing home staff and resident 

representatives deemed most important and urgent to prevent infections and maintain 

residents’ well-being during COVID-19 outbreaks in nursing homes. They prioritized 

cohort isolation and testing and isolation combinations to both prevent infections 

and maintain residents’ well-being. In addition, to prevent infections, more isolation 

measures, testing measures, use of personal protective equipment around (suspected) 

infected residents, and preparation for outbreaks by COVID-19 outbreak teams were 

prioritized; and to maintain residents’ well-being, exceptions to visitor bans and several 

visitor policies were prioritized. These measures combined may be a first step towards 

packages of COVID-19 measures that better balance infection prevention and maintain-

ing well-being. Resident representatives and staff were dissatisfied with their reduced 

involvement in policy making during the COVID-19 pandemic, although they under-

stood that decisions had to be made quickly. These prioritized sets of measures are a first 

step towards packages of COVID-19 measures that better balance infection prevention 

and maintaining residents’ well-being.

This is the first study to prioritize COVID-19 measures in terms of importance and 

urgency during outbreaks in nursing homes to both prevent infections and maintain 

residents’ well-being. In line with our findings, priority research areas regarding infection 

prevention that have been designated academic authors and specialist societies include 

testing and vaccination, and use of personal protective equipment; and also well-being 

priorities including consequences of COVID-19 for physical, cognitive and psychological 

health, and the impact of social distancing and lock-down policies (36). Besides, two 

literature reviews described COVID-19 best practices and potentially effective measures 
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that are mainly in the topics that our study rated to be important, including (cohort) iso-

lation, testing, combining testing and isolation, use of personal protective equipment, 

hygiene reinforcement, visiting policies, and crisis management (18, 37). In addition to 

our results, these reviews also described ventilation, digital health applications such as 

real-time outbreak monitoring, workforce management (18), and person-centered care 

(37) to be important. Although person-centered care may refer to residents’ well-being, 

these reviews included mostly studies that were only focused on infection prevention, 

Moreover, many of the studies included in these reviews did not include the perspective 

of nursing home staff, residents, or resident representatives. 

In our study testing and isolation combinations were also prioritized by the well-

being panels, although intuitively these may be only infection prevention measures. A 

plausible explanation is that participants were inclined to select infection prevention 

measures because they experienced mainly this type of measures in practice during 

the first months of the pandemic. The well-being measures reflect that relaxation of 

infection prevention measures benefits residents’ well-being. Besides, this might also 

be explained by the CDC definition of well-being, which besides mental, social, and 

autonomy components, also includes a physical component (38). Nursing home staff 

might indeed have regarded infection prevention as part of maintaining physical health 

and an integral part of well-being. Future research could reveal if the focus regarding 

well-being has changed after the acute crisis passed. 

Our study showed that the autonomy of nursing home residents should be maintained 

during COVID-19 outbreaks. According to literature, the norm is to involve them or their 

representatives in care decisions and to deliver person-centered care (13, 39). Dutch 

care organizations are obliged to have a client council that is informed about, can give 

advice, and can consent to organizational policy decisions (40). Despite these norms 

and obligations, internationally involvement of nursing home residents in care and 

policy decisions remains difficult (41). With regard to COVID-19 measures, researchers 

have also advised tailor-made measures and the involvement of residents, family, and 

staff (5, 14, 17, 19). However, our study shows that resident representatives and nursing 

home staff were less involved in policy making during the first months of the COVID-19 

pandemic than before. In fact, according to another Dutch study opinions of staff and 

resident representatives about who was responsible for policy making even became 

divided (42). This may be due to hierarchical (18) centralized quick policy making during 

the first months of the pandemic (22). However, our results showed that by November 

2020 there was more room for involvement in the decision-making processes within 

nursing homes. It has been suggested that, ultimately, these first months of the CO-
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VID-19 pandemic may have been a catalyst for a bottom-up urging to better embed 

involvement in the nursing home sector (23). 

Strengths

A first strength of this study is the bottom-up perspective. Our participants represented 

disciplines that ideally take part in nursing home policy making, ranging from nursing 

home managers to care assistants, and resident representatives. It is crucial that they 

support the policy decisions made (23, 43). Second, this study is unique in its prioritiza-

tion of COVID-19 measures. We made use of a modified NGT to quickly generate results 

that are easily translatable to nursing home policies and practice. Many different CO-

VID-19 measures have been recommended and implemented, and it has been difficult 

to select a balanced package of COVID-19 measures. The NGT has much been used to 

explore priorities and for policy development about other healthcare issues (24, 25). 

Third, performing this NGT study online made it possible to collect data about COVID-19 

measures during the national COVID-19 restrictions. In addition, by performing the 

study online, participants from across the country were able to participate without 

traveling (44, 45).

Limitations

Limitations of this study were, first, the small numbers of participants per panel. Still, after 

four rounds of panels, data saturation was reached. Second, this study was performed 

during the first year of the COVID-19 pandemic, when vaccines were not available 

yet. Recent literature stresses the importance of vaccination. Vaccination might have 

changed the urgency of other measures to prevent infections and maintain well-being 

in nursing homes. Future research should explore this renewed balance. Third, effective-

ness of measures in preventing infections or maintaining well-being remains unknown. 

In the first phase of the COVID-19 pandemic, effectiveness studies would have been too 

time consuming, and it would have been ethically irresponsible to withhold potentially 

effective measures from non-vaccinated NH. In this study, participants’ arguments in 

favor of the prioritized measures included perceived effectiveness, but also feasibility 

in practice and ethics. Thus, the measures prioritized should be the first focus in future 

effectiveness studies. Fourth, although formal resident representatives from client coun-

cils participated in this study, no nursing home residents participated. All of the client 

representatives willing to participate were current or former family caregivers. They may 

have been more familiar with digital communication than most residents. As described 

in the study background, family members feared for residents’ safety and may therefore 

have selected more infection prevention measures to maintain well-being than residents 

themselves would do. Future research should also explore which measures have priority 

from the perspective of residents themselves.
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CONCLUSIONS

In conclusion, this study has laid bare that long-term care organizations and the Dutch 

government were not well-prepared and had no policy in place for a highly infectious 

disease epidemic in the sector. However, Dutch long-term care organizations were flex-

ible and reactive. During future times of crisis when decisions are made more quickly 

than usual, staff and residents or their representatives should be better informed about 

the decision making processes, more involved in decisions, and have more opportunities 

to ask questions than they had during the first months of the COVID-19 pandemic. Long-

term care organizations may draw up a crisis communication and involvement protocol 

that includes sharing weekly updates with staff. In addition, staff should be given room 

to tailor-make COVID-19 measures. Priority measures during COVID-19 outbreaks in 

nursing homes to prevent infections and to maintain residents’ well-being partly over-

lap, and include cohort isolation and other types of isolation, testing measures, testing 

and isolation combinations, use of personal protective equipment around (suspected) 

infected residents, crisis management by COVID-19 outbreak teams, and regulation 

of visits and instructing visitors. Despite public commotion regarding the perceived 

imbalance between infection prevention and maintaining well-being during the first 

months of the pandemic, the measures prioritized to maintain residents’ well-being 

seem to mostly reflect gradual relaxation of infection prevention measures. This may be 

caused by the fact that mainly this type of measures were taken and experienced by the 

study participants. Future research may reveal whether after the acute crisis situation 

other topics also have gained priority to maintain residents’ well-being during infectious 

disease outbreaks. These prioritized sets of measures are a first step towards packages 

of COVID-19 measures that can overcome the perceived imbalance between infection 

prevention and maintaining residents’ well-being. The next step should be to let nurs-

ing home staff and residents jointly weigh the prioritized measures. For now, the study 

results can be translated to nursing home policies and can be used to provide focus to 

crisis management in future outbreaks of highly infectious or unknown respiratory viral 

diseases in nursing homes. When doing so, with each measure the effect on residents’ 

well-being should be considered.
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SUPPLEMENT I: LIST OF TEXTUAL UNITS FROM THE 
MINUTES DATA - ATTACHMENT TO THE IDEA GENERA-
TION QUESTIONNAIRE OF JUNE’S PANEL ON INFEC-
TION PREVENTION

Segregation and isolation of clients 

•	 	Separate locations such as care hotels are set up as COVID centers

•	 	Anteroom area available to isolate room and for donning personal protective equipment (PPE).

•	 	Discharge procedure from COVID ward has been established. Definition no longer infectious: when client 
is symptom-free for 24 hours, at least 14 days after the start of the symptoms, and when client has had 
droplet isolation for 7 days after the 24 hours symptoms-free.

•	 	Restaurant may reopen 14 days after positive test of last client.

•	 	Care agreement stops when a client goes home with a family caregiver.

•	 	From multiple- to single-bed rooms on [ward X].

•	 	Signage (for one-way routes) is made compulsory. Where too narrow for one direction, (expensive) traffic 
lights can be used.

•	 	Local residents with physical therapy inside a location are only allowed in if there is a separate entrance 
and exit.

•	 	Stop on internal transfers and new admissions.

•	 	2 infections on 1 ward considered as whole ward infected, admissions freeze. 

•	 	Chairs with upholstery and cabinets with knickknacks removed from Covid cohorts

•	 	Locations with a terrace on the ground floor will be cordoned off with tape.

•	 	Upon return after leaving location, client must be quarantined for 2 weeks.

•	 	Rehabilitation wards of 7 locations become COVID-cohorts.

•	 	Moving clients who have tested positive is avoided.

•	 	Isolate suspected/infected client in own room. If not feasible (due to behavioural problems/client unable 
to follow instructions/serious aggression/inappropriate accommodation), client is transferred to cohort 
ward.

•	 	Residents in individual isolation can be transferred to Covid-Cohort by mutual agreement.

•	 	Negatively tested clients are also quarantined for 24 hours as a precaution.

•	 	If a resident with an urge to wander and suspected corona-virus infection, the doctor decides how best to 
isolate the resident. In practice, this will involve confinement to the room or sedation.

•	 	After three days symptom-free and at least 8 days after diagnosis by test, the isolation can be lifted. In case 
of doubt, a second test (at least 24 hours apart) can be performed.

•	 	Admissions freeze infected location. 

•	 	New admissions who were not tested in hospital are tested prior to admission.

•	 	PG (psychogeriatrische) cliënten met loopdrang zijn moeilijk instrueerbaar (moeilijk in quarantaine te 
houden) en worden daarom niet opgenomen.

•	 	Housekeeping will not clean rooms of positive clients. This is done by the care workers themselves.

New admissions

•	 	After a death, a bed in the nursing home can be released for a new resident. If it is a bed in a covid-cohort, 
only a new resident with (suspected) covid can be admitted.

•	 	When new clients move in, they do not have to be quarantined for 14 days, unless they have symptoms. 
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•	 	Upon admission, 2 weeks isolation policy (from hospital, care institution or home situation), temperature 
taken 2x a day, resident stays in own room.

•	 	Process of moving in clients is discussed in broad outline and adjusted where necessary (e.g., guided tour 
via video calls, professional removal company moving personal belongings).

Hygiene

•	 	Before bedding is taken away to be washed by an external party, the bedding must first be packed airtight 
for 24 hours.

•	 	 Place hand disinfection columns for visitors.

•	 	In case of infection, we clean contacts with alcohol/disinfectant. Other areas with microfibre and water.

•	 	Cleaners pay extra attention to contact points like (door)handles and handrails. 

•	 	Keyboards, pagers, etc. may be disinfected with 70% alcohol.

•	 	Cleaner cleans isolated areas last, then goes home. 

Personal Protective Equipment (PPE)

•	 	To accept client from the hospital there must be sufficient PPE, either provided by hospital or from our 
own stock.

•	 	For new admissions and new clients in home care, employees use PPE the first 7 days

•	 	For new applications for terminal overnight care, the organization will accept the client only if supply of 
PPE is sufficient.

•	 	Employees who have been in contact with a confirmed covid patient are requested to wear a surgical 
mouth-nose mask and gloves, even if they themselves have no symptoms (yet), to protect other clients.

•	 	Person who accompanies client for hospital visit is required to wear a face mask.

•	 	Instruct personnel about face masks.

•	 	Collect face masks and aprons for reuse.

•	 	Aprons can be worn for up to one shift, including when the apron keeps the isolation gown visibly clean. If 
the isolation gown gets wet or dirty during a shift: change.

•	 	Staff will always use face masks when a client is quarantined.

•	 	Only face mask in case client has symptoms. 

•	 	Employees wear masks in the covid-cohort and on the covid-unit.

•	 	In case of urgent family visits to client, the organization provides PPE to prevent outside infections enter-
ing the site.

•	 	Employees without symptoms do not wear face masks, that is not necessary.

•	 	Due to apron shortage only 3 care moments per day in individual isolation. 

Other

•	 	Leave contaminated items in a deceased resident's room for 72 hours. After that, do not move clean items 
across dirty hallway.

•	 	Do not use one lift, only for 'contaminated' items.

•	 	No mouth-to-mouth resuscitation, chest compression only.

•	 	Clients only go to the hospital for check-up appointments if the specialist feels it is necessary. Then we 
must facilitate this. Otherwise, appointment by telephone or rescheduled.

•	 	Day care: option only for extreme cases, recommendation max. 3 persons.

•	 	All care and treatment only if really necessary. Hairdresser/pedicure not yet. Use face masks.

•	 	Regular treatments in hospitals are started again. Clients may, only when medically necessary, go to a hos-
pital treatment together with a carer if both are free of symptoms and the carer has not had unprotected 
contact with a person infected with covid. 
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SUPPLEMENT II: OVERLAP BETWEEN MEASURES PRI-
ORITIZED TO PREVENT INFECTIONS AMONG RESI-
DENTS AND MEASURES PRIORITIZED TO MAINTAIN 
RESIDENTS’ WELL-BEING DURING COVID-19 OUT-
BREAKS IN NURSING HOMES
 

 exceptions to visitor 
bans

 visitor policies

 cohort isolation
 testing and 

subsequent isolation

 isolation measures
 testing
 use of PPE around 

(suspected) 
infected residents

 preparation for 
outbreaks by 
COVID-19 
outbreak teams

Infection prevention Well-being maintenance

•	 	To protect resident from outside infl uences, they cannot go to partner’s funeral 'outside the house', unless 
quarantine is possible upon return. 

•	 	Test caregivers with mild symptoms who have client contact. 

•	 	Expand testing opportunities to all employees who have symptoms.



107

Priority measures to prevent infections and maintain residents’ well-being during 
COVID-19 outbreaks in nursing homes

SUPPLEMENT III: QUOTES FROM PART 2 OF THE PANEL 
CONVERSATIONS REGARDING DECISION MAKING

Quote 1: “the measures taken were rather directive, based on national decisions. [..] 

The client council was informed of the measures and was not consulted beforehand.”

(resident representative A; August 2020, well-being panel)

Quote 2: “In my opinion, the early communication was more in the form of announce-

ments, not of consultation. Except when the visiting arrangements were expanded. 

In the beginning, the visitor policies were also just an order from above.” (manager; 

July 2020, infection prevention panel)

Quote 3: “If advice needs to be given quickly, it becomes diffi  cult to ask your local cli-

ent council for their opinion. [..] At that time the client council was not allowed to join 

the outbreak team. But the discussions often take place ad hoc and then they can’t 

attend.” (resident representative B; November 2020, infection prevention panel)

Quote 4: “Nurses are also not very often included in decision-making. Comments 

don’t make it past location managers who are very busy, and so they don’t end up in 

the right place.” (nurse; June 2020, well-being panel)

Quote 5: “In the beginning they [COVID-19 outbreak team] were very strict about 

those are government rules. [..] It’s diff erent now, but the strictness of that time caused 

a lot of irritation and complaints.” (psychologist A; August 2020, well-being panel)

Quote 6: “I get the speed, but I also understand that people feel they were not heard 

and would have liked to give their opinion. But that, well.. so you only get two days, 

one day to respond and everyone responds..” (psychologist B; June 2020,well-being 

panel)

Quote 7: “First it was all very top-down, now this has changed. We are doing it 

together and we jointly determine our relationships. The scenarios provide a clear 

framework, and are known to everyone, client council and works council. Our orga-

nization very much wants to develop policy from the work fl oor.” (policy advisor; 

November 2020, infection prevention panel)


