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ABSTRACT

Introduction French nursing homes were deeply affected
by the first wave of the COVID-19 pandemic, with 38%

of all residents infected and 5% dying. Yet, little was

done to prepare these facilities for the second pandemic
wave, and subsequent outbreak response strategies
largely duplicated what had been done in the spring of
2020, regardless of the unique needs of the care home
environment.

Methods A cross-sectional, mixed-methods study

using a retrospective, quantitative data from residents

of 14 nursing homes between November 2020 and mid-
January 2021. Four facilities were purposively selected as
qualitative study sites for additional in-person, in-depth
interviews in January and February 2021.

Results The average attack rate in the 14 participating
nursing facilities was 39% among staff and 61% among
residents. One-fifth (20) of infected residents ultimately
died from COVID-19 and its complications. Failure to thrive
syndrome (FTTS) was diagnosed in 23% of COVID-19-
positive residents. Those at highest risk of death were
men (HR=1.78; 95% Cl: 1.18 to 2.70; p=0.006), with FTTS
(HR=4.04; 95% Cl: 1.93 to 8.48; p<0.001) or in facilities
with delayed implementation of universal FFP2 masking
policies (HR=1.05; 95% CI: 1.02 to 1.07; p<0.001). The
lowest mortality was found in residents of facilities with a
partial (HR=0.30; 95% Cl: 0.18 to 0.51; p<0.001) or full-
time physician on staff (HR=0.20; 95% CI: 0.08 to 0.53;
p=0.001). Significant themes emerging from qualitative
analysis centred on (1) the structural, chronic neglect of
nursing homes, (2) the negative effects of the top-down,
bureaucratic nature of COVID-19 crisis response, and

(3) the counterproductive effects of lockdowns on both
residents and staff.

Conclusion Despite high resident mortality during the first
pandemic wave, French nursing homes were ill-prepared
for the second, with risk factors (especially staffing, lack
of medical support, isolation/quarantine policy, etc) that
affected case fatality and residents’ and caregivers’ overall
well-being and mental health.

INTRODUCTION

In France, state-funded nursing and care
homes are the most common living arrange-
ment for both independent seniors and those
who need daily care and support. These
institutions were deeply affected by the first
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= Our study is one of the first mixed-methods investi-
gations of nursing homes during the COVID-19 pan-
demic in Europe, reporting face-to-face interviews
of residents themselves, in contrast to most other
qualitative investigations of the geriatric population
during the COVID-19 period, which have usually
been conducted remotely or via surrogates (care-
giving staff or family members).

= Our study is also the first in the world to describe the
second wave of the pandemic in this setting, both
quantitatively and qualitatively.

= We report in-depth quantitative data analysis of 585
COVID-19 cases from 14 nursing homes while 47
qualitative interviews were conducted in person,
from December 2020 to February 2021.

= Study site selection was not random, thus, compar-
ing the included facilities to others in Provence and
Occitania (or France) should be made with care.

= Moreover, only residents who were fully capable of
interacting with investigators and were able to give
informed consent could be interviewed, thus exclud-
ing anyone with major cognitive disorders (a rela-
tively frequent condition in nursing homes).

wave of the COVID-19 pandemic, with an esti-
mated 38% of all residents (247000 cases)
infected with SARS-CoV-2 and 5% (30 395)
succumbing to the disease from March to July
2020. The workforce that staffs these facilities
was also seriously affected, with an estimated
22% of all workers (90000 cases) testing
COVID-19 positive from late February to late
May 2020."*

In October of 2020, when rising caseloads
suggested a second pandemic wave, nursing
homes again braced for the worst, since no
vaccine was yet approved in France (this
occurred in December 2020) and some vari-
ants had begun circulating. In November of
that year, the non-governmental organisation
Médecins Sans Frontieres (MSF) began part-
nering with select nursing homes in Provence
and Occitania provinces, in southern France,
to bolster their COVID-19 prevention and
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care procedures in the midst of rapidly growing medical
needs, strained facilities and understaffing (often aggra-
vated by absenteeism spurred by workplace-acquired
infections). As nursing homes transformed into places
providing hospital-level care, staff were required to
perform more advanced technical procedures and
increased disease surveillance at a moment when human
resources were depleted due to illness and overwork.
Concurrently, health authorities recommended strong
lockdown measures for elderly care home residents,
including bans on going outside, prohibiting family visits
and confining residents to their rooms.

Despite the devastating mortality rates seen in care
homes around the world throughout the pandemic,
scientific literature has not yet described the second wave
of COVID-19 in this environment. Published research is
mostly focused on the first pandemic wave period, almost
exclusively on quantitative studies or systematic reviews
on specific topics. Several articles report best practices
for infection prevention and control (ie, frequent testing
for staff, residents and visitors, staff cohorting and strict
isolation policies), or recommended better evaluation
of the consequences of lockdown restrictions.>” Other
lessons from the initial crisis period were that more
staff,’ ® support,” * protective equipment and overall
preparation®™” could prevent or reduce outbreaks.
Lately, articles focused only on the impact of vaccination
on transmission among staff and residents.'®!” The little
qualitative research conducted during the first wave was
rarely able to conduct in-person interviews,'” '*** but
found that lockdowns had a significant and deleterious
impact on residents, staff well-being and staff turnover.**'

Our research attempts to understand the risk factors
that influenced the second pandemic wave, the impact of
that wave, and how staff and residents experienced this
period of the pandemic in a nursing home setting.

METHODS

In this mixed-methods, cross-sectional study, we analyse
retrospective COVID-19 data from 14 nursing homes
being reinforced by support from MSF to assess the
impact of the second pandemic wave as well as the effects
of prevention measures on resident mortality and comor-
bidity. These results are given depth and detail through
a qualitative investigation into staff and resident expe-
riences. Quantitative data were collected, cleaned and
primarily analysed by a senior field epidemiologist who
joined the MSF team for 3months, while the qualitative
survey was conducted by a social geographer working
alongside MSF in nursing homes from December 2020
to March 2021.

Definitions

Autonomy Fvaluation Score (AES) measures a care home
resident’s level of autonomy. An AES of 1 reflects the
lowest level of autonomy (ie, confinement to a bed
or armchair, serious mental function impairment,

continuous caregiving required), while an AES of 6 refers
to people who have fully retained their autonomy in their
daily lives. The Average Weighted Autonomy Score (AWAS) is
the overall AES score for a facility. This score is a proxy for
the financial and human resources that a nursing home
needs and has access to: the higher the AWAS, the more
resources needed (staff-to-residents ratio, equipment,
etc) and the more dependent the residents. AES and
AWAS are mandatory metrics required by French author-
ities to allocate funds and evaluate nursing homes’ needs
(further details and references in online supplemental
appendix 1).

Geriatric failure to thrive syndrome (FI'TS): specific to old
age, this syndrome is defined by the rapid deterioration of
the general state with anorexia, disorientation and social
withdrawal, alongside a more or less directly expressed
will to die, a passive giving up on life, an active refusal
of care and/or food. It usually evolves towards death in
a few days to a few weeks (80% of cases). It is triggered
by physical events (acute illnesses, surgery, trauma) or
psychological events (death of a loved one, social isola-
tion, hospitalisation) (further details and references are
in the online supplemental appendix 1).

Death (outcome for quantitative analysis): death as an
outcome in the linelists is either a resident’s death
directly linked to COVID-19 or death while the resident
was a confirmed COVID-19 case. Death was validated by
the nursing home coordinating physician and recorded
in the nursing home registries as well as in the online
national COVID-19 database put in place during the crisis
by the French Ministry of Health.

Study design and population

This cross-sectional, mixed-methods study used a fixed
convergent design.”” The use of qualitative and quan-
titative methods was predetermined: the procedures
for collecting and merging data were planned at the
start of the study according to the identified problem.
Quantitative and qualitative data were simultaneously
collected during fieldwork, separately analysed and then
brought together for interpretation. However, the inter-
action between qualitative and quantitative components
occurred during study implementation. Data were inte-
grated through data transformation (codebook of qual-
itative findings), multidisciplinary team discussions and
comparative writing (online supplemental appendix 2).
The study used a unique dataset that was made accessible
thanks to the operational role of MSF in the field. The
study used quantitative data from residents living in 14
nursing homes from November 2020 to mid-January 2021.
The 14 nursing homes were not randomly selected but
retained for analysis if they could provide a full COVID-19
linelist (out of the 22 facilities that MSF supported during
this period). Four nursing facilities were purposively
selected as qualitative study sites for additional in-person,
in-depth interviews (IDIs) conducted between January
and February 2021. Qualitative study sites were selected
based on whether they had passed their epidemic peak,
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had high attack and fatality rates, were public or private
facilities, and their geographical location.

Data collection

Administrative data about the facilities (number of beds
and staff, job categories, staff-to-resident ratios, AWAS,
resident mean age, etc) and COVID-19-related data
at the facility level (dates and magnitude of COVID-19
outbreaks, confirmed cases among residents and staff,
attack rates, episode duration, number of deaths, resi-
dent fatality ratios, etc) were retrieved by the field epide-
miologist from nursing home managers. Individual,
anonymised, COVID-19 case data gathered into linelists
(age, sex, AES, date of COVID-19 positive confirmation,
outcome, date of death, date of transfer to hospital,
oxygen therapy, palliative care, comorbidities such as
dementia, neurodegenerative diseases, diabetes, cancer,
cardiovascular diseases, etc) were collected by the field
epidemiologist. Sources of these data were residents’ elec-
tronic records and registries maintained by head nurses
and coordinating physicians. Diagnoses of all comorbidi-
ties followed national guidelines and were operationalised
by nursing home clinicians and coordinating physicians.
Diagnoses were then recorded in resident registries and
transferred to the linelists by the field epidemiologist with
the help of the head nurses. Facilities and linelists data
were used for quantitative analysis. Qualitative data were
gathered using semistructured, IDIs during 1-week ethno-
graphic immersions in each of the four qualitative study
sites. The lead investigator targeted four groups of actors,
including facility administrators (directors, coordinating
physicians and nurses), clinical and facilities staff (nurses,
caregivers, educators, physical therapists, maintenance
crews), the residents themselves and the residents’
visiting family members. Participants were purposively
selected to obtain a maximally heterogeneous sample of
interview participants and reflect the spectrum of opin-
ions and experiences of everyday life in nursing homes.
Across the 4 qualitative study sites, a total of 47 IDIs
were conducted with facility directors (4), staff members
(36) and residents (7). Among the 36 staff members, 29
were caregivers and 7 provided other support functions
(human resources, maintenance, cleaning, cooking). All
interviewed residents were women, as were the majority
of study participants overall (82.9%). Interview length
varied from 12 to 171min (54min average) (online
supplemental appendix 3).

Telephone and face-to-face interviews were also
conducted with 10 residents’ family members, though
family interviews are not included here to focus on
experiences from within the nursing homes during the
lockdown. Nine residents refused to participate (due
to fatigue, discomfort with interviewing or COVID-19-
related reasons). Caregiver participation was constrained
by understaffing, overwork, fatigue or disease, which left
them with very little time or energy for interviewing.

Vulnerable residents were preselected under the
advisement of the coordinating nurse on the permanent

caregiver teams. Participants had to be able to give
informed consent, capably interact and have no major
cognitive disorders. The level of autonomy (AES) did not
constitute an a priori criteria for participant selection.
Whenever a legal guardian or curator was designated,
the latter was contacted before the interview to verify that
consent could be obtained from the interviewee.

Question guides focused on three primary topics: the
outbreak chronology, adaptation to the crisis and the
individual experience of the second pandemic wave
(online supplemental appendix 4). Individual guides
were adapted for those living in the nursing home (resi-
dents) or working there (facility administrators and staff).
All interviews were voice recorded and direct observations
were written in the investigator’s field book. All written
data were anonymised upon collection. Participants’ data
were assigned a study number that was set on a corre-
spondence table kept separately from other data. Written
informed consent was obtained prior to interview.

Preventive measures were implemented with all partici-
pants to decrease COVID-19 transmission risk: systematic
FFP2 face mask use, social distancing, hand and space
disinfection, and weekly Realtime-PCR tests for the two
field investigators.

Statistical analysis

Patient data were explored using univariate analysis to
highlight possible mortality risks. Univariate unadjusted
Cox HRs, Kaplan-Meier estimations and log-rank tests
were used for multivariate analysis. A stepwise proce-
dure was followed, retaining factors with a log-rank test
value of <0.3. COVID-19 mortality was estimated using a
multilevel mixed-effects Cox model using selected factors
identified in the univariate analysis. Random effects
on individual variables were considered and nested
at the facility level.?® Interactions between potentially
correlated factors (comorbidities, FTTS, autonomy level,
time-related variables) were accounted for while robust
SEs were computed (online supplemental appendix 2).
The 95% ClIs are presented and a significance threshold
of 5% was chosen for p values. Statistical analyses were
conducted with Stata V.15 and R Studio V.1.4.

Qualitative analysis

Data analysis was performed from January to March 2021,
similar to the fieldwork period (January-February) and
reporting phase (March—-April). The qualitative analysis
combined grounded theory and hypothetico-deductive
analysis. Preliminary observation in five nursing homes
and MSF team reports were used to create an initial
checklist for systematic direct observation. In January and
February 2021, 36 semistructured IDIs were conducted
in three nursing homes, in combination with ‘external
participatory observation’.?” Questions were adjusted iter-
atively after preliminary analysis was conducted on these
initial interviews. Data saturation was sought throughout
the interview process and discussed within the research
every week. In February 2021, 11 semistructured IDIs
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Table 1 Univariate analysis of nursing home resident and facility data, Provence and Occitania provinces, France, 2021

Deceased
n=131 (22%)

Survived

n=454 (78%)

HR (non- Log-rank test
n % n % adjusted) 95% CI p value
Individual data

Gender

Female 89 19.5 368 80.5 Ref <0.001

Male 42 33.1 85 66.9 2.06 1.41 t0 3.02
Age (cat)

65-75 years 10 20 40 80 Ref 0.971

75-85 years 29 22 103 78 1.14 0.74t0 1.76

85-95 years 65 23 218 77 1.19 0.62 t0 2.28

>95years 27 22.7 92 77.3 1.14 0.67 to 1.93
Autonomy score

1 33 29.2 80 70.8 Ref 0.008

2 62 26.2 175 73.8 0.96 0.58 to 1.59

3 24 20.9 91 79.1 0.71 0.35t0 1.45

4 11 10.9 90 89.1 0.38 0.19t0 0.75

B 0 0 11 100 0 0.00 to 0.00

6 1 14.3 6 85.7 0.52 0.08 to 3.55
Autonomy score (cat)

AES=1 33 29.2 80 70.8 Ref <0.001

2 62 26.2 175 73.8 0.96 0.59 to 1.59

3 24 20.9 91 79.1 0.71 0.35t0 1.46

>4 12 10.1 107 89.9 0.35 0.19 to 0.65
Hospitalisation 60 56.6 46 43.4 5.11 3.57 to 7.30 <0.001
Oxygen therapy 97 41.5 137 58.5 5.69 3.17 to 10.22 <0.001
Palliative care 33 86.8 5 13.2 8.11 3.77t0 17.45 <0.001
Failure to thrive syndrome 74 59.2 47 12.6 9.45 3.09 to 28.89 <0.001
Number of comorbidities

0 43 19 183 81 Ref 0.187

1 30 20.5 116 79.5 1.05 0.65 to 1.69

2 35 26.3 98 73.7 1.25 0.81t01.93

S 16 27.6 42 72.4 1.42 0.85 10 2.37

>4 31.8 15 68.2 1.85 1.05to 3.25
Cancer 30 21 70 1.36 0.87 t0 2.12 0.294
Obesity 26.7 11 73.3 0.87 0.51to 1.49 0.887
Cardiovascular disease 32 28.6 80 71.4 1.3 0.84 t0 2.00 0.257
High blood pressure 50 24.4 155 75.6 0.89 0.65to 1.24 0.927
Dementia 41 241 129 75.9 1 0.74 t0 1.35 0.522
Denutrition 9 39.1 14 60.9 1.97 0.91to0 4.23 0.098
Diabetes 15 31.9 32 68.1 1.23 0.73 to 2.07 0.217
Respiratory disease 5 20.8 19 79.2 1.04 0.43 to 2.51 0.753
Other comorbidities 20 16 80 1.19 0.29 t0 4.83 0.875

Facility-level data

Facility type

Private 21 18.6 92 81.4 Ref 0.287

Public 95 24.9 287 75.1 1.07 0.62 to 1.85

Public nursing home within hospital 15 16.7 75 83.3 0.73 0.42t0 1.29

Continued
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Table 1 Continued
Deceased Survived
n=131 (22%) n=454 (78%) HR (non- Log-rank test
n % n % adjusted) 95% CI p value
AWAS (cat)
High (=800) 73 29.1 178 70.9 1.54 1.05t0 2.28 <0.001
Medium (750-800) 13 12 95 88 0.56 0.23 to 1.39
Low (<750) 45 19.9 181 80.1 Ref
Time to FFP2 use (cat)
Immediate (<1 day) 27 22.9 91 771 Ref 0.525
Late (1-7 days) 32 18.9 137 81.1 0.9 0.53 to 1.53
Very late (>7 days) 72 24.2 226 75.8 1.03 0.52 to 2.06
Staff-to-resident ratio (cat)
Good (>0.9) 67 27.8 174 72.2 1.56 1.02 to 2.38 0.018
Medium (0.8-0.9) 34 17.9 156 82.1 0.95 0.59 to 1.55
Low (<0.8) 30 19.5 124 80.5 Ref
Presence of a physician (cat)
None/absent 39 35.8 70 64.2 Ref <0.001
Half-time 61 18.6 267 81.4 0.5 0.31 t0 0.80
Full-time 31 20.9 117 79.1 0.43 0.24 t0 0.75
Nursing home size
>70 residents 81 25.6 235 74.4 1.43 0.83t0 2.44 0.036
<70 50 18.6 219 81.4 Ref
Staff sick leave proportion (cat)
High (>50%) 61 27.5 161 72.5 Ref 0.03
Low (<50%) 47 20.7 180 79.3 0.62 0.41t0 0.95
Staff attack rate (cat)
High (>50%) 75 27,5 198 72,5 2.23 1.13 t0 4.39 0.025
Medium (25%-50%) 46 19,7 188 80,3 1.56 0.77 to 3.14
Low (<25%) 10 12,8 68 87,2 Ref
Time to MSF intervention (cat)
Long (>20days) 45 24.9 136 75.1 Ref 0.234
Medium (10-20 days) 73 22.4 253 77.6 0.78 0.47 to 1.28
Short (<10days) 13 16.7 65 83.3 0.57 0.37 to 0.89
<14days 26 14.6 152 85.4 Ref
COVID-19 outbreak during the first wave
Yes 24 19.4 100 80.6 0.76 0.30to0 1.93 0.336

AES, Autonomy Evaluation Score; AWAS, Average Weighted Autonomy Score; MSF, Médecins Sans Frontiéres.

were conducted in a fourth nursing home to assess data
saturation.

Interview data were processed gradually through profes-
sional transcription and verified with the interviewees
when necessary. De-identification occurred during tran-
scription (names, places, dates, distinctive personal data,
etc). Interview data were written, analysed and coded in
Excel spreadsheets. The first codebook with 39 data codes
emerged from interview transcripts. Five themes were
initially analysed and refined into a final set of 33 across
four key categories. Three of these were cross-cutting
and had up to three subthemes (table 3). Results are

reported following the Standards for Reporting Qualita-
tive Research guidelines® and the COnsolidated criteria
for REporting Qualitative research checklist.

Patient and public involvement

Administrators and coordinating physicians from 14
nursing homes were actively involved in collecting and
anonymising study data from their residents/patients.
During the exploratory phase of research (December
2020-January 2021), any feedback from qualitative study
site administrators was included in the study protocol.
During data collection (January-February 2021), the
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research methodology was discussed with MSF nurses
and facilities staff and adapted to each nursing home’s
context and caregiver guidance. At the beginning of each
IDI, caregivers and residents were encouraged to further
participate in the research by contacting the lead investi-
gator with any suggestions. In the reporting phase (from
the 1 March to June 2021), internal reporting was sent to
interviewees who wanted to be contacted for this purpose.
This report was sent to prominent political COVID-19
crisis management actors (such as the French Ministry
of Health). A summary letter will be brought to resident
study participants and facility staff to inform them of the
results and gather their comments on possible follow-up.

RESULTS

Twenty-two nursing homes were originally included in the
study, though data were available for only 14 of them (the
others did not send data in time for analysis or the data
were not electronically recorded). The 14 participating
nursing facilities were largely state-supported entities
(79%) with an average of 68 residents (median=65; IQR:
58-73). Results varied considerably from one nursing
home to another. COVID-19 outbreak duration averaged
39 days (median=40; IQR: 30-50days), while infected
residents’ individual COVID-19 episodes averaged 24 days
(median=30; IQR: 14-51days). The average attack rate
was 39% (median=39%; IQR: 29%-54%) among staff and
61% (median=60%; 50%-73%) among residents. One-
fifth (median=20%; IQR: 17%—-23%) of the residents who
were infected ultimately succumbed to COVID-19 and its
complications. The mean AWAS was 770 (median=763 ;
IQR: 722-804) and the average staff-to-resident ratio was
0.82 (median=0.86 ; IQR: 0.72-0.90). The average time
to universal masking policies being implemented was
9.6days (median=6.5; IQR: 2-15days) and the average
time until a facility was bolstered with MSF support (staff
or resources) was 17.5days (median=15; IQR: 13-28 days)
(online supplemental appendix 5).

Patient risk factors

Retrospective COVID-19 data were obtained for 14
nursing homes, finding 585 COVID-19 cases among 930
residents (61% attack rate) (table 1). Cases were mostly
women (78%) who were >85 years old (68%). Individual
autonomy scores (IAS) were low (<2) in a majority of
cases (60%), indicating a very low level of autonomy
overall. One-fifth (21%) of cases were transferred to a
hospital, while half (46%) were put on oxygen therapy.
One-tenth (12%) of COVID-19 cases received palliative
care, and nearly one-quarter (22%) died. FTTS was diag-
nosed in nearly one-quarter (23%) of COVID-19-positive
residents. At least one other comorbidity was found in
over half (61%) of infected residents. AWAS, nursing
home size and staff-to-resident ratios were all strongly
correlated, as were time-related variables (time until
external MSF support was received, time until universal

masking policies were applied and duration of COVID-19
episode) (table 1).

Univariate analysis using Cox modelling (table 1) and
Kaplan-Meier estimations (figure 1) suggested that indi-
vidual characteristics like gender (log-rank p<0.001) and
IAS (p=0.008) were associated with COVID-19 mortality,
while age and specific comorbidities were not. Survival
curves also suggested that facility characteristics like low
AWAS (p<0.001), the absence of a permanent physician
on-site (<0.001), larger nursing home size (>70 resi-
dents) (p=0.036) and a high staff attack rate (p=0.025)
were also associated with resident mortality. Predictably,
hospitalisation (p<0.001), palliative care (p<0.001) and
oxygen therapy (p<0.001) were all strongly correlated
with the risk of death, as was the presence of FITS
(p<0.001) and the presence of more than four comor-
bidities (risk increased with the number of comorbidities
present, p=0.045). Additional Kaplan-Meier curves for
non-significant factors can be found in the online supple-
mental appendix 6.

Multilevel Cox hazard modelling highlighted mortality-
associated factors adjusted for potential confounders
(figure 2). Those at highest risk of death were men
(HR=1.78; 95% CI: 1.18 to 2.70; p=0.006), with an FTTS
diagnosis (HR=4.04; 95% CI: 1.93 to 8.48; p<0.001) or
in facilities with delayed implementation of universal
masking policies (HR=1.05; 95% CI: 1.02 to 1.07;
p<0.001). The lowest mortality risk was found in residents
of facilities with a partial (HR=0.30; 95% CI: 0.18 to 0.51;
p<0.001) or full-time physician on staff (HR=0.20;95% CI:
0.08 to 0.53; p=0.001), with individual AES >3 (HR=0.38;
95% CI: 0.16 to 0.89; p=0.026). Noticeably, higher AWAS
(a proxy for staff-to-resident ratios and a nursing home’s
overall means) was associated with a lower risk of death
(HR=0.99; 95% CI: 0.99 to 1.00; p=0.020) (table 2). Sensi-
tivity analysis can be found in the online supplemental
appendix 7.

Qualitative results

The qualitative approach richly described interviewees’
lived experiences during the COVID-19 crisis, revealing
difficult-to-quantify social influences on the outbreak’s
evolution and impact. Three significant themes emerged
from our discussions (table 3).

Structural, chronic neglect of nursing homes

Staff members described a long-standing lack of physi-
cians in nursing homes, exacerbated by lockdowns
and growing medical needs during a period of rising
COVID-19 infections. One nurse explained, “the nursing
home was almost like a hospital ward at one point...
There was more supervision [needed], more care...We
didn’t have the staff to do all that.” All groups of inter-
viewees emphasised that working in precarious and
understaffed conditions was a substantial difficulty that
became a critical risk during the COVID-19 outbreak and
compromised the response. Assistant nurses described
extremely challenging working conditions: “When they

6
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Figure 1 Likelihood of survival by resident and nursing facility characteristic, univariate (Kaplan-Meier) analysis, Provence

and Occitania provinces, France, 2021. On the x-axis: number of weeks from 15 October 2020; on the y-axis: the probability of
resident survival. FTT, failure to thrive; MSF, Médecins Sans Frontiéres.

ask you to help 13 people to bath before noon, you don't
work well.” This situation was worse during the second
pandemic wave when, as one psychologist explained,
“no one counted the hours. We had to be there, we put
our private lives on hold, but it was important to do it.”
All directors described a structural lack of a ‘permanent
medical presence’ and the need for a ‘strict staffing ratio’.

Top-down crisis management

Personnel highlighted the ‘top-down’ approach of
French health authorities, including a lack of commu-
nication and time-consuming processes for staff and
administrators alike, “The ARS [Regional Health
Authorities] have been absent during the whole crisis.
(...) Since March, I haven’t seen the authorities giving us
any support, nor any real help, except for claiming statis-
tics back.” These officials worked far from the frontline
environment of a nursing home and were removed from
the suffering of residents and staff. As a result, it was
felt that they encouraged ill-informed, unrealistic and
inconsistent crisis response measures: limiting contact
with residents, confining them to their (small) rooms,

abruptly relocating them to new rooms (very disturbing
for them) or even physically restraining residents in
distress. A psychologist described how ‘some people
had to be uprooted from their rooms’ where they had
‘spatial-temporal and autobiographical markers’, while
others ‘had to be restrained’ by assistant nurses. All of
these were deeply disheartening to staff and residents,
creating feelings of shame and guilt among caregivers
and the potential for cognitive disorders among resi-
dents. A resident explained that ‘it was hard, staying in
the room for a whole day, without going out’, and that
‘anyone would become nuts!” Weak crisis response mech-
anisms also manifested as poor prevention measures (a
lack of universal masking requirements initially, facemask
shortages during the first wave), lack of state medical
relief staff and such an extreme lack of preparedness that
assistance from a non-state humanitarian actor like MSF
was needed. As a director told us, calling MSF, a disaster
response organisation, ‘showed what a disaster we were
experiencing’.
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AWAS, Average Weighted Autonomy Score; FTT, failure to thrive.

Counterproductive effects of lockdowns

Finally, participants described the counterproduc-
tive effects of lockdowns, including negative medical
outcomes and even violence. Physiotherapists described
‘a decline in motor skills, but even more in cognitive
skills’ and ‘completely accelerated FI'TS’ which corrob-
orates other descriptions of ‘bedridden patients, depres-
sive states, failure to thrive’ because ‘the residents haven’t
gone out for a year’. Participants were discouraged that
lessons from the first pandemic wave did not translate
into better preparedness and smoother, more nuanced,
and less restrictive lockdown policies during the second.
Despite feeling secure in their nursing home environ-
ment during the pandemic period, interviews with resi-
dents revealed the depth of their dislike for the extreme
physical and social isolation they faced while alone in
their rooms, especially when facilities’ social activities,
family visits, and outings were suspended or strictly super-
vised with social distancing measures. Extreme fatigue
occurred after a year of lockdown and social restrictions,
as one nursing home’s 90-year-old resident explained: “if
we could go out, we would bear it better.” Since facility
administrators were urged to follow the ARS recommen-
dations, only a few directors or staff were willing to soften
lockdown measures, allow family visits, or take residents’
end-of-life wishes or needs for social interaction into
account.

These interviews show some overlap with the risk factors
that were highlighted in the quantitative data (mortality
risks linked to understaffing, the absence of a permanent
staff physician, low staff-to-resident ratios and lockdowns

linked to FTTS). Other qualitative factors associated with
better pandemic management also appeared in inter-
views, such as reliable communication with local health
authorities, the presence of an effective national health
strategy and collaboration with other medical sectors.

DISCUSSION

Our study is the first mixed-methods investigation of
nursing homes during the COVID-19 pandemic in
France, and one of the first in Europe. MSF staff’s close,
in-person work with these care facilities gave investigators
privileged access during a challenging period and led to
particularly rich interviews. This lies in contrast to most
other qualitative investigations of the geriatric popula-
tion during the COVID-19 period, which have usually
been conducted remotely or via surrogates (caregiving
staff or family members), without being able to inter-
view residents themselves. These results show clearly that
the second wave looked largely similar to the first wave
in French nursing homes, in both response and impact,
and that these facilities were not sufficiently prepared
and supported when facing subsequent threats to their
vulnerable tenants.

Nursing home data are not routinely collected by
French national health information services because
residents are considered to ‘live at home’. Thus, consid-
ering how difficult it is to access even the most basic
data from these facilities (such as the number of cases
or deaths), we managed to construct a large dataset
containing detailed information about COVID-19
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Table 2 Multivariate Cox hazard-adjusted analysis of
mortality-associated factors in French nursing facilities,
Provence and Occitania provinces, 2021 (Akaike Information
Criteria: AIC=1171; Bayesian Information Criteria: BIC=1226)

Variables Adjusted HR 95% CI P value
Age
Continuous 1.00 0.98t0 1.03 0.876
Autonomy score
2vs0 0.66 0.35t0 1.27 0.216
3vsO0 0.38 0.16t0 0.89 0.026
>4 vs 0 0.22 0.07 to 0.66 0.007
Gender
Male vs female 1.78 1.18t02.70 0.006
Comorbidities
1vsO0 1.92 1.04 t0 3.57 0.038
2vs0 1.76 0.931t03.32 0.081
3vs0 2.08 0.98 to 4.42 0.056
>4 vs 0 2.51 0.96 to 6.59 0.061
Failure to thrive
syndrome
Yes vs no 4.04 1.93t08.48 <0.001
Presence of a
physician
Half-time vs 0.30 0.18t0 0.51 <0.001
none/absent
Full-time vs none/ 0.20 0.08 t0 0.53 0.001
absent
Time to FFP2 use
(in days)
Continuous 1.05 1.02t0 1.07 <0.001
AWAS
Continuous 0.99 0.99t0 1.00 0.020
Staff attack rate (%)
Continuous 2.71 0.59 to 12.42 0.198

Interaction terms

AES=2"FTTS=1 2.26 0.90to 5.67 0.083
AES=3"FTTS=1  3.10" 1.00t0 9.58 0.050
AES=4"FTTS=1 4.79" 1.16 to 19.87 0.031

*Interaction term significant=FTTS effect amplified at each level of
AES effect.
AES, Autonomy Evaluation Score; AIC, Akaike Information Criteria;
AWAS, Average Weighted Autonomy Score; FTTS, failure to thrive
syndrome.

cases, which affected 30% of all residents in the 14
participating nursing homes. The study also allowed
a thorough examination of COVID-19 as experienced
by the staff and residents who most suffered from the
pandemic. To the best of our knowledge, French crisis
management measures during the second pandemic
wave were never informed by qualitative data. In this
study, patients’ risk factors could be explored about

influential social and structural determinants of health,
such as understaffing, strict lockdown measures, isola-
tion from other medical actors/lack of medical support,
or the top-down and bureaucratic crisis management by
health authorities.

Our multivariate analyses confirmed mortality trends seen
in other settings. Similar to other studies, we found that men
died more often despite being a minority of nursing home
residents and that residents’ autonomy was a strong factor in
their survival, with those who were more reliant on staff for
daily support most likely to succumb to their disease.*"? **~
Living with multiple comorbidities (especially diabetes and
dementia) was also strongly predictive of COVID-19 mortality
in our glroup.8 102993 The negative effects of understaffing
(seen as sick leave or AWAS in our data) were similar to those
reported in the USA,® Spain™ and the UK,*** and constitute
a vicious cycle: during periods of high transmission, more
staff needed sick leave. Yet, the medical and staffing needs
of residents were simultaneously surging, forcing many sick
(and infectious) caregivers back into the workplace. The
cycle was compounded by the destructive effects that an enor-
mous workload and an anxiety-producing work environment
are known to have on caregivers’ well-being,'? '#20 21 367

The efficacy of universal masking to prevent respiratory
disease is well established,™ * though we were not able to
measure the impact of staff/resident masking because mask
mandates were often put in place at the same time that extra
resources and support from MSF arrived and bolstered the
nursing facility overall. Nevertheless, our results do suggest
that higher transmission and case fatality were associated
with delays in mandatory mask requirements for staff,
confirming the utility of these rules in uniquely vulnerable
and high-risk nursing home settings. The facemask issue is
not easy, however, in a nursing home context. The health
benefits of masking have trade-offs with other social needs:
care home residents may live with hearing or cognitive disor-
ders, and masking may prevent voice and facial recognition
or communication. The absence of others’ daily smiles or
expressions may have led to cognitive decline, a point that
has been shown in previous research and was emphasised
in our interviews with caregivers, managers and residents
alike.**!

Finally, the benefit of confining residents to their
rooms is strongly questioned by these results. While such
measures undeniably reduce virus transmission among
residents,ﬁ_m 1415 34 38 39 43-44 16 consequences for their
mental health and nutritional status have also been
shown to be considerable.'?1# 202437949 gric( Jockdowns
in our cohort were associated with higher FTTS inci-
dence, triggered by individuals’ difficult living conditions
over multiple months (the long duration of the crisis, an
anxiety-provoking atmosphere, social isolation, other resi-
dents’ deaths, etc). We found a strong statistical associa-
tion between COVID-19 case fatality and FTTS diagnoses,
a result that was triangulated by qualitative interview data
and is consistent with other research from France,42 the
UK,43 Finlamd,47 the USA,48 Spain49 %0 and Italy.51

Dujmovic M, et al. BMJ Open 2022;12:€060276. doi:10.1136/bmjopen-2021-060276

“ybuAdoo Aq parosrold 1sanb Aq zz0oz ‘Tz Jequardas uo jwod fwg uadolwgy/:dny wouy papeojumoq "Zz0g Jequaidas 0z uo 972090-TZ0z-uadolwag/9eTT 0T Se paysignd 1say :uado NG


http://bmjopen.bmj.com/

BMJ Open: first published as 10.1136/bmjopen-2021-060276 on 20 September 2022. Downloaded from http://bmjopen.bmj.com/ on September 21, 2022 by guest. Protected by copyright.

)
7
o
3]
3]
®©
c
[
o

o

panunuon

(02 1s160j0y2ASH)

'SI9PJOSIP SAINUBOD INOYHM JO Yym ‘suonnyisul ul ajdoad Apepie 4oy 8| S} 1BYM 98 pue aWwod pinoys ‘sixa) pue

s|oo0304d 8y} 8)UM oym dsoy} ‘djay alow sn aAIb 3sdiy pjnoys Asy] (**7) "eJow ou ‘sanuiw 0| UaAIB aq pinoys Asy} ey Bulkes ‘ejdoad Ajep|e 0} sienibased Jo oljes 8y} JoMo| NoA usym
‘9| S| awoy Buisinu e Jeym 89S pue awoo ‘syesoneaing ‘Ao uiyy | ‘AiBue aw apew yeym s ey] ‘plal) 8yl Mouy| },Uop SUOIEPUSWILLIODS] 8Say} axew oym ajdoad ay} yey) 8as ap\

(01 uerDISAy4
Buneulpioo)) "oeqlas sy} Jo 1B Ul |NPaYIS UOIFeUIDOBA 811}Ud dU} 8z|uebioai O} Pey | 0S "S9SOP J8}S00g OM} papasau Asy} ey} pue daibe jou pip Asy} ey} sn pjoy isnf HOW 8y} usy
*asop 49}s00q d|buls e 186 AJuo p|Nod QIAQD WOl PaIdA0dal B Jey} SN plol [Alioyiny O113usIos [euoiieN] SYH Ui ‘1S4l "Sesop aulooeA QIAQD @Y} Bupjoesl :pip | [[e seu} ‘Buiuiow siy

(2 40108u10) "I e pezijeuosiad Jou S| SSRIPPE |lBWS NG ‘APOgAUR ‘10BIUOD B 104 BUI¥0O| 818 NOA ‘Buifew|(**) "8|Iym B Jo} Way} yoeal },up|nod
noA pue ‘[1ye1s Jiey} 4oj] Buiuomale} pejusweldwl SHY 8yl (**) “wJoeid Buipodal auljuo [euoiieu sy} uo eyep Buusiuse ;juepodwl AeA sem Jey] i.Bied,, ‘Uy "3oeq sonsiels bujwieo
Jo} 1deoxs ‘djey |eas Aue Jou ‘poddns Aue sn BUIAIB salIoyINe 8y} USSS },UsARY | ‘YoJepy 90Ul (**) "SISLO ajoym 8y} Buunp jussge useq aAeY [seioyiny yiesH [euoibey] SHY 8yl

143

el

juswabeuew sisUO
¢}l 0} yoeoudde ,umop-doy, ¥

juswabeuew SIsUO UMop-do] “g away ]

(0 1s160j0Yy2AS) "yoJE|\ 8oUls ‘@Io0WAUR 8)l| Ou 8ABY SAA (**7) "} Oop 01 Juepodwl Sem } Ing POy uo saAl| aeAld Jno ind am @18y} 8q 01 pey S)\\ "SINOY 8y} PajUN0d 8uo ON

(L1 @sInN 3UB}SISSY) "YEeaiq uooulaye
Ue 9)e} 1,Up|N0d 9M PUB ‘OM} PUB UOOU USSMIS] YESIq Youn| JN0 SABY P,OM :paysiuly SeM Jey} pue uosiad BuiSSIW SUO 1SN 'SIN0Y JeY B PUB | | POXIOM SM USUM SABP S10M 8I8Y} ‘SOA

(1€ 4030041Q) *seakoldws jo

Jaisnio e snid ‘syuspisal Jo Jalsn|o  sdeb sy} paj|y 1snl yels uswaoe|dal 8y} Jeu QIAOD 40} SOABS| OIS Auew 0S aiam aJay} INg ‘HnJoai 0} pabeuew apA () “paresljdwod Aisn sweosq
} ‘Bujuoipouny pue uoneziuelio Jo SwIs) Ul ‘HoIs 196 0} papiels Jels ay} JUSWOW 8y} Woi4 (*7) "juswabeuew SISO YIm [esp ued sueloisAyd Buipusaiie yey) 3ulyy 3,uop | el 00} Aem
suonezijeydsoy Jab6u} am ‘usyl uans Ing ‘ued Asy} Jansuaym awoo sueloisAyd Buipuspe ay] eoussaid [eolipaw jusuewlad e si sewoy Buisinu uj Bupoe| Aj[eJnionais s,Jeym eyl uiyi |

(e uspisay ‘3 sip)
"JUSIX8 Jey} O} 8q PINOD SIYl MUY} },upIp | "Aels uana juop Asay) ‘Ag ssed Ajuo Asy] **mou Ing ‘punol e Bupje} yoes ‘Way} JO OM] SJaM I8y} ‘Ul SWED ISl | UBYM :S8SINU B} ‘98S NOA

(Lz 8sINN UB}SISSY) “pley aie sawoy BuisINN 821040 ou 8ABY oM, SAes oym pue siesh og
J0} alay} a1em oym ajdoad 98s | *||am YoM 3,Uop NOA ‘Uoou aio05eq ayieq o} sidoad ¢| djay 03 NoA 3se Aoy} UsUAA “PJeY 8Je SuoiIpuod Buiom 8y} Ing *10| B uies| NoA ‘Yol ase sjdoad
UHM SUO[I08UUO0D) " "S18]I0} G | OP 0} NOA sk Asy| "pJey 00} SI YIOM 8U} 1By} INg ‘UOIBOOA JO Uofsanb & Jou s}l ‘PJBY 00} S,}| “82104d AQ 10U S} INg ‘} PIP | ‘OWoH BuisinN & ui Buisop

(02 1s160joyoAsd) -oneyred Aneid sieuy yuiyy | - ewi ybnous eney
1,Uop | ‘eJOW Op O} PJOye },Ued | INg ‘@JoW dUOP SABY PNOD | 8snedad pIp | ¥eym yum Addey jou w,| ‘ewoy ob | usypn,, SISO QIAOD @Y} JO dpIsino ‘aw Bul||e} a1e sianiBaied moje) AN

(61 10100.1) "soned Buiyels 1013s S| sewoy Buisinu 1o} anss| A8y 8y}l 1Byl paduIAuoD We | (***) jybnous jou s.11 0S *[sluspIsal] OG 104 8siNU | dABY am ‘mou 1ybiy

(62 SINN) "YeU} |e Op O} Jyels By} aAey
1,UPIP M 8SNEdaq PJISM SEM }| "2JED 2J0W ‘UoiSIAIedNS 210w SeM 818y "ABp B Z| SSWIIBWIOS ‘Bl 8y} |[B ‘S1sa) poojg "julod suo je piem [eydsoy e || jsowfe sem swoy Buisinu ay |

(01 uerIsAyd Buneuipio0D) ‘ooeds BUIAIl JO 8I0W SBM } ‘|[e Je SIAISS [EOIPSW B },USEM }| Jey} 810J8q PUY "S0IAISS [BOIpSW B 0} pauin) sWwoH BuisinN 8y} ey Sem ybnoy sem Jeypy

(6% 41039841) "[Ensn uey} A}ISuslUl SNOAJBU
JayBlIy yonw B Yyym UsAS ‘|In} paulewal am ‘awes ay} pakels AJA1OE Ino ‘SHN 8y} Ul “enamoH (") ‘pawwesBoidap sjeydsoy pue ‘pasolo sdoys ‘pasojo sessauisng ‘0z0g YoJeln U]

(1 40300.10)
MIOM UM POpPBOLIBAO a4,Aay) ‘@iay] [|11S 84e oym asoy) pue paoejdal Buiag noyum Bulilal aie Sauo Jap|o 8y} :seale Jno ul sueloisAyd ybnous aaey Jabuo| ou am jey; si wiajqoid ay |

L

ok

©

SUOI}IPUOD pajjelsiapun
G pue snouedsaid ul Bupop

uole|os|
I |eoipaw Buipueis-buo]

sswoy Buisinu Jo 108|68U DJUCIYD PUE [INONIIS Y] *| sway |

(youaiq wouy pajejsuesy) sajond

N sawLyigqng

sawiay} 924y} 8y} Jo} sejonb aaiejussaidey € ajqeL

Dujmovic M, et al. BMJ Open 2022;12:€060276. doi:10.1136/bmjopen-2021-060276

10


http://bmjopen.bmj.com/

BMJ Open: first published as 10.1136/bmjopen-2021-060276 on 20 September 2022. Downloaded from http://bmjopen.bmj.com/ on September 21, 2022 by guest. Protected by copyright.

7]
(7]
(V)
o
o
(1]
=

panuiuo)

(02 1s160j0yoASH) "IYBLINO JUBIOIA ‘YBBA "JUBIOIA BJ3H|
B "9[3}| B ‘@ABM ISl 8Y] Bulnp sjuswow ajam a1ay} ‘UesA Jayiow Jiayi Bny 01 swod o} dn Buiquiiio Ajiwe) B mes ap 1S4l 1e [njssadls pue ‘Bujooys sem aoe|d ul ind am |0o0304d Sy

(e€ 151deIBYI0ISAYL) "OnISSEW 8}INb S ]I ‘OU ‘B]eas aoue|IBIA B uo sjulod may e isnljou s (*°) Ureyowe

ue ul ase ABy} MoU “Y[em e axew 0} pasn | Woym sjuaired ‘jley e pue Yjuow e U] "ydnw os }so| aA.am ‘saibojoyied Buipiebay (***) "oWoIpuAs aALIY}-0}-ain|e) pajess|aooe Ajgie|dwod e
UHM ‘WSINW 0}ul Us|[e} dABY Ajluappns |[aAs] 8AIHUB0D 8y} Je A}naiyip a|1i| B pey Apeaiie oym sjusiied sy “S||ys dAIHUBOD Ul 810w USAS INg ‘S||IXS JOJOW Ul dUI|08p B SeM 848y} ‘Way} Jo
|le Jo4 (*°) "oouaIBlIP Y} MBS 8M pue ‘Way} 4o} Buo| AJoA sem sIy] jjjey B pue yjuow e ing ‘a|qisesy ||i1s s} ‘sAep G| ‘[eseo AdelsyjoisAyd jo swisy ui] BuiyiAue Inoyum Aeis o} pey Asy

(01 ueroisAyd buneuipioo) ‘s|qLus} si
anissaidap ‘syusned usppupag (**°) ‘syiesp pue ‘uoliepeibap Jo 10| Y ‘sjuspisal aaebau-qIN0D Buowe uane ‘Aepoy eney

| i4eaA B 1o} 1n0 8u0ob },UsABY SlUBPISAl BY ] ¢aulbew] NOA ue) ‘Mou Jeak e 1oy dn Paxyd0| usaq aA,B)\\ "SOWOIPUAS 8ALIY}-0}-ain|ie} ‘salels
S aM yolym ‘syoeduwl] paje|al-}usluulejuod Jo 10| B pey op

yx4

9¢

14

anem 1sJ14 8y} buunp
SUMOPX20] Jo sjoedw|

S]UBPISaI JO JUBWIBULUOD B} JO S10a8 dA13ONPOoIdIsIUN0Y *¢ sway |

(01 uerdIsAyd Buzeuipioo)) ‘9seasIp UMOUYUN Ue UO ‘Senbes||00 usamiad SUOISSNOSIP Sy} [[B ‘9Seasip Mau e (noge aleys 0} d|ge aq 0} Bulinsseal os|e s
(") "Rep Aiana 103}00p € pey Ssjuspisal aU} }ses)| Je 0s ‘alay} Sem [10100p 4SIA 8y 8y ‘@woy Buisinu Jaylo 8y} Ul Sem | Usym puy “a|dISEs) JouU sem } duofe ‘ebny sem peopjiom ayj (**)
‘pareoljdwod AJsA usaq aAeY PINOM } ‘Siuswysiigelss om} ul swii-ped Ajuo Buieg "umo Aw uo }I pabeuew aAey PINOD | §I MOuy },uop | ‘[10100p 4SIA ayi] 1o djay 8y} pey | ‘Aj@1eunpio

(6% 40108u1q) "BuiousLIadX® S10M SM JOISESIP B JBUM PSMOYS JO)SESIP 9} JO Seoe|d Ul susAIS)ul NOA asneoaq
noA Buijjeo 1ng eAlsod si MOY-mouy| 8ABY NoA esneoaq djay JNoA 4oy Bulj[ed ‘0g Jem Je SaLjuNod Ul ‘iiieH Ul Y49)sesip Jo seoeld Ul ssusAIlul {SIA 8snedag “Aem e Ul ‘pes Sl ‘[IoM

(L 8SINN JUB}SISSY) “1SO| US}IOB BABY PINOM BM ‘SSIMIBUI0
‘oM Ajrep ayy Ul pue ‘uolyeziuebio sy Ul ‘Ajsnopuswial; sn padiay Asy] - Jeul 8| ‘SIyl 81| ‘4 Op NOA Moy SI SIYL,, ;SN P|O} PUB PBALUE 4SIAl USUAA 8yioows sem } ‘|ooojoid poob e
pey em 9ouQ “[sybne(] 1 JOAO |[e JUBIOBJUISIP JeSWS PINOM | ‘W00 Y} ¥B| | S U0OS Sk Ael} 4oun| 8y} 108UISIp USAS PINOM | ‘1Sl 1V “Buiyifions peiosjuisip om jeyi piouesed OS aiom s\

(JuspIsaY ‘D SI) “OM JO 10| € [|I3S S}l INg ‘Pe0IojUISI e SWes) 8| ‘PEOSAOC UE [|I}S S| }l 8sneoaq [1e1s sy} Joy] a1y |[1I1S S| UMOPX 00| 1SJ1} 8U} JO anbBiie) 8y} 1y} [98) UBD NOA

(L€ 4030841) "UO Ja¥e| HOIS 106 sjuswaoe|das se uo %00} am ajdoad ay} Jo AUB| S UOIIOBJUI UB OS[e SeM JaAouin} Jels (**) -awi
JO 10| B 1SO| 8A,0M puy "WIOJe|d JusLW}INIOaI [eUOIfeU 8y “JIOM },uop Jey} swiojie|d o} sw juss Asy} ‘SHY 8y} paj|ed | sewl} Auew moy Jepew o (**) 'suoizenyis uaAlb yum Buljesp
ul Ajpuo| Auan |98} o\ “uolrenyis ey} buibeuew ul diay Aue 106 JoAsu | pue ‘@Aiasal Uieay 8y} 81BAI}OE 0} Way] Payse | ‘sioAlbaled jo abepoys ay} INoge SHY eyl paulem Apeaife pey |

(pz 40100.1q) "soliddns ou ai1am a8y} pue ‘way} 30031s 03} Buiysni atem aidoad ‘wayl pulj },Up|NOD aM Jeyl sem 1 ‘WYbisaio} JO ¥oe| B },usem
11 () "sAepinies uo s}eooian0 puly 0} seioewleyd ey 03 Bulob Jequiswal | (') *Ajleonoeld ‘6aqg 01 peY 9 jPUl) 10U PINOD OM YDIYM ‘SYSBW 8| "SOSSallsS 9AISS800Ns paousiiadxe o

(ruspisay ‘O sipy) isiNu swo998q pinom suoAuy o Buiob Jnoyum ‘Aep sjoym e 1o} wood sy} ul Buikels ‘piey sem 1| ‘papos Buiylhions 196 0} awiy 8y MIIS 10U SI19M OYM 8SOY} USAT
"alowAue 1o ob 0} Pamoj[e 10U aiom S\ “awi} Buo| e 1oy palse| } “piey Sem 3 Usy] "SWOOJ 8} Ul Jauulp pey S\ "WooJ Ino ul Aejs 0} pey am ‘Umopsioo| sl 8y} Buunp ‘uiod auo 1y

(91 esinp juepsissy)
*S]UapISal 8Y} PUB SN Joy ASes 10U Ajjeas Sem 1 pue ‘paulel}sal 89 0} PeY OYM ‘JUsWBUIUOD 8y} Yim awil pJey Aiaa e pey ajdoad om} ‘Ul SEM | 80IAIBS B} Ul Jaquiawal | ‘9|dwexa 404

(02 1s160joy2As) jpwoOH BuisinN aJe am ‘ sy} Joj dn paubis 3,usaey am ‘pujod swos je Ing,,

JlosAw o3 pres | ‘aw 81| ISNp "SI} Op 0} SABY M Ing,, :dW p|o} A8y} “4em e Ajjeas sem 3| (***) "398} Ul ‘noA 108304d 0} S| JI @snedaq ‘dn noA oy} 0} aney | Auos wi,|,, :way} Buyjey ‘dn sjdoad
BuiAy ajiym Bulkio ‘sesinu juelsisse pue ‘senbes|jo0d usss aney | ‘e (**7) [pwWoH BuisinN e aje am Ing ‘QIAQD S! 848U} ‘AB3O "Feyl op 1,Up|nod am pres | "}l pasoddo | ‘Ynoip Sem SIyL
‘pareulweu09 Ajenualod aiem Asy) asneosaq ‘sBuibuojaqg Jioyy INOYNIM ‘Wo0J Juaiaip e ul way) Ind o3 ‘Buiyifiens anowal 0} pey am ‘Ajlusppns puy ‘apisul siexew [eolydeiboiqoine
pue [eiodwsa}-erreds aney Asy | "sWoo. Jiay} 0} payoeiie Aian ale Ay ‘siapiosip aAIuBoD aABY Ssjuspisal INQO "SWOooJ J1sy} woiy pajooidn ag o} pey ajdoad awos ‘oo

(2 40108u1) *BUIyONO} 0} PasSn alem oym ‘sienlbesed 8y} OS|e INg SjuspISal 8} PagJnISIp 8ARY ISNW ey} puy Aidwe
alom sawoy Buisinu sy} ‘Pes0o|o 8IeM SWOOJ 8y} Usym ‘A|[eay *||80 e Ul aiem Aay] “|ief ul a1em [siuspisal ayi] Aeyy ‘@eg (**) *.SNJIA 8y} pealds ||,noA ‘yono} 3,Uop,, :p|o} e NOA “4xau 8y}
0] Aepauo Woly puy jBuiyono} swii JNoA puads NOA “Way} Pesy) 0} ‘Way} apuey o0} ‘way} oBueyd 0} Way} Yono} NOA "8I} 8U} |[B JOY10 YoBS 4oNno} 8M 818Um JUSLUUOIIAUS U Ul 8Je S\

ve

€¢

44
¥4

0c

6l

8L

yAS

9L

Sl

suolenys sIsUO 1oy}
SI0}OB pue SwWs|ueyosw
pawue Aprespn

SUOIJEPUSLUILLIODSI USPE|
-)InB pue jus)sisuoou|

(youaig wouy pajejsuesy) sajond

sawayigng

penunuoy ¢ |qelL

—
—

Dujmovic M, et al. BMJ Open 2022;12:€060276. doi:10.1136/bmjopen-2021-060276


http://bmjopen.bmj.com/

BMJ Open: first published as 10.1136/bmjopen-2021-060276 on 20 September 2022. Downloaded from http://bmjopen.bmj.com/ on September 21, 2022 by guest. Protected by copyright.

"S2I9I1U0I4 SUES SUIOBPIIN YSIA ‘UNESH JO ANSIUl ‘HOW

(1 40308.1) "010WAUE WY} UsSMIS] dIYSUONE[SI OU SEM 8J8Y} PUB ‘SWOOJ JIBY} Ul Paje|os] aiom Aay) ‘@iowhue

1SIX® 1,UpIP ¥ 18U} JO | "Buiwio} sejdnod Buino| ‘sdiysuoliejay “1uspisal Jaylo 1ey} Jo SIYl YiiMm 189 0} alisep e Buissaldxa sjuspisas mes om ‘wood Buiuip ayy pauadoal am Usypp o
(01 ueroIsAyd buneuipioo)) jybnous s1eyl os ‘p|o sieak gg pue ‘plo sieak |6 ase Aay] aiow uans ajdoad Bupjoo) Jo uoissaidwi ay} :juiod 8y} Ajjeas sem jey) asneoaq - ,joai)
Wiy 189S M INg ‘WO0J 8y} JO INO SBWOD 8y UBYM [[oM Spuey SIYy Ysem noA,, :spIb syl p|o} | 0S Joyle solels anissaidop a1ones JO SaWO0IPUAS SALIYL-01-ain|ie} 81eiausl 0] 818y 10U 81,8\ 6E
(61 40398.41) "yresp 8y} PUNOJE SUOIIPUOD By} SI uolisanb ay] "syieap aq ||IMm aJay} ey} 1dedoe noA ‘ul Buiwod si qIA0D eyl
mouy nNoA usypa (") ‘pajuem Asyl jeym Ajjoexs ‘Ajjenioe ‘) auop JoASU P,aM YUlY} | PUY “paluem Asyl 1eym pIp Ajjeas am Jesk siyi ‘WwooJ JIdy} Ul WL} SUUOD J0U 0} ‘UOISIOaP SIU YNA 8¢
(1 4030041)
'UO OS pUE saINseaw Uieay aljgnd Buioadsal a|iym Jey} |[e op 0} d|qe 8q 0} dABY S\ "USIP|IYD JI8Y} 89S 0} paau sjuaied Jisy} pue ‘sjuaied Jjay} 9as 0} pasu ajdoad ‘juiod swos je oS
‘uewNY 84 0} S| gof Jno asnedag "Sauo 8| JO PUS, BY} J0} AJUO JOU PUB ‘DUOIPUAS SALIY}-0}-iNn|ie} woly Bulisyns asoyy 4o} Buipnioul ‘uiebe sajiwey o} SHSIA 8y} uado 0} paplosp S\ 1€
(L& 40308413) “AHjIqIsuodsal s403108.1p 8U3 S|} INg "SHSIA Ueq 0} 9|qe}dadde JoU S| }| "8J8y pawnsal dABY JOU PINOM SHSIA PUB ‘UOI1E|NDIID SNUIA SAI}OE SeINseall JUSLUUIBIUO0D
113S S| @J8Y} 9SNeDaq ‘Uolie|os] Ul 8UoAans Ind pinom | ‘suoirepuswiwodal 8y} palidde | §| (") "plaly U} 40 Aljeal 8y} Si 8Jay} ‘Yey} JoyY U91S| Sy} 0} ‘SUOIFBPUSLUILIOIS) U} POMO]||O) S\ 9¢ sy} 1| 01 86eIN0D By
(rusprsay ‘© siyv) idois pinoys Buiyifiane jey) uesw },Useop
249y} N0 SNJIA B S,8J8Y) 8sneoaq isnp “ulebe [ew.ou o0} 3oeq ob pjnoys sbuiy] () ueneq i Jeaq pjnom am ‘no ob pinod am §| (***) 3saiddey ayj g pjnom | ‘sAepung uo no ob pjnoo | 4| Ge
(v awyy) j9Iow B[3}| B WY} 89S pP|NOYs 9\ j8sIN0d JO
(1o1ebi3sanuy) ¢seuoy Buisinu a8y} 01 awod pinod ajdoad jeyi Jajaid pjnom noA puy
(O swyy) “se|bixald e Ag paleedss aie o)) jBulyiou ‘@Agpoob Jo oj|ay ssiy 1,Ued S\
(v swypy) jwayy Bny o} ajqe Buiaq jou ‘Buikouue s| siy] Aeme Jej woly SSy AJUO dM Jaylo Yoes yono} },Ued 8M puy ‘[BwJou Uy} Jopnoj| }iq B Yeads 0} aAeY S\
(O awyy) 10| B puelsIapun LUop M\ " sse|b sy} ‘Ysew ay} oS 'se|bixa|d B pulyaq Jeyybnep Aw aas Ajuo ued | MON (***) "SBA[9SINO 0} Y| ‘Pare|os] ale S\
(v swpy) “[sewoy Buisinu ay}] apisul a1e oym asoy} 8as AJUO NOA “ApogAue 8as },uop noA
asneodaq suny 1 ‘asay} ‘pouad QINOD YL (7)) Buiyiou ‘Buiyiou ‘Buiyiou aney am ‘sbuino aney 4abuo| ou ap\ ‘BuiyiAue op 0} pamojje jabuo| ou alem am ‘pauaddey ssau|l SIY} USYA e
(iuaprsay ‘D sipy) ‘owes ay] SY00| yoem ay} Jo Aep Alans ‘MON “Jey} SSIW | “Yeam ay} Buunp yeaiq aoiu e Sem }| “eam B 80IM) ‘saweb asay} ‘Oney 0] pasn am SallIAI}OE 8say | e
(auaprsay ‘O sip) ;W OF oq },ued Aoy} {jjews e
SWI00J 9S8y} 80ulIs Aje1oads3 "uny jJou sem } (**7) "ainjeu Aw uj Jou s| 3| jwood e ul 4addns 0} 1sepiealq WolH ;|91 NoA ue) joas noA ‘ybiells sAep ma} e 10} 818yl Ul PaAe]s am ‘Wood ay | €
(tusprsay ‘3 sipy) "Ajlewiou aA]] 1,ued am ‘aiay} SABM[E S| 9q0IOIW SIY] " "9SBSSIP 8yl YUM puy oeq yJels sy} Bulg o} aaey am Ing ‘uiod swos
1e uiebe 1no o6 o} 8|ge aq 01 sh 8| pinom | (***) "[aBe|IA swes ay}] ul S| 8snoy Jay asneoaq ‘w 186 pue awod [|Im Ja1ybnep Aw ‘ino ob ued am se uoos se ‘Buob S| 8qoIdIW SIY} UBYAL 1€
(uspisay ‘O sipy) ‘owi
b1 sy} e 9oe(d B 8y} Ul W,| mou by "awed | pe|b w,| 0S "} NOIYIP SI0W USAS Udaq dABY PINOM }I ‘@1ojaq pouad a|ibel) B Ul sem | 9SNeOaq 810§9q I8y PaALIe | pe|b w,| ‘Ajeulq 0g
(61 410308.41) *OAISN|OUOD A|lIBSSDD8U 10U SJ9M S}NS8J 8Y} ‘PUS BY} Ul PUE ‘SWOO0J Ul SJUSWSUIIUOD JO 10| / "HE]S XIIS
Auew pue ‘syjesp Auew YHm ‘SOLIBUSIS JSISESIP aJam Jo Bueay sem | sBulyl Ajuo ay] (*°) "paxse Jonsu sem uojulido suspisal 8y} 1By} SEM UMOPXO0| 8y} IN0ge sw palayiog ey 62
(1 4030841@) "WOO0J AW Ul ¥oN}s W,| UBY} INg ‘auly W,| ‘4oIs w,| :Awweym a|gnop e jo sjuapisal swoy Buisinu
1q & s}l 0s ‘swoidwAs Aue pey Jansu oym aiay spuapisal aney ap\ (7) *8010Yd yonw aAeY 1,UpIP S\ ‘PEPUSWILLIODS] SB PAULUOD )\ "UoIUIdO J18Y} SJUspIsal 8yl XSk Jou pIp am ‘Aj[eulq g8Z  Jo suojuido paous|is 8y
(youaig wouy pajejsuesy) sayonp N sawayignsg

penunuoy ¢ |qelL

)
7
o
3]
3]
®©
c
[
o

o

Dujmovic M, et al. BMJ Open 2022;12:€060276. doi:10.1136/bmjopen-2021-060276

12


http://bmjopen.bmj.com/

Limitations

Our study is limited by the fact that study site selection was
not random but was instead steered by discussions with MSF.
Moreover, since MSF targeted mostly struggling nursing
homes, the study included only a small number that did not
have major outbreaks (or contained their outbreaks early).
As a result, comparing these facilities to others in Provence
and Occitania (or France) should be made with care. Partic-
ipant selection was biased by the fact that only residents who
were fully capable of interacting with investigators and were
able to give informed consent could be interviewed, thus
excluding anyone with major cognitive disorders (a relatively
frequent condition in nursing homes). Quantitative data
were neither exhaustive nor always electronically recorded.
Associations between COVID-19 deaths and FITS were
complicated by the comorbidities that many residents also
lived with, though adjusted analysis attempted to control for
potential confounding.

CONCLUSION

These results raise questions about French health author-
ities’ approach to managing the second wave of the
COVID-19 pandemic, as seen through the lens of those
living through the crisis. If institutional management of
older age, loss of autonomy and end of life is a chronic
issue for a long time in France, solutions exist to support
nursing homes in times of acute crisis. Future debates
about a pandemic response in this setting should take
into account things like the social needs of residents,
understaffing as a risk factor for higher COVID-19-related
deaths, and should refine general health policies and
prevention measures in nursing homes.

Moreover, once an outbreak has occurred, tough ques-
tions must be asked: Are restrictive measures for all residents
worth the personal and mental health toll? How can facilities
improve residents’ end-oflife conditions in a controlled, safe
way that will allow them (and their families) dignity and care?
Is this reasonable to do if it involves a modicum of increased
risk exposure for the facility overall? These results remind
us that an effective COVID-19 response should be context
adapted, patient centred and humane.

Twitter Carla Melki @melkicarla
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