
363
Received August 26, 2020
Accepted for publication February 2, 2021

Brief Reports

Abstract
BACKGROUND: Long-term residential care facilities and nursing 
homes are known to be particularly vulnerable to viral respiratory 
diseases and have expressed the need for multidisciplinary collaboration 
to help manage outbreaks when they occur.
METHOD: In April 2020, Tours University Medical Center created a 
multidisciplinary mobile team to help local nursing homes deal with 
outbreaks of coronavirus disease 2019 (COVID-19). The team included 
a geriatrician, infectious disease experts, and palliative care specialists.
RESULTS: On April 8th, 2020, the first intervention took place in a 
100 residents nursing home with a total of 18 confirmed cases among 
26 symptomatic residents and five deaths.  The nursing home staffs’ 
main requests were a multidisciplinary approach, consensus decision-
making, and the dissemination of information on disease management.
CONCLUSION: Three lessons emerged from this collaboration: (i) 
intensify collaborations between hospitals and nursing homes, (ii) limit 
disease transmission through the use of appropriate hygiene measures, 
broad screening, and the isolation of sick residents and sick employees, 
and (iii) provide sufficient human resources.

Key words: Viral respiratory disease, outbreak, nursing home, 
multidisciplinary collaboration.

Background

In December 2019, a previously unknown type of severe 
acute respiratory syndrome emerged in the city of Wuhan 
(China) (1). In January 2020, the pathogen was isolated 

and described as severe acute respiratory syndrome coronavirus 
2 (SARS-CoV-2) (1). The corresponding disease (coronavirus 
disease 2019, COVID-19) spread rapidly around the world and 
prompted the World Health Organization to declare a global 
pandemic on March 11th, 2020 (2). In France, the outbreak was 
declared officially on March 15th, 2020. 

Long-term residential care facilities and nursing homes 
(NHs) are known to be particularly vulnerable to viral 
respiratory diseases (e.g., influenza) (3, 4). Due to frailty 
and comorbidities, older adults are more likely to experience 
severe and/or complicated forms of COVID-19, with a higher 
mortality rate (5). In France, a total of 142,852 confirmed cases 
had been reported by May 28th, 2020 (6). Of these, 33,646 
were NH residents (leading to 13,806 deaths (7)) and 16,215 
were NH staff members.

An NH is primarily a place to live and secondarily a place 
to receive medical care. Faced with this unprecedented health 
crisis, Tours University Medical Center (Tours, France) created 
a mobile multidisciplinary team (MMT) to help affected NHs 
deal with COVID-19 in a coordinated manner. To the best 
of our knowledge, MMTs have rarely been used to deal with 
COVID-19 outbreaks among older adults in our country.

The objective of the present report is to share our experience 
of this novel collaboration between an NH and a university 
medical center’s department of geriatric medicine.

Method

Over the last decade, the concept of a mobile geriatric team 
has emerged in France and other countries in response to 
the constant requirement for cost-effective medical care that 
optimizes resources. During the pandemic, our mobile geriatric 
team was redeployed for (i) nasopharyngeal swab testing of 
NH residents with suspicious symptoms, and (ii) operation of 
a phone hotline (from 9am to 6pm, seven days a week) for NH 
medical staff.

Although the French government provided guidance on 
preventing SARS-CoV-2 from spreading within NHs (the 
prohibition of visits by family members, the closure of 
communal dining rooms, the serving of meals in the residents’ 
bedrooms, the suspension of group activities, etc.) and provided 
additional resources for NHs (8), it did not issue specific 
guidelines on how to manage an outbreak.

University medical centers have a role in coordinating and 
disseminating good practice in geriatric medicine within local 
NHs. In order to answer the most frequent requests from NH 
medical staff when an outbreak occurred (mainly information 
on disease management and on consensus decision-making for 
sick residents), the Geriatrics Department at Tours University 
Medical Center created a new entity: a multidisciplinary mobile 
team (MMT) comprising a geriatrician, two infectious disease 
experts, a palliative care nurse, and a palliative care physician. 
Each member’s role is summarized in Figure 1; the objective 
was to provide appropriate care for each resident by drawing on 
the MMT members’ expertise.
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Results

On April 8th, 2020, the MMT’s first intervention took place 
in a 100-resident NH in the city of Tours. It was one of the 
4 seriously affected NHs in the local Indre et Loire area, 
which has about 60 NHs in total. The MMT members and the 
NH’s physician, head nurse and director had an initial 5-hour 
meeting, during which questions from the NH staff members 
alternated with instructive presentations by the MMT members 
(Figure 2).

Each of the three floors in the NH was divided into 2 units, 
and there were 60 care staff. The COVID-19 outbreak in 
the NH had started about 2 weeks previously, and the first 
confirmed case in a resident was recorded on March 23rd. 
The disease spread rapidly to all units, giving a total of 18 
confirmed cases among 26 symptomatic residents and 6 among 
the staff. Five of the 18 SARS-CoV-2-positive residents 
had died at that point. The change in the number of cases 

of COVID-19 during the two weeks before the MMT’s 
intervention is shown in Figure 3.

Although around half of the staff members had developed 
symptoms of COVID-19, a shortage of tests prevented us from 
confirming these suspected cases. It appeared that the first case 
of COVID-19 in the NH was a staff member who subsequently 
tested positive for SARS-CoV-2. The staff member had come 
to work with respiratory symptoms, had not used personal 
protective equipment (PPE), and had been in close contact 
with the first of the residents to fall ill. Furthermore, the lack 
of knowledge about the risk of SARS-CoV-2 transmission 
by asymptomatic carriers and the sometimes contradictory 
guidance on PPE use (the use of a face mask, primarily) had 
resulted in confusion and inadequate behavior among the care 
staff.

The MMT’s infectious disease experts first outlined 
the procedures for outbreak management. The NH staff 
members were given detailed information on the mode of 
viral transmission and the main strategies for preventing 
further spreading: cohorting staff (to limit mixing and thus 
opportunities for transmission), limiting staff meetings or 
seminars, applying social distancing during staff meal breaks, 
and wearing face masks at all times. To preserve supplies, the 
use of PPE was optimized (2 disposable surgical face masks per 
day and per person). The MMT’s main recommendations are 
summarized in Table 1.

With regard to specific medical care, the palliative care 
physician, the palliative care nurse, an infectious disease expert 
and the geriatrician were helped the NH’s medical staff to 
discuss medical decisions for each resident. This included 
asking whether the residents or their legal guardian or family 
had provided with advanced directives, and deciding whether 
the NH was able to meet residents’ medical needs. Even though 
most health facilities and hospitals were under pressure or 
even saturated, we considered that older patients should not be 
excluded from hospitalization on the basis of their age alone. 
We considered that hospital admission was relevant for patients 

Figure 1. The MMT: composition and roles 

Figure 2. Structure of the initial meeting between the NH staff members and the MMT members 
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with few comorbidities or a low level of dependence when 
clinical or laboratory criteria for severity were met or when 
other diagnoses had to be ruled out. If the patient agreed, he/she 

was admitted to hospital. 
The French Geriatric and Gerontology Society (9) had 

developed a decision tree for COVID-19. Although the MMT 
considered this decision tree, decisions on hospitalization or 
the level of care also took account of clinical common sense 
and discussions between the MMT, the NH’s physician, and the 
head nurse. The patients and/or their legal guardian or family 
were kept informed about these discussions. In fact, most of the 
residents clearly expressed the wish to stay in their usual living 
environment (i.e. the NH). In other cases, patients appeared to 
be too frail and too severely ill to benefit from hospitalization.

With regard to treatment, the MMT considered whether or 
not antibiotic treatment was necessary and emphasized the 
importance of preventing dehydration, undernutrition, and loss 
of functional autonomy. The MMT reviewed the NH’s ability 
to provide oxygen therapy, palliative care, and end-of-life care. 
These procedures increased the burden of care and prompted 
the creation of COVID-19-only units.

Discussion

Four key issues emerged from the MMT’s initial assessment: 
NH staff members (i) must know how to recognize the signs 
and symptoms of COVID-19, which are not the same in 
older adults as in younger adults, (ii) must be aware of how 
COVID-19 is transmitted and must use PPE appropriately; 
(iii) require information on patient management and a 
specific organizational structure for dealing with the COVID-
19 outbreak, and (iv) require help with discussing medical 

Table 1. Key recommendations by the MMT
Recommendations on preventing transmission of the virus

Recommendations concerning staff members Staff cohorts: a team of nurses and nursing assistants for each ward, 
with no mixing. 
Limit contact between staff (only those contacts required for care 
provision).
Wear face masks at all time (2 per day and per person).
Apply social distancing.
Wash the hands regularly with an alcohol-based solution
Note information on your symptoms, check your temperature at least 
daily, and do not come to work if you have symptoms.
Clean and disinfect door handles and common areas regularly

Recommendations concerning residents Encourage residents to wash their hands with an alcohol-based solu-
tion before every meal and regularly throughout the day. 
Keep all residents in their rooms. Create COVID-19 units for confir-
med cases. 
Isolate ill residents in their rooms and wear appropriate PPE during 
care procedures (a gown, an apron, protective glasses or a protective 
face shield, a face mask, and a hair net). Use biohazard bags.

Recommendations on managing the increased burden of care
Home hospitalization units and local health administrations should provide more staff.

Ask residents (or their family or legal guardian) for advance directives.
Apply the decision tree published by the French Society of Geriatric Medicine and Gerontology9.

Hospitalize the resident if required.
If the case is treated in the NH: check the indication for antibiotic therapy, the prevention of thromboembolic events, and the prevention of 

undernutrition, dehydration and loss of functional autonomy.

Figure 3. Cases of COVID-19 among NH residents during the 
2 weeks before the start of the MMT’s intervention 
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decisions and the level of care.
Following our intervention, three NH residents were 

immediately hospitalized. Local health administrations were 
asked to reinforce the NHs’ staff. For example, scheduled 
surgical procedures in local hospitals and clinics were 
suspended and only emergency operations were carried out; this 
reduction in the level of activity freed up staff for temporary 
redeployment to NHs. Home hospital units also provided staff 
reinforcements for patients requiring a high level of care. 
The NH’s stocks of PPE, drugs and medical equipment were 
considered to be sufficient.

Collaboration between healthcare professionals appears 
to be crucial for developing guidance on the management of 
COVID-19: it combines the NH staff members’ knowledge 
of their residents and expertise in allocating resources within 
their own facilities, the geriatrician’s approach to caring for 
frail, older adults, the palliative care specialist’s expertise in 
end-of-life care, and the infectious disease specialist’s expertise 
on the management of infections. When an outbreak occurs, 
this emergency situation disrupts the NH’s organization. 
The NH staff member must then focus on acute medical 
care - a situation for which they are not prepared and which 
requires collaborative, adaptive strategies. The collaboration 
also improved our expertise in outbreak management. For 
example, screening for SARS-CoV-2 with a reverse 
transcriptase polymerase chain reaction (RT-PCR) assay (using 
nasopharyngeal swabs) became much more widely available 
about a week after our intervention in the NH. The NH’s 
coordinating physician and director asked all the residents and 
staff members to be tested. The screening detected a number of 
asymptomatic carriers among the residents and employees.

The residents who tested positive were isolated in a 
dedicated unit for two weeks or until they tested negative. The 
staff members who tested positive were asked to stay at home 
for two weeks. This broad nasopharyngeal swab screening 
program appeared to be very useful for controlling the outbreak. 
However, sensitive but less painful tests would be needed 
for regular testing, the detection of asymptomatic employees 
or residents, and thus the prevention of viral transmission. 
Approximately one month after all the NH staff and residents 
had been screened, the outbreak had been stabilized and no new 
cases were recorded. 

Conclusions

Nursing homes are extremely vulnerable to contagious viral 
respiratory diseases such as COVID-19. Outbreaks can be 
dramatic, and preventing the virus from spreading is a priority 
(10). The COVID-19 pandemic has highlighted the need for 
collaboration between NHs and other health care facilities (11). 
The lessons that emerged from this initial collaboration can be 
summarized as followed:

1) Guidelines may help with consensus decision-making, 
the dissemination of information, and multidisciplinary 
collaboration.

2) Transmission of the virus must be limited by adopting 
appropriate hygiene measures (e.g. protective face masks), 
screening all NH residents and employees with an RT-PCR 
assay, and isolating all confirmed cases.

3) Sufficient human resources must be deployed quickly in 
these exceptional circumstances.

We hope that this feedback will help the authorities to 
provide useful, precise, specific guidelines on all aspects of 
managing COVID-19 outbreaks in NHs. A multidisciplinary 
MMT approach may help to develop appropriate strategies in 
NHs.
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