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Abstract: During the COVID-19 outbreak in March 2020, restrictive measures (e.g., prohibiting 

physical visits and group activities) were introduced in nursing homes to protect older residents. 

Although the importance of social contacts and social activities to fulfill social needs and avoid 

loneliness is known, these were challenged during the pandemic. This qualitative study specifically 

focused on how residents, close relatives, and volunteers in nursing homes experienced the restric-

tive measures in retrospect and gained insights into the impact of the restrictive measures on social 

needs and loneliness, and the lessons that could be learned. Thirty semi-structured, face-to-face in-

terviews with residents and close relatives, and one online focus group with ten volunteers, were 

conducted. Recruitment took place at psychogeriatric and somatic units in the Northern, Eastern 

and Southern regions of the Netherlands and Flanders, Belgium. The interviews and focus group 

were transcribed verbatim, and an open, inductive approach was used for analysis. Alternative 

ways of social contact could not fully compensate for physical visits. Generally, participants re-

ported that it was a difficult time, indicated by feelings of loneliness, fear, sadness, and powerless-

ness. A great diversity in loneliness was reported. The most important reasons for feeling lonely 

were missing close social contacts and social activities. The diversity in the impact of restrictive 

measures depended on, e.g., social needs, coping strategies, and character. Restrictive COVID-19 

measures in nursing homes resulted in negative emotions and unmet social needs of residents, close 

relatives, and volunteers. During future outbreaks of the COVID-19 virus or another virus or bac-

terium, for which restrictive measures may be needed, nursing homes should actively involve resi-

dents, close relatives, and volunteers to balance safety, self-determination, and well-being. 

Keywords: social contacts; social needs; loneliness; residents; nursing homes; COVID-19 pandemic 

 

1. Introduction 

At the start of the COVID-19 outbreak, governments worldwide introduced restric-

tive measures to protect citizens and reduce the transmission of the virus and related 

deaths. To protect older residents in nursing homes, nursing homes closed their doors to 

visitors, including close relatives, and most volunteers, also known as the visitors ban. 
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Doors of Dutch nursing homes were closed between 20 March and 24 May 2020 [1], 

whereas in Flanders doors were closed between 14 March and 17 May 2020 [2]. Mostly, 

residents were no longer allowed to leave the premises and often they had to stay in their 

own room. Moreover, group activities were often prohibited, restricting contact with oth-

ers, such as other residents or volunteers [3]. 

The restrictive measures implied physical distancing and social isolation, limiting so-

cial connection and support. Older people have previously reported the value of social 

relationships as important requirements for successful aging. They value these relation-

ships, together with engaging in activities as important aspects of good quality of life. 

When social connections are challenged, as experienced during the COVID-19 pandemic, 

this may leave social needs unmet and can arouse feelings of loneliness [4–6]. 

Loneliness is often described as a subjective, unpleasant experience because of a per-

ceived discrepancy between the desired amount, frequency, and closeness of social rela-

tionships and actual social interactions [7]. Feelings of loneliness are associated with ad-

verse mental and physical health, and increased mortality risk [8–10]. Under normal cir-

cumstances, loneliness is present in at least one-third of older people, with an even higher 

proportion among residents of nursing homes [8,11–13]. Risk factors that contribute to 

loneliness among residents of nursing homes are the decline of the social network (e.g., 

due to loss of partner, health problems, or reduced mobility) [14] and the loss of autonomy 

and self-determination [15]. Although the importance of social contacts and autonomy of 

residents is known, the safety and health of residents were prioritized at the expense of 

social contacts and autonomy of residents. 

The restrictive measures contradict the aim of nursing homes to provide person-cen-

tered care, where healthcare professionals, in close collaboration with residents and fam-

ilies, customize care according to residents’ abilities, needs, and preferences whenever 

possible, allowing autonomy and self-identity, and maintaining the independence of res-

idents [16,17]. Close relatives and volunteers can play an integral role in the fulfilment of 

social needs, as they often are familiar with the wishes and needs of the residents [18,19]. 

Close relatives can provide emotional and practical support and engage in activities with 

residents, which may increase well-being and quality of life of residents and close relatives 

[19]. Volunteers are also essential in nursing homes and may complement and relieve 

healthcare professionals [20] and provide support in residents’ well-being, e.g., by going 

for a walk together, organizing other social activities, or lending a listening ear. The visi-

tors ban put the role of close relatives and volunteers under pressure and may have left 

social needs unmet. Therefore, we aimed to report on the consequences of the restrictive 

measures from their perspective. 

In the past months, many articles have been published on the consequences of the 

COVID-19 restrictive measures in nursing homes, for example focusing on social contacts 

[21,22], loneliness, mental health [23], and well-being [24,25]. Data were mainly obtained 

by quantitative research methods. So far, little attention has been paid to the narratives of 

those who it concerns the most, namely, residents, and also their close relatives, and vol-

unteers. However, these are important for an in-depth understanding of their experiences, 

wishes, and needs, and is crucial information to prepare for further outbreaks of COVID-

19 or other infectious diseases. Therefore, this qualitative study reported on the impact of 

restrictive COVID-19 measures from the perspective of residents, close relatives, and vol-

unteers in nursing homes in the Northern, Eastern, and Southern regions of the Nether-

lands, and Flanders, Belgium. This paper specifically focused on the fulfilment of social 

needs and related negative emotions, including loneliness. 

2. Materials and Methods 

This qualitative study consisted of semi-structured individual and duo interviews 

with residents and close relatives, and one focus group with volunteers. This study was 

reported following the consolidated criteria for reporting qualitative research (COREQ) 

guidelines [26]. 
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2.1. Interviews with Residents and Close Relatives 

2.1.1. Participants and Recruitment 

Individuals were eligible to participate if they were (1) residents who lived in nursing 

homes in the Northern, Eastern, and Southern regions of the Netherlands, and Flanders, 

Belgium at the time of the visitors ban in March 2020, and their close relatives; and (2) 

capable of verbally communicating in Dutch. Various background variables were consid-

ered in the recruitment process to realize a diverse group, e.g., sex, severity and nature of 

physical and cognitive conditions (i.e., somatic and psychogeriatric units), residents from 

locations with severe and less severe COVID-19 outbreaks and measures. In this study a 

nursing home is considered a residential facility that provides 24 h support for people 

who require assistance with activities of daily living and have identified health and care 

needs [27]. 

In the summer of 2020, the project team approached nursing homes to participate in 

the study. Care professionals of participating organizations identified eligible participants 

and sent them an information letter explaining the purpose of the study. For residents 

with dementia, the legal representative, and, when possible, the resident, was informed 

about the study. 

2.1.2. Data Collection 

Between November 2020 and January 2021, residents and close relatives were inter-

viewed face-to-face by one of the researchers (E.L., F.V., J.D.W., or S.N.) in nursing homes. 

One close relative was interviewed online. Researchers wore face masks and respected the 

social distancing rules and other measures that applied at that time. Residents and close 

relatives were interviewed in pairs; solo interviews were performed in case one of them 

preferred so or if commanded by restrictive measures. Residents with dementia were pre-

sent in a duo interview and answered for themselves where possible; otherwise, close rel-

atives were interviewed as proxies. Interviews were conducted until saturation was 

reached, aiming for 5–10 interviews per region (Northern and Eastern regions of the Neth-

erlands were combined), for a total of 20–30 interviews. 

The interviewers followed a semi-structured interview guide, which was developed 

in close collaboration with the sounding board group of the project, representing 

healthcare professionals, policy makers, and implementation and educational specialists. 

At the start of the interview, demographic information was collected. The interviewer 

then asked participants an open question to retrospectively reflect on the impact of the 

restrictive measures from their perspective. Additionally, optional probing questions 

were asked, related to the following themes: social contacts, fulfilment of social needs, 

experienced loneliness, positive and other negative consequences of restrictive measures, 

and resilience. The interview guide is included in Appendix A. The duration of the inter-

views ranged between 22 and 90 min. Each interview was audio recorded. 

2.1.3. Data Analysis 

Interviews were transcribed verbatim and pseudonymized. The project team ana-

lyzed and coded the transcripts, facilitated by Atlas.ti version 8 software (ATLAS.ti., Ber-

lin, Germany). An open, inductive approach was used for analysis. First, researchers (E.L., 

F.V., J.D.W., A.S., and S.N.) read and discussed the transcript of the first interview. After-

wards, E.L., F.V., J.D.W., and S.N. performed the coding of the first transcript inde-

pendently, and results were compared and discussed until consensus was reached on the 

first set of codes and their description. The same steps were undertaken for the second 

interview. The code tree was refined accordingly; existing codes were adjusted when 

needed and newly obtained codes were added when new themes emerged. 

The remaining interviews were divided among the five researchers; researchers were 

responsible for the main coding of the interviews in their own region, and a researcher 

from a different region performed a check on the coding to increase the inter-researcher 
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reliability. Differences between researchers were discussed during a consensus meeting 

and researchers agreed on the final coding. All researchers regularly discussed their work 

during project meetings. 

The interviewer sent a member-check to the participants to approve the content and 

to give them the opportunity to make suggestions for changes or to add any missing in-

formation. Most participants agreed with the member-check, and only a few minor details 

were amended. 

2.2. Focus Group with Volunteers 

2.2.1. Participants and Recruitment 

Participating organizations approached volunteers, by means of an information letter 

explaining the purpose of the study. In the inclusion of volunteers, various background 

variables were considered, e.g., sex, years of experience, working at somatic or psycho-

geriatric units, type of work, continuation or cessation of volunteer work during visitors 

ban. Volunteers were eligible if they had started their volunteer work before the visitors 

ban in March 2020. 

2.2.2. Data Collection 

In March 2021, one online focus group with volunteers representing all three regions 

was conducted via Zoom, a cloud-based videoconferencing platform (https://zoom.us/; 

accessed on 24 January 2022). The focus group lasted 82 min and was audio and video 

recorded. 

One of the researchers (E.L.) led the focus group, assisted by S.N. and F.V. Topics 

that were addressed were the experiences of the volunteers and the impact of the restric-

tive measures on themselves and the residents. Additionally, probing questions were 

asked related to possibilities of social contact with residents, fulfilment of social needs, 

experienced loneliness, positive and other negative consequences of restrictive measures, 

and resilience of volunteers and residents (Appendix B). 

2.2.3. Data Analysis 

The focus group was transcribed verbatim and pseudonymized. The code tree of the 

interviews was used as a base for the coding of the focus group (Appendix C). First, the 

researchers (E.L., F.V., J.D.W., A.S., and S.N.) discussed the transcript. Afterwards, two 

coders performed the coding independently (A.S., S.N.) and refined the code tree. Results 

were compared and disagreement was resolved by discussion. 

The interviewer sent a member-check to the volunteers, and no corrections were sug-

gested by the volunteers. 

2.3. Ethics Statement 

The Medical Research Ethics Committee Brabant (MREC Brabant) (NW2020-68) and 

the Ethics Review Board Social and Behavioral Sciences of Tilburg University (ERB) ap-

proved this study (RP277). Participants and/or their close relatives received detailed study 

information and gave written informed consent as needed before participating. Data were 

safely stored and only the project team had access to the data. 

3. Results 

This section combines the results of interviews and the focus group. Results of all 

regions were taken together. The presentation of the results is structured as follows: par-

ticipant characteristics, information on restrictive measures, general description of social 

contacts, impact of the restrictive measures on social contacts, social needs and negative 

emotions, reopening of doors, and evaluation of restrictive measures. 
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3.1. Participants 

Thirty interviews were conducted: 19 interviews in pairs, and 11 individual inter-

views, seven with residents and four with close relatives. Ten volunteers participated in 

the focus group (Table 1). 

Table 1. Participants’ characteristics. 

Residents  

Age range 57–101 years 

Sex  

Female 23 

Male 7 

Unit  

Somatic 12 

Psychogeriatric 5 

Mixed 13 

COVID-19 infection 11 

Close relatives  

Daughter 12 

Partners 7 

Son 2 

Daughter-in-law 1 

Brother 1 

Volunteers  

Age range 59–76 years 

Sex  

Female 8 

Male 2 

Years of volunteer work in nursing home 2–14 years 

Volunteer work during visitors ban  

Yes 3 

No 7 

3.2. Restrictive Measures 

Restrictive measures slightly differed per nursing home. Overall, participants indi-

cated that, in March 2020, residents were not allowed to leave the premises and, in most 

nursing homes, they had to stay in their own room. Furthermore, the communal space 

was closed, and activities, such as playing cards, having coffee or meals with fellow resi-

dents, going for a walk with close relatives, or celebrating the holidays together, were 

often prohibited. All visitors, including close relatives, were prohibited from entering 

nursing homes. The regulations regarding the admission of volunteers differed. Mostly, 

volunteers were not allowed, but some of them were allowed to continue their regular 

work or to support healthcare professionals with non-care-related tasks such as video call-

ing or meal deliveries. 

3.3. General Description of Social Contacts 

The residents participating in this study showed a large diversity in social contacts, 

both in terms of size and frequency of contacts. Close contacts of the residents generally 

consisted of close relatives, such as partners and immediate family, fellow residents, 

healthcare professionals, and volunteers. Before the visitors ban, most residents were vis-

ited daily or a few times a week by one or more close contacts. A wider circle of contacts 
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consisted of friends, extended family, and acquaintances; generally, they visited residents 

occasionally. 

3.4. Impact of Restrictive Measures on Social Contacts 

Residents, close relatives, and volunteers reported that the visitors ban challenged 

social contacts. In all cases, close social contacts introduced alternative ways to contact 

residents, such as digital contact (e.g., video calling), window or balcony visits, postcards 

or packages deliveries, motivational banners outside the nursing home buildings, birth-

day parties in front of the window, and a resident with dementia received a visit from her 

dog. According to participants, the duration of the contacts seemed shorter than before. 

Frequencies of the contacts either increased because close contacts called or visited by the 

window more often, remained stable, or decreased because of the omission of spontane-

ous visits or barriers to alternative means of social contact. Contact with the wider circle 

often diminished or disappeared during the visitors ban. Several residents explained that 

the prohibition of activities inside and outside the nursing home led to a diminished or 

complete loss of social contact, and ensured the disappearance of a routine or daily sched-

ule. 

Most residents, close relatives, and volunteers appreciated alternative ways of con-

tact. One resident said it was pleasant to see and hear her partner: “We had been calling on 

Skype every day […] and I really enjoyed it”. Some volunteers reported that residents with a 

limited social network had the opportunity to participate in video calls with them. How-

ever, participants experienced several barriers to alternative means of contact, such as be-

ing on a higher floor, having no balcony, hearing loss of the resident, and rainy or cold 

weather, which limited possibilities to keep in contact. A close relative said: “The nurses 

took my mother to the balcony, and I was standing downstairs, if I said something, she did not hear 

me and she did not understand, you couldn’t see them and you couldn’t hear them”. In addition, 

they mentioned that they experienced a lack of privacy because of the physical distance: 

they indicated that an in-depth conversation, which they valued as important, was there-

fore more difficult. For most residents with dementia, video calling was not an option, 

because of the loss of speech or because residents did not understand or recognize the 

person calling, which discomposed them. 

3.5. Impact of Restrictive Measures on Social Needs and Negative Emotions 

Experiences of the impact of the restrictive measures on social needs and negative 

emotions varied among participants. Overall, residents, close relatives, and volunteers 

described the visitors ban as a difficult time, indicated by feelings of loneliness, fear, sad-

ness, and powerlessness. However, a great diversity in loneliness was found. Several res-

idents and partners indicated that they had been lonely: “It was a very difficult time. I felt 

even more alone, that’s for sure” (Resident). Others reported no feelings of loneliness: “I did 

not experience loneliness” (Resident). Loneliness was reported to a lesser extent among other 

close relatives and volunteers. For some residents having more advanced dementia, the 

residents themselves or their caregivers found it difficult to say whether they have been 

lonely. 

Residents who experienced loneliness reported several reasons for feeling alone. All 

stated that they primarily missed close social contacts and being with their relatives or 

others. They explained that their relatives were the most important people they live for, 

and, for example, they missed a hug from their children and/or grandchildren. Another 

reason residents mentioned for feeling alone was they had been alone in their room for a 

large part of the day and there was not much to look forward to, i.e., no visits and no 

activities with others. Due to the strict measures, some residents compared the circum-

stances with being in prison and some referred to World War II. Among the close relatives, 

we noticed that especially the partners of residents with a smaller social network experi-

enced loneliness, which was enhanced because they could not visit their loved ones living 

in the nursing home. In contrast, some residents did not feel the need for social contact or 
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activities or were satisfied with the alternative ways of contact and did not feel lonely 

during the visitors ban. 

In addition to loneliness, fear was reported as a negative emotion. Some residents, 

close relatives, and volunteers experienced fear of becoming infected or infecting others 

with the COVID-19 virus, especially at the beginning when much was unknown about the 

virus. Others did not experience any fear or did not think about it; a resident said: “I was 

not afraid of the virus, but my children were”. The impact on residents was large when close 

neighbors or friends from the nursing home passed away because of a COVID-19 infec-

tion. 

Close relatives and volunteers stated that the restrictive measures had an emotional 

impact on them. A partner said: “It was tough, because I used to visit my wife almost every 

day”. Another partner reported that he has been married for 57 years and he had to meet 

his wife behind the fence, which made him feel very emotional. Close relatives reported 

sadness and concerns as they were deeply touched by the situation of the residents. They 

could only observe the situation from a distance and felt like they could not support the 

residents properly, which made them feel powerless. For volunteers, it was difficult that 

they could not organize any activities and could not be meaningful for the residents. Vol-

unteers noticed that they felt the need to stay in touch with residents, especially volunteers 

working one-on-one, but this was not always possible to achieve: “I was not allowed to enter 

as a volunteer and I had no contact with the residents at all, that made me very anxious”. Close 

relatives of residents with dementia said it was difficult that they were not allowed to visit 

for such a long time, and that residents sometimes deteriorated in mental functioning and 

had difficulties recognizing loved ones. 

The impact of the restrictive measures varied among residents, close relatives, and 

volunteers, depending on several factors, such as character (e.g., being a social person, 

ability to accept the situation), social needs and environmental factors, such as in the case 

of health professionals. Some residents described themselves as social persons, who like 

being around other people; they reported being more affected by the restrictive measures 

than others. Residents that could easily accept the situation were less affected than others. 

A large social network was described as helpful but could not always prevent loneliness 

in residents. Residents noticed that the quality of social contacts was more valuable than 

the quantity; for example, one of the close relatives said: “I am convinced that family and 

friends are very important, but when it comes down to it, at times when you [the resident] were 

having a really hard time, then your closest ones were the most important. So, me and the kids, 

that’s what you needed the most”. Overall, residents and close relatives reported that 

healthcare professionals tried supporting them as much as they could. Although their 

time was limited, residents appreciated the support with alternative ways of contact, 

healthcare professionals shortly opened the windows or brought residents outside for a 

talk with their partner. 

3.6. Reopening of Doors 

After doors reopened in May 2020, one or more visitors were allowed per day (often 

within a specific timeslot), activities in the nursing homes started again, and meals were 

served in the communal space, although the 1.5-meter distance rule continued to apply. 

Residents and close relatives reported the moment they saw each other for the first time 

after the visitors ban as being emotionally laden. They reported that they realized how 

much they missed each other’s physical presence. For some it was hard to comply with 

the 1.5-meter distance rule and they were not able to resist giving each other a hug or kiss. 

A close relative said: “...Then we were allowed to be together again, but we were not allowed to 

touch each other. It was such an emotional moment, we just had to give each other a hug”. Grad-

ually, residents and their close relatives were allowed to do activities together, such as 

going for a walk or taking the resident home, which they both enjoyed immensely. Resi-

dents indicated that they immediately felt less alone because they could see their close 

relatives in person. Moreover, in some cases, digital contact continued in addition to 
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physical visits, as it was evaluated as a positive way to keep in touch, especially for those 

relatives that lived far away. 

All participants experienced the easing of restrictive measures as positive, but some 

disadvantages of remaining restrictions were also experienced. Social contacts were still 

challenged because the number of visitors was limited, so, for example, grandchildren 

could not visit in the first period after the visitors ban. Moreover, limited visiting hours 

restricted spontaneous visits from those who normally stop by for a cup of coffee and a 

chat. Visitors and volunteers were still concerned about safety and were aware of the risk 

of bringing the virus into the nursing home. Some partners and volunteers felt vulnerable 

because of their age, due to which they were sometimes hesitant to re-enter the nursing 

home. 

3.7. Evaluation 

Especially at the beginning of the pandemic, residents, close relatives, and volunteers 

understood the strict measures. The situation sometimes strengthened the relationship 

between residents and close relatives: a resident put forward the recognition and appre-

ciation of social contact as a positive side of the measures: “People appreciate more what they 

have”. On the other hand, it had been a difficult time. A resident said: “Life can be over any 

day. This pandemic is taking away precious time that we could have enjoyed”. Residents are in 

their last phase of their lives, and time is precious when living in a nursing home, time 

she would have wanted to spent with close relatives or fellow residents. An important 

piece of advice from residents, close relatives, and volunteers was to pay more attention 

to the social aspect to limit negative consequences of restrictive measures (e.g., in terms of 

loneliness), and consider their wishes and needs. 

4. Discussion 

Restrictive COVID-19 measures limited social contacts of residents, close relatives, 

and volunteers in nursing homes in the Netherlands and Flanders. Alternative ways of 

contact were helpful but could not fully compensate for physical visits. It was a difficult 

time for residents, close relatives, and volunteers, as indicated by feelings of loneliness, 

fear, sadness, and powerlessness. A great diversity in loneliness was reported, with miss-

ing close social contact and being together with relatives as the most important reasons 

for feeling lonely. The diversity in the impact of restrictive measures, depended on, e.g., 

social needs, coping strategy, and character. 

To respond to the COVID-19 outbreak, physical distancing and social isolation 

measures were used in nursing homes to protect residents and reduce the transmission of 

the virus. Social contacts were challenged because of this; for example, alternative ways 

of contact were introduced, the duration of contact seemed shorter, and frequency 

changed. Residents mentioned that the quality of social contacts was more valuable than 

the quantity, which is in line with previous research [15]. The greatest impact was on res-

idents who are usually socially active, while some residents did not feel the need to so-

cialize and preferred being alone, which is consistent with findings in the general popu-

lation [28]. 

Alternative ways of social contact were introduced in all residents and were gener-

ally experienced as positive. Especially for close relatives who live further away, digital 

contact was experienced as a good alternative to contact the resident. The COVID-19 pan-

demic has recognized the value of technology for communication, which can mitigate the 

negative effects of social distancing [29]. In other studies, familiar methods of communi-

cation, such as phone calls, emails, or written letters, were also reported as beneficial ways 

of communication that positively influenced the emotional well-being of residents during 

the restrictive measures regarding in-person visits [30]. Despite the positive experiences 

with technology, we noticed in our study that it could not fully compensate for physical 

visits, which is consistent with observations of healthcare professionals [31]. Moreover, 

digital contact has often not continued after the reopening of nursing homes, because of 
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preferences of physical attendance, barriers to alternative means of contact, and limited 

time of healthcare professionals to assist residents in using digital contact. A recent study 

in France reported that residents of nursing homes were able to complete telephone calls 

more independently than video calls and therefore tended to use the phone more often 

than video calls. Interestingly, when residents received assistance to establish video calls, 

they were more satisfied with the use of video calls to communicate with relatives than to 

use telephone calls [32]. Given this, we recommend healthcare professionals, volunteers, 

and close relatives adopt user-friendly digital technology if possible. Digital contact can-

not replace face-to-face contact [33], but it can complement physical visits, as it increases 

frequency of contact, facilitates social connections, and may help to alleviate loneliness 

among residents of nursing homes [34,35]. Based on our results, which show that digital 

contact is not a good fit for all residents, we also recommend thinking about familiar com-

munication methods for others. In accordance, previous research reported that contact 

with healthcare professionals can have a great impact on reducing loneliness, as short 

conversations appeared to be a powerful tool, showing dignity and respect for the resi-

dents [36]. In a future situation where doors need to close, several communication meth-

ods could be deployed to improve social connectedness between residents and others in-

side and outside the nursing homes. 

In most nursing homes, the communal space was closed, and social gatherings and 

group activities were often prohibited, restricting contact with other residents and increas-

ing isolation. Other studies have also reported the relevance of activities, which are usu-

ally important aspects of residents’ daily routine and are considered important highlights 

[37]. Participating in organized activities gives residents in nursing homes the feeling of 

belonging to a group, creating stability and a meaningful environment, and seemed to 

reduce loneliness [15,36]. The loss of activities and social contact were reported as the most 

important reasons for sadness and loneliness during the visitors ban in nursing homes 

[31], as these result in a lack of daily structure and meaning in life. Therefore, it is recom-

mended to try to continue to organize social activities for residents in nursing homes, 

whenever possible, in a safe manner, e.g., by assigning residents to bubbles for activities 

while keeping a safe distance. 

Unfulfilled social needs for meaningful relationships have resulted in negative emo-

tions and feelings among residents, close relatives, and volunteers. Our results match 

those observed in earlier studies, where high levels of sadness, anxiety, and loneliness 

were found among residents of nursing homes in the Netherlands [25,31] and Belgium 

[37,38] during the period of COVID-19. Previous research also underscored difficulties 

close relatives experienced coping with anxiety regarding safety of residents [39]. Our re-

sults on loneliness broadly support quantitative data obtained in Dutch nursing homes, 

which reported loneliness among the majority (77%) of residents during the first lock-

down in May 2020 [25]. A longitudinal study among Dutch older adults reported an in-

crease in loneliness during the pandemic (May 2020) compared to 7 months earlier [23]. 

In accordance with our results, older adults reported missing close connectedness and 

having people around them. In our study, loneliness of residents was reduced the moment 

physical visits were allowed, which indicates the importance of being together. Interest-

ingly, another follow-up study in the United States reported a slight increase in loneliness 

in older adults after the initiation of social distancing measures, which levelled off there-

after. The authors suggest this could be a result of the absence of social connections due 

to the measures, which was resolved over time as participants perceived more social and 

emotional support in other ways than in person [40]. In accordance with our study results, 

this showed the importance of social connections to decrease loneliness. 

In this study, important information was provided on the impact of the restrictive 

measures from the perspective of residents with dementia. For those with more advanced 

dementia, information was limited because they had difficulties expressing themselves. 

During the interviews, close relatives could support those residents in recalling memories, 

but they found it difficult to say how residents experienced the restrictive measures, as 
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they could only observe from a distance. Because alternative ways of contact are often not 

well understood by residents with dementia, healthcare professionals should identify 

possibilities and adhere to preferences of those residents and close relatives to stay in 

touch with each other, which was underlined in previous research [39]. 

Three Dutch studies that included the perspective of healthcare professionals re-

ported that residents without or with mild cognitive impairments were more affected 

(e.g., high levels of loneliness, depression, and behavioral problems) by the restrictive 

measures than those with more advanced dementia [25,35,39]. Research has also shown 

some positive consequences. For residents with dementia, a decrease in agitation, aggres-

sion, and wandering was found [31,35]. The decrease in challenging behavior could be a 

result of a reduction in overstimulation. The lives of residents were more quiet because 

visitors were not going in and out all the time, but it is important to offer sufficient stimuli 

to limit apathy. 

The restrictive measures contradict the aim of nursing homes to provide person-cen-

tered care. The individual differences in the impact of the restrictive measures on residents 

confirmed the importance of person-centered care. In person-centered care, healthcare 

professionals, together with residents and close relatives, try to adhere to the needs and 

preferences of residents whenever possible [16,17], allowing autonomy and self-identity, 

and maintaining the independence of residents [41]. 

During the visitors ban, healthcare professionals did not always have the time, and 

close relatives and volunteers could not provide emotional and practical support. The 

wishes and needs of residents and close relatives were not included in the policy making 

and little attention was paid to their autonomy [42]. In a recent study, healthcare profes-

sionals reported that the highest value should be placed on the autonomy of older people 

to achieve successful person-centered care that respects their values [43]. The loss of au-

tonomy and self-determination was also mentioned as contributing to loneliness [15]. 

From the perspective of healthcare professionals, this COVID-19 period has confirmed the 

added value of close relatives and volunteers in nursing home care [31], who contribute 

to maintaining the quality of life of residents [19,20], specifically, because they are familiar 

with the personality, wishes, and needs of the residents. 

Research on the reopening of doors has shown positive effects on residents’ well-

being and quality of life [24,44,45], showing the importance of allowing at least one visitor 

at all times. To limit risks of allowing visitors during an outbreak, nursing homes should 

prepare for a tailored approach that fits residents, close relatives, volunteers, and health 

professionals, including testing and tracing, special COVID-19 units for quarantine, and 

personal protection equipment. Although regulations have changed in the meantime, the 

organizational workload has endured, and dilemmas have remained. 

4.1. Strengths and Limitations 

The current study had several strengths, including the qualitative study design with 

interviews and a focus group, and the inclusion of residents, close relatives, and volun-

teers in different regions with different measures and severities of COVID-19 infections. 

There are also a few limitations to note. First, this study aimed to perform interviews in 

pairs, including residents and their close relatives; as a result, residents without close so-

cial contacts were not included, which might have resulted in an underestimation of re-

ported loneliness in our study. Since many residents never receive visitors (one in eight 

nursing home residents in The Netherlands [46]), further research on loneliness should 

specifically aim to include those. Second, it is important to bear in mind that the interviews 

and focus group took place at least six months to a year after the complete visitors ban, 

which might have affected the results. Although we believe that most residents could re-

call the feelings regarding the visitors ban because some restrictive measures were still 

present at the time of the interviews and the focus group, the passage of time and changes 

in regulations in nursing homes and in society, and the social perspective, could have 

faded away or influenced their memories. 
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4.2. Lessons Learned 

Protecting older people in nursing homes from the COVID-19 virus was important, 

but considering the negative impact of restrictive measures, it is recommended to find a 

balance between safety, self-determination, and well-being, following the person-cen-

tered care approach. Nursing homes should effectively respond to infectious disease out-

breaks using infection control practices, while collaborating with residents and close rel-

atives to meet the social needs and limit loneliness, which should be encouraged by the 

government. As the importance of social contact and activities for residents of nursing 

homes is recognized, the commitment of volunteers and close relatives should be consid-

ered. Based on the diversity of experiences found in this study, we recommend nursing 

homes to adhere to person-centered care and individual decision making as much as pos-

sible, while weighing risks associated with each decision. Lessons learned from this study 

have immediate relevance and can be used to plan and prepare for further outbreaks of 

COVID-19 or other infectious diseases. 

5. Conclusions 

Restrictive COVID-19 measures in nursing homes resulted in negative emotions and 

unmet social needs of residents, close relatives, and volunteers. During future outbreaks 

of the COVID-19 virus or another virus or bacterium, for which restrictive measures may 

be needed, nursing homes should actively involve residents, close relatives, and volun-

teers to balance safety, self-determination, and well-being. 

Author Contributions: Conceptualization, S.N., A.S., J.D.W., E.L., F.V., N.H., L.C.v.B., K.G.L.; meth-

odology, S.N., A.S., J.D.W., E.L., F.V., N.H., L.C.v.B., K.G.L.; software, S.N., A.S., J.D.W., E.L., F.V., 

N.H.; validation, S.N., A.S., J.D.W., E.L., F.V., N.H., L.C.v.B., K.G.L.; formal analysis, S.N., A.S., 

J.D.W., E.L., F.V., N.H., K.G.L.; investigation, S.N., A.S., J.D.W., E.L., F.V., N.H., L.C.v.B., K.G.L.; 

resources, S.N., A.S., J.D.W., E.L., F.V., N.H., L.C.v.B., K.G.L.; data curation, S.N., A.S., J.D.W., E.L., 

F.V., N.H., L.C.v.B., K.G.L.; writing—original draft preparation, S.N.; writing—review and editing, 

A.S., J.D.W., E.L., F.V., N.H., L.C.v.B., K.G.L.; supervision, A.S., L.C.v.B., K.G.L.; project administra-

tion, S.N., A.S., E.L., J.D.W., L.C.v.B., K.G.L.; funding acquisition, J.D.W., E.L., N.H., L.C.v.B., K.G.L. 

All authors have read and agreed to the published version of the manuscript. 

Funding: This work was supported by The Netherlands Organisation for Health Research and De-

velopment (ZonMw, grant number 10430022010010). 

Institutional Review Board Statement: The study was conducted in accordance with the Declara-

tion of Helsinki, and approved by the Medical Research Ethics Committee Brabant (NW2020-68, 

data of approval 3 August 2020) and the Institutional Review Board (or Ethics Committee) of Social 

and Behavioral Sciences of Tilburg University (RP277, data of approval 10 September 2020). 

Informed Consent Statement: Informed consent was obtained from all subjects involved in the 

study.  

Data Availability Statement: Data is contained in the Appendix C. 

Conflicts of Interest: The authors declare no conflict of interest. 

  



Int. J. Environ. Res. Public Health 2022, 19, 3468 12 of 17 
 

 

Appendix A 

Table A1. Semi-structured interview guide for interviews with residents and close relatives. 

Topics Probing Questions 

General experiences of 

visitors ban  

How did you experience the visitors ban? 

How did the visitors ban affect you? 

How did you deal with the visitors ban? What was helpful for 

you? 

Daily activities 

Could you tell me how you usually spend your days? 

How has this changed during the visitors ban? 

How did that make you feel? How did you deal with this? 

What was helpful for you? 

Social contacts and social 

needs 

Could you tell me about your social contacts?  

What do you think about your social contacts? 

What were your social contacts like during the visitors ban?  

How did that make you feel? What was helpful for you? 

Loneliness 

Do you have a close or intimate relationship with someone?  

Do you have as many social contacts as you would want to 

have?  

To what extent can you still do what is important to you?  

Have you felt lonely or sad during the visitors ban?  

At the moment, do you still experience these emotions?  

Other (positive) conse-

quences of restrictive 

measures and relaxation 

Are there other things that you have experienced or that you 

think are important to mention about the visitors ban?  

What were the positive aspects of not being allowed to receive 

visitors?  

What do you think of the other measures that you and others 

had to deal with? Are there any aspects that you find positive? 

Are there any changes that you would like to keep, for your-

self or others?  

Could you mention anything that you would have done dif-

ferently or things that should change?  

Appendix B 

Table A2. Semi-structured interview guide for focus group with volunteers. 

Topics Probing Questions 

Changes in volunteer work 

during visitors ban 

Were there any changes for you as a volunteer? Could you continue 

your work as a volunteer?  

In case volunteers could not continue their volunteer work: Were you 

able to keep in touch with residents?  

General experiences of visi-

tors ban  

How did you experience the visitors ban? 

How did the visitors ban affect you?   

Loneliness 

Have you felt lonely or sad during the visitors ban?  

How did you deal with this? What was helpful for you? 

Have you experienced loneliness or sadness among residents?  

How did you deal with this? 

Evaluation of visitors ban 

Do you feel the visitors ban was justified?  

Could you mention anything that you would have done differently 

or things that should change?  

Do you have any advice or lessons learned for the future?  
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Appendix C 

Table A3. Code tree of interviews and focus group. 

Main themes Subthemes 

Background information 

Unit size 

Unit type 

Employment close relative 

Employment volunteer 

Duration volunteer work 

COVID infection resident 

COVID infection close relative 

COVID infections nursing home 

COVID cohort section 

Duration stay in nursing home 

Health resident 

Age resident 

Age close relative 

Age volunteer 

Relationship close relative and volunteer 

Personality resident 

Personality close relative 

Social contacts 

Marital status 

Frequency contact 

Size network 

Negative appreciation contact 

Positive appreciation contact 

Reciprocity 

Loss of contact resident with close relative 

Loss of contact resident with fellow residents 

Loss of contact resident with volunteer 

Activities resident 

Activities in nursing home 

Computer use 

Closing communal space 

Reading 

Meals 

Listening to music 

Stay in their own room 

Other activities 

Watching television 

Walking 

Cancellation of activities 

Ability to keep yourself busy 

Activities close relative 

Closing communal space 

Other activities 

Loss of daily activities 

Doing laundry and groceries for resident 

Cancellation of activities with resident 

Cancellation of activities 

Activities volunteer Tasks volunteer work 
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Loss of tasks volunteer work 

Returning tasks volunteer work after lockdown 

Continuing volunteer work during lockdown 

Frequency volunteer work 

Actions resident 

Acceptance of situation 

Balcony or window visit 

Video calling 

Sending letters 

Reading 

Other ways of contact 

Other actions resident 

Other hobbies  

Partners support each other 

Religion 

Support of fellow residents 

Calling 

Watching television 

Walking 

To isolate oneself from others on difficult moments (e.g., 

staying in bed) 

Actions close relative 

Acceptance of situation 

Organising activities for resident 

Balcony or window visit 

Video calling 

Sending letters 

Mobilizing social contacts 

Reading 

Encourage resident 

Other ways of contact 

Other actions close relative 

Other hobbies  

Sending packages 

Partners support each other 

Religion 

Spreading out contacts 

Calling 

Watching television 

Walking 

Actions volunteer 

Outdoor visitation (e.g., in shipping containers) 

Video calling 

Calling 

Sending letters 

Sending packages 

Policy nursing home 

Actions staff 

Policy nursing home 

Communication 

Considering wishes and needs of residents, close relatives 

and volunteers 

Aftercare 
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Understaffing 

Limited time staff 

Volunteers 

Appreciation staff 

Barriers 

Regulations visitors 

Uncertainties about the virus 

Being on a higher floor 

Other barriers 

Deaths 

Hearing loss 

Change of structure of department 

Loss of practical support by close relative 

Loss of supervision by close relative 

Negative emotions resident 

Fear  

Loneliness 

Skin hunger 

Decreased vitality 

Difficult time 

Powerlessness 

Negative emotions close 

relative 

Fear infection or death resident 

Loneliness 

Skin hunger 

Difficult time 

Powerlessness 

Negative emotions 

volunteer 

Fear infection or death resident 

Fear infection volunteer 

Loneliness 

Skin hunger 

Difficult time 

Powerlessness 

Positive emotions resident Positive emotions 

Positive emotions close 

relative 
Positive emotions 

Positive emotions volunteer Positive emotions 

Dementia 
Deterioration of functioning 

Not noticing restrictive measures 

Reopening of doors Reopening of doors 

Evaluation of measures 

Advices 

Understanding of measures 

One visitor is important 

Missing perspective 

No recognition elderly 

Positive and negative consequences visitors ban 

Involvement of volunteers versus close relatives 

Vaccinations: hope 

Norms 

Values 

Other Impact restrictive measures for couples 



Int. J. Environ. Res. Public Health 2022, 19, 3468 16 of 17 
 

 

References 

1. Rijksoverheid. Bezoek aan Verpleeghuizen niet Langer Mogelijk Vanwege Coronavirus. 2020. Available online: 

https://www.rijksoverheid.nl/actueel/nieuws/2020/03/19/bezoek-aan-verpleeghuizen-niet-langer-mogelijk-vanwege-corona 

(accessed on 29 November 2021). 

2. Agentschap Zorg & Gezondheid. Maatregelen COVID-19 Voor Alle Woonzorgcentra, Centra Voor Kortverblijf Type 1, Centra 

Voor Herstelverblijf, Groepen Van Assistentiewoningen En Serviceflatgebouwen In Vlaanderen. 2021. Available online: 

https://wingerd.info/wp-content/uploads/2020/11/20201027_Update-maatregelen-28-okt-2020_-beslissingen-VlaReg.pdf 

(accessed on 24 January 2022). 

3. Kruse, F.; Abma, I.; Jeurissen, P. The impact of COVID-19 on long-term care in the Netherlands. LTCcovid. Int. Long-Term Care 

Policy Netw. CPEC-LSE. 2020. Available online: https://ltccovid.org/wp-content/uploads/2020/05/COVID19-Long-Term-Care-

situation-in-the-Netherlands-25-May-2020.pdf (accessed on 24 January 2022). 

4. Brimelow, R.E.; Wollin, J.A. Loneliness in Old Age: Interventions to Curb Loneliness in Long-Term Care Facilities. Act. Adapt. 

Aging 2017, 41, 301–315. 

5. Stevens, N.L.; van Tilburg, T.G.. Stimulating friendship in later life: A strategy for reducing loneliness among older women. 

Educ. Gerontol. 2000, 26, 15–35. 

6. Croezen, S.; Haveman-Nies, A.; Alvarado, V.J.; Van’t Veer, P.; De Groot, C.P.G.M. Characterization of different groups of elderly 

according to social engagement activity patterns. J. Nutr. Health Aging 2009, 13, 776. 

7. De Jong-Gierveld, J.; Havens, B. Cross-national comparisons of social isolation and loneliness: Introduction and overview. Can. 

J. Aging 2004, 23, 109–113. 

8. Jansson, A.H.; Muurinen, S.; Savikko, N.; Soini, H.; Suominen, M.M.; Kautiainen, H.; Pitkälä, K.H. Loneliness in nursing homes 

and assisted living facilities: Prevalence, associated factors and prognosis. J. Nurs. Home Res. 2017, 3, 43–49. 

9. Holt-Lunstad, J.; Smith, T.B.; Baker, M.; Harris, T.; Stephenson, D. Loneliness and social isolation as risk factors for mortality: 

A meta-analytic review. Perspect. Psychol. Sci. 2015, 10, 227–237. 

10. Cacioppo, J.T.; Hawkley, L.C.; Berntson, G.G. The Anatomy of Loneliness. Curr. Dir. Psychol. Sci. 2003, 12, 71–74. 

11. Victor, C.; Scambler, S.; Bond, J.; Bowling, A. Being alone in later life: Loneliness, social isolation and living alone. Rev. Clin. 

Gerontol. 2000, 10, 407–417. 

12. Grenade, L.; Boldy, D. Social isolation and loneliness among older people: Issues and future challenges in community and 

residential settings. Aust. Health Rev. 2008, 32, 468–478. 

13. Tijhuis, M.A.; De Jong-Gierveld, J.; Feskens, E.J.; Kromhout, D. Changes in and factors related to loneliness in older men. The 

Zutphen Elderly Study. Age Ageing 1999, 28, 491–495. 

14. van Tilburg, T.; Klok, J. Trend in prevalentie van eenzaamheid onder ouderen. In Kwetsbaar en Eenzaam?: Risico's en Bescherming 

in de Ouder Wordende Bevolking; van Campen, C., Vonk, F., van Tilburg, T.G., Eds.; Sociaal en Cultureel Planbureau: The Hague, 

The Netherlands, 2018; pp. 31–40. 

15. Paque, K.; Bastiaens, H.; Van Bogaert, P.; Dilles, T. Living in a nursing home: A phenomenological study exploring residents' 

loneliness and other feelings. Scand. J. Caring Sci. 2018, 32, 1477–1484. 

16. Rosemond, C.A. Implementing person-centered care in nursing homes. Health Care Manage Rev. 2012, 37, 257–266. 

17. Koren, M.J. Person-centered care for nursing home residents: The culture-change movement. Health Aff. 2010, 29, 312–317. 

18. Reid, R.C.; Chappell, N.L. Family Involvement in Nursing Homes: Are Family Caregivers Getting What They Want? J. Appl. 

Gerontol. 2017, 36, 993–1015. 

19. Natan, M.B. Coordinating the roles of nursing home staff and families of elderly nursing home residents. J. Nurs. Care Qual. 

2009, 24, 332–339. 

20. Hurst, A.; Coyne, E.; Kellett, U.; Needham, J. Volunteers motivations and involvement in dementia care in hospitals, aged care 

and resident homes: An integrative review. Geriatr. Nurs. 2019, 40, 478–486. 

21. Freedman, V.A.; Hu, M.; Kasper, J.D. Changes in older adults' social contact during the COVID-19 pandemic. J. Gerontol. B 

Psychol. Sci. Soc. Sci. 2021, gbab166. 

22. Bethell, J.; O’Rourke, H.M.; Eagleson, H.; Gaetano, D.; Hykaway, W.; McAiney, C. Social Connection is Essential in Long-Term 

Care Homes: Considerations During COVID-19 and Beyond. Can. Geriatr. J. 2021, 24, 151–153. 

23. van Tilburg, T.G.; Steinmetz, S.; Stolte, E.; van der Roest, H.; de Vries, D.H. Loneliness and Mental Health During the COVID-

19 Pandemic: A Study Among Dutch Older Adults. J. Gerontol. Ser. B 2021, 76, e249–e255. 

24. Koopmans, R.; Verbeek, H.; Bielderman, A.; Janssen, M.M.; Persoon, A.; Lesman-Leegte, I.; Sizoo, E.M.; Hamers, J.P.H.; 

Gerritsen, D.L. Reopening the doors of Dutch nursing homes during the COVID-19 crisis: Results of an in-depth monitoring. 

Int. Psychogeriatr. 2021, 1–8. https://doi.org/10.1017/S1041610221000296. 

25. Van der Roest, H.G.; Prins, M.; van der Velden, C.; Steinmetz, S.; Stolte, E.; van Tilburg, T.G.; de Vries, D.H. The Impact of 

COVID-19 Measures on Well-Being of Older Long-Term Care Facility Residents in the Netherlands. J. Am. Med. Dir. Assoc. 2020, 

21, 1569–1570. 

26. Tong, A.; Sainsbury, P.; Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-item checklist for 

interviews and focus groups. Int. J. Qual. Health Care 2007, 19, 349–357. 

27. Sanford, A.M.; Orrell, M.; Tolson, D.; Abbatecola, A.M.; Arai, H.; Bauer, J.M.; Cruz-Jentoft, A.J.; Dong, B.; Ga, H.; Goel, A.; et 

al., An international definition for “nursing home”. J. Am. Med. Dir. Assoc. 2015, 16, 181–184. 



Int. J. Environ. Res. Public Health 2022, 19, 3468 17 of 17 
 

 

28. Sommerlad, A.; Marston, L.; Huntley, J.; Livingston, G.; Lewis, G.; Steptoe, A.; Fancourt, D. Social relationships and depression 

during the COVID-19 lockdown: Longitudinal analysis of the COVID-19 Social Study. Psychol. Med. 2021, 1–10. 

29. Barnett, M.L.; Grabowski, D.C. Nursing Homes Are Ground Zero for COVID-19 Pandemic. JAMA Health Forum 2020, 1, e200369. 

30. Monin, J.K.; Ali, T.; Syed, S.; Piechota, A.; Lepore, M.; Mourgues, C.; Gaugler, J.E.; Marottoli, R.; David, D. Family 

Communication in Long-Term Care During a Pandemic: Lessons for Enhancing Emotional Experiences. Am. J. Geriatr. Psychiatr. 

2020, 28, 1299–1307. https://doi.org/10.1016/j.jagp.2020.09.008. 

31. Karsijns, G. De Gevolgen Van De Restrictieve COVID-19 Maatregelen Voor Verpleeghuisbewoners. Master’s Thesis, Tilburg 

University, Tilburg, The Netherlands, 2021. 

32. Sacco, G.; Lléonart, S.; Simon, R.; Noublanche, F.; Annweiler, C.; TOVID Study Group. Communication Technology Preferences 

of Hospitalized and Institutionalized Frail Older Adults During COVID-19 Confinement: Cross-Sectional Survey Study. JMIR 

mHealth uHealth 2020, 8, e21845. 

33. Vernooij-Dassen, M.; Verhey, F.; Lapid, M. The risks of social distancing for older adults: A call to balance. Int. Psychogeriatr. 

2020, 32, 1235–1237. 

34. Chu, C.H.; Ronquillo, C.; Khan, S.; Hung, L.; Boscart, V. Technology Recommendations to Support Person-Centered Care in 

Long-Term Care Homes during the COVID-19 Pandemic and Beyond. J. Aging Soc. Policy 2021, 33, 539–554. 

35. Leontjevas, R.; Knippenberg, I.A.H.; Smalbrugge, M.; Plouvier, A.O.A.; Teunisse, S.; Bakker, C.; Koopmans, R.T.C.M.; Gerritsen, 

D.L. Challenging behavior of nursing home residents during COVID-19 measures in the Netherlands. Aging Ment Health 2021, 

25, 1314–1319. 

36. Mhsc, P.N.; Ueland, V.I. How Elderly Residents in Nursing Homes Handle Loneliness-From the Nurses’ Perspective. SAGE 

Open Nurs. 2020, 6, 2377960820980361. 

37. Kaelen, S.; van den Boogaard, W.; Pellecchia, U.; Spiers, S.; De Cramer, C.; Demaegd, G.; Fouqueray, E.; Van den Bergh, R.; 

Goublomme, S.; Decroo, T. How to bring residents’ psychosocial well-being to the heart of the fight against Covid-19 in Belgian 

nursing homes-A qualitative study. PLoS ONE 2021, 16, e0249098. 

38. Frontières, M.S. Left Begin in the Time of Covid-19. 2020. Available online: https://www.doctorswithoutborders.org/Left-

behind-in-the-time-of-covid-19_-a-report-into-nursing-care-homes-in-belgium.pdf (accessed on 24 January 2022). 

39. Smaling, H.J.A.; Tilburgs, B.; Achterberg, W.P.; Visser, M. The Impact of Social Distancing Due to the COVID-19 Pandemic on 

People with Dementia, Family Carers and Healthcare Professionals: A Qualitative Study. Int. J. Environ. Res. Public Health 2022, 

19, 519. 

40. Luchetti, M.; Lee, J.H.; Aschwanden, D.; Sesker, A.; Strickhouser, J.E.; Terracciano, A.; Sutin, A.R. The trajectory of loneliness in 

response to COVID-19. Am. Psychol. 2020, 75, 897–908. 

41. Bradshaw, S.A.; Playford, E.D.; Riazi, A. Living well in care homes: A systematic review of qualitative studies. Age Ageing 2012, 

41, 429–440. 

42. Chu, C.H.; Donato-Woodger, S.; Dainton, C.J. Competing crises: COVID-19 countermeasures and social isolation among older 

adults in long-term care. J. Adv. Nurs. 2020, 76, 2456–2459. 

43. Muraya, T.; Akagawa, Y.; Andoh, H.; Chiang, C.; Hirakawa, Y. Improving person-centered advance care planning conversation 

with older people: A qualitative study of core components perceived by healthcare professionals. J. Rural Med. 2021, 16, 222–

228. 

44. Bergman, C.; Stall, N.M.; Haimowitz, D.; Aronson, L.; Lynn, J.; Steinberg, K.; Wasserman, M. Recommendations for Welcoming 

Back Nursing Home Visitors During the COVID-19 Pandemic: Results of a Delphi Panel. J. Am. Med. Dir. Assoc. 2020, 21, 1759–

1766. 

45. Sizoo, E.M.; Monnier, A.A.; Bloemen, M.; Hertogh, C.M.; Smalbrugge, M. Dilemmas with Restrictive Visiting Policies in Dutch 

Nursing Homes During the COVID-19 Pandemic: A Qualitative Analysis of an Open-Ended Questionnaire With Elderly Care 

Physicians. J. Am. Med. Dir. Assoc. 2020, 21, 1774–1781. 

46. Verbeek-Oudijk, D.; Koper, I. Het Leven in een Verpleeghuis: Landelijk Overzicht van de Leefsituatie, Ervaren Kwaliteit van Leven en 

Zorg van Oudere Verpleeghuisbewoners in 2019; Sociaal en Cultureel Planbureau: The Hague, The Netherlands, 2021. 


