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Objectives: Nursing homes became epicenters of COVID-19 in the spring of 2020. Due to the substantial
case fatality rates within congregate settings, federal agencies recommended restrictions to family visits.
Six months into the COVID-19 pandemic, these largely remain in place. The objective of this study was to
generate consensus guidance statements focusing on essential family caregivers and visitors.
Design: A modified 2-step Delphi process was used to generate consensus statements.
Setting and Participants: The Delphi panel consisted of 21 US and Canadian post-acute and long-term care
experts in clinical medicine, administration, and patient care advocacy.
Methods: State and federal reopening statements were collected in June 2020 and the panel voted on
these using a 3-point Likert scale with consensus defined as �80% of panel members voting “Agree.” The
consensus statements then informed development of the visitor guidance statements.
Results: The Delphi process yielded 77 consensus statements. Regarding visitor guidance, the panel made
5 strong recommendations: (1) maintain strong infection prevention and control precautions, (2) facil-
itate indoor and outdoor visits, (3) allow limited physical contact with appropriate precautions, (4) assess
individual residents’ care preferences and level of risk tolerance, and (5) dedicate an essential caregiver
and extend the definition of compassionate care visits to include care that promotes psychosocial well-
being of residents.
Conclusions and Implications: The COVID-19 pandemic has seen substantial regulatory changes without
strong consideration of the impact on residents. In the absence of timely and rigorous research, the
involvement of clinicians and patient care advocates is important to help create the balance between
individual resident preferences and the health of the collective. The results of this evidence-based Delphi
process will help guide policy decisions as well as inform future research.

� 2020 AMDA d The Society for Post-Acute and Long-Term Care Medicine.
Nursing homes are the epicenters of the coronavirus disease 2019
(COVID-19) pandemic in the United States, with the Centers for
Medicare and Medicaid Services (CMS) reporting more than 286,000
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confirmed or suspected COVID-19 resident cases and more than
45,000 COVID-19 resident deaths as of August 2, 2020.1e3 Nursing
home residents are at increased risk of contracting severe acute res-
piratory syndrome coronavirus 2 (SARS-CoV-2)dthe causative infec-
tious agent of COVID-19das a result of congregate living, difficulty
complying with physical distancing and hand hygiene, shortages of
personal protective equipment (PPE) for staff, and exposure to
asymptomatic or pre-symptomatic health care workers, who may
themselves be at elevated risk due to age, comorbidities, and other
associated health disparities.4e7 Furthermore, nursing home residents
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are at increased risk of COVID-19 morbidity and mortality because of
their advanced age, frailty, immunosenescence, and multimorbidity,
resulting in early case fatality rates of 33.7%.8

In response to an intensifying COVID-19 crisis in American nursing
homes, in mid-March CMS implemented new regulations with the
goal of preventing the introduction of COVID-19 into facilities across
the country. These measures resulted in the immediate restriction of
visitors, volunteers and nonessential personnel from entering nursing
homes, as well as the cancellation of group activities and communal
dining.9,10 The ban on visitors included family and other non-staff
caregivers who provide direct, complex, intense and usually unpaid
care for many nursing home residents.11e14 Although the regulations
were deemed essential to COVID-19 containment, the continuation of
this lockdown for a prolonged time has resulted in potentially irre-
versible physical, cognitive, psychological and functional decline.15e19

Restrictions were implemented without resident and family input
leading to ethical concerns regarding the abrogation of self-
determination and clinical concerns that ongoing restrictions have
begun to outweigh any potential benefits.15,20e22

CMS released phased reopening guidelines on May 18, 2020,
instructing nursing homes to reopen only when the facility had no
new COVID-19 cases for a 28 day period and no shortages in PPE,
staffing, or testing capacity.23,24 Three months after release of these
guidelines, many facilities are still far from meeting these criteria.11

Residents, families, clinicians, and advocates are calling for a more
immediately actionable, sustainable, balanced, nuanced, and resident-
centered approach to reopening nursing homes that respects resi-
dents’ rights to autonomy, informed risk taking, access to essential
family caregivers, and other face-to-face interactions. A group of ex-
perts convened to develop a set of evidence-informed guidance
statements to welcome back visitors and essential family caregivers to
America’s nursing homes.

Methods

Study Design and Setting

A 2-step, accelerated Delphi process was conducted among experts
in post-acute and long-term care medicine, administration, and pa-
tient care advocacy. The modified Delphi process provided structured
communication utilizing e-mail and survey technology, iterative
feedback, and informed expert discussions to guide the development
of novel, resident-centered guidance statements.25,26 Due to the
evolving nature of COVID-19 and urgency to inform public policy-
makers and advocates, the modified Delphi process was conducted in
a 30-day period in July 2020. The two-round modified Delphi process
chosen for this project used a series of questionnaires to collect
anonymous responses to statements derived from state and federal
reopening guidelines (see Figure 1).

Delphi Panel Selection and Composition

Active post-acute and long-term care clinicians, administrators,
and patient care advocates were selected through e-mail communi-
cations in June 2020 from an initial pool of candidates who had
worked on a similar project. After an initial review of the panel
composition, a decision was made to invite additional selected
members to join in an effort to expand minority representation. The
final Delphi panel of experts was composed of 21 members. Most of
our expert panel was older than 50 (72%), female (67%), and white
(71%). Our panel included 2 (10%) African-American panelists and 4
(19%) Asian panelists. Furthermore, our panelists were not all current
clinicians, since 4 (19%) members were administrators and 6 (29%)
members primarily were patient care advocates. Representative of the
wider post-acute and long-term care industry, only 5 (24%) members
were employed by an academic medical center. Of the 15 panel
members who had direct clinical experience, 11 (73%) had more than
20 years of experience.

Generation of Guidance Statements

We collected published reopening guidelines from the Centers for
Disease Control and Prevention (CDC), CMS and 17 states in June 2020
and generated the initial round of statements for the expert panel to
consider. Individuals on the panel added and edited certain state-
ments for consistency, accuracy, and wording, with a focus on deliv-
ering a resident-centered guidance document. We organized the
statements into broad categories: definitions, criteria for entrance into
phase 3 as defined by CMS,23 universal source control, screening,
testing and surveillance, contact tracing, cohorting and isolation,
visitor guidelines, healthcare personnel, communal dining, group ac-
tivities, nonemedically necessary trips outside the nursing home,
outbreak investigation and regression to earlier phases, immunity,
and special resident populations and scenarios (see Supplementrary
Material 1 for complete list).

Data Collection and Analysis

In round one, participants voted on the statements, using a three-
point Likert scale (“Agree,” “Neutral,” or “Disagree”) with an option to
offer “Absent” due to a lack of perceived expertise. Consensus was
defined as�80% of participants voting “Agree” (green statements). We
grouped non-consensus statements into �50% (red statements) and
51% to 79% (yellow statements) for purposes of facilitating discussion
after each round. The whole panel discussed statements not reaching
consensus in a videoconference, starting with statements that had the
highest degree of uncertainty (red statements). In preparation for
round 2 of voting, participants also suggested additional statements
for consideration. Following the second round of voting, a final
videoconference discussion collected comments on the non-
consensus statements to help inform the final document. We report
the final count of consensus and non-consensus statements.
Descriptive statistics and tables illuminated differences in responses
among the expert panel.

Development of Visitor Guidance

Although the present reopening statements cover a wide range of
topics, we focused on the statements specific to visitors in order to
communicate immediately actionable recommendations to policy-
makers. Those statements reaching consensus shaped our visitor
guidance document. We edited the final guidance statements for
clarity, aiming to capture the consensus of the Delphi panel.

Results

Delphi Voting Results

Round one of voting started with 78 statements during which 21
panelists voted (100% response rate) to reach consensus on 55 state-
ments (71% consensus rate). The videoconference discussion of non-
consensus statements rejected 2 statements and edited 21 state-
ments for further voting. In Round 2, the panel voted on 21 revised
statements and 20 new statements (19 members of the panel, 90%
response rate) resulting in 22 consensus statements (54% consensus
rate). To assure fidelity of the Delphi process, all questions required
that a minimum of 75% of panelists participate. On average, the
questions had an average of 19 members cast a vote with the lowest
number being 16 (76%) and the highest being 21 (100%). In Round 2,11
of the 21 revised statements from Round 1 reached consensus,
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representing a non-consensus to consensus conversion of 52%. Com-
plete results are included in the supplemental information (see
Supplementray Materials 2 and 3).
Persistent Non-Consensus Statements

Due to the evolving science regarding COVID-19, the panel was not
able to reach consensus on all statements. The panel demonstrated
considerable disagreement on certain aspects of the following topics
(see Table 1): testing of asymptomatic staff and residents, surveillance
testing, visitor guidance, immunity from prior COVID-19 infection and
associated risk of infecting others. The panel generally agreed on the
need for testing of asymptomatic staff (79%); but the panel discussion
reflected the importance of understanding community prevalence as a
key factor in deciding to test asymptomatic individuals. While the
panel mostly agreed (68%) that residents should be allowed to opt out
of testing for sole purposes of surveillance, fewer agreed that testing of
asymptomatic residents should not be done (53%). Most members
agreed that an asymptomatic resident who has recovered from the
disease need not be tested within 8 weeks from the onset of symp-
toms (74%) but fewer agreed to extend that to 90 days (58%) or to
never test again (11%). This general uncertainty about the time was
again reflected when the panel commented on whether an
Fig. 1. A flow diagram of the 2-step modified Delphi process. Round 1 started with 78 state
consensus, defined as >80% of panel members who voted “Agree.”
asymptomatic COVID-19 resident who has recovered could be con-
tagious 8 weeks after recovery (65% agreement that they are not
contagious), or after 90 days (53% agreement that they are not con-
tagious). A minority of the panel members (35%) agreed that a
recovered COVID-19 who remains asymptomatic is not contagious.
Generation of the Visitor Guidance Statements

The Delphi process reached consensus on 12 of 14 statements
related to visitors. These statements were then merged and expanded
into guidance statements (see Table 2) discussing criteria to welcome
back visitors and the factors involved in its implementation, including:
screening procedures, visit logistics, infection prevention strategies,
location of visit, an essential family caregiver, and issues surrounding
visiting symptomatic residents and those at the end-of-life.
Discussion

Reopening America’s nursing homes to visitors is of critical
importance as many residents continue to sustain severe and poten-
tially irreversible consequences from lack of human contact, especially
with family caregivers. The CDC nursing home guidelines published as
of June 2020 are confusing and lack detail with respect to visitors and
ments and round 2 started with 41 statements with 77 statements ultimately reaching



Table 1
Persistent Non-Consensus Statements

Statement Agree (n, %) Neutral (n) Disagree (n)

Definitions
A nursing home (NH)-onset Coronavirus
Disease 2019 (COVID-19) infection
definition does not include an
asymptomatic COVID-19 resident who has
recovered from the disease but tests
positive within 90 days of onset of
symptoms.

13 (68) 5 1

Criteria for Entrance into Phase 3
In order for a nursing home to proceed with
phased reopening, there should be no new
NH-onset cases for 28 days.

14 (74) 1 4

Testing and Surveillance
Testing a proportion of randomly selected
asymptomatic HCP (staff) who have not
previously tested positive should be done
for surveillance efforts. The frequency and
sample size of staff should be guided by size
of the nursing home and level of local
community spread.

15 (79) 1 3

In facilities without any positive COVID-19
cases, test 100% of asymptomatic HCP (staff)
who have previously not tested positive
weekly for 4 weeks; if no new positives may
test 25% of asymptomatic HCP (staff) every
7 days such that 100% of the nursing home
staff are tested each month.

10 (53) 3 6

Testing a proportion of randomly selected
asymptomatic residents who have not
previously tested positive should not be
done for surveillance efforts. Instead,
residents who are asymptomatic should
only be tested during outbreak
investigations of close contacts of a known
COVID-19 positive resident or staff
member.

10 (53) 4 5

Residents who are asymptomatic should be
allowed to opt out of testing for sole
purposes of surveillance. This statement
would not be applicable for contact tracing
with a known exposure to a COVID-19
resident or staff member.

13 (68) 2 4

An asymptomatic resident who has
previously tested positive for COVID-19 and
recovered does not need to be tested again
within an 8-week window of prior onset of
symptoms.

14 (74) 2 3

An asymptomatic resident who has
previously tested positive for COVID-19 and
recovered does not need to be tested again
within a 90-day window of prior onset of
symptoms.

11 (58) 5 3

An asymptomatic resident who has
previously tested positive for COVID-19 and
recovered does not need to be tested again.

2 (11) 3 11

Outbreak Investigation and Phase Regression
A new or returning asymptomatic nursing
home resident without a prior diagnosis of
COVID-19 and who has remained under
isolation in a private room for 14 days since
admission tests positive during nursing
home testing of asymptomatic residents.
Not during an outbreak investigation and
there has been no exposure to a COVID-19
positive resident or staff. In this situation,
re-test the resident only. If subsequently
negative and no further suspicion of COVID-
19 in the building, this scenario would not
warrant nursing home-wide testing or
phase regression.

14 (74) 1 4

Visitor Guidelines
A negative COVID-19 test is not a requirement
prior to visiting a nursing home.

14 (70) 1 5

(continued on next page)
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Table 1 (continued )

Statement Agree (n, %) Neutral (n) Disagree (n)

Visitors who wish to visit a nursing home
resident who is actively symptomatic but
for whom COVID-19 testing is pending or
unknown should have an informed consent
discussion with nursing leadership,
demonstrate appropriate donning/doffing
of personal protective equipment (PPE) and
agree to wear appropriate PPE during the
visit.

8 (47) 1 8

Health Care Personnel
Allow entry of all essential and nonessential
healthcare personnel, contractors, and
vendors with appropriate screening,
physical distancing, hand hygiene, and face
coverings. They would be subject to the
same testing and surveillance requirements
as the rest of the HCP (staff) cohort. Visitors
including non-employed caregivers and
surrogate decision makers would be subject
to the visitor guidelines.

14 (74) 0 5

The nursing home should consider a
designated care giver (or dedicated support
person, surrogate decision-maker) an
essential member of the health care team
who would not be subject to visitor
guidelines if resources (PPE, training,
monitoring) are available at the time and
the person is directly engaged in
compassionate care to alleviate a residents
psychosocial stress as a result of isolation.

15 (79) 0 4

NoneMedically Necessary Trips Outside the Nursing Home
A resident who engages in a visit with family
or friends beyond the nursing home
grounds, remains outside, and the visit does
not involve close contact with
COVIDþ individuals or symptomatic
individuals would not be subject to
isolation upon re-entry to the nursing
home.

3 (17) 4 11

After a resident returns from an outside trip
beyond the nursing home grounds and
prior to the resident resuming activities
within a shared space, the resident should
be bathed according to accepted practice
with soap and have the clothes they were
wearing laundered in a standard fashion.

9 (47) 5 5

Immunity
A currently asymptomatic individual who has
recovered from COVID-19 and is post
8 weeks from onset of symptoms is not
considered infectious and should not be
tested. If tested and the test returns
positive, as long as the resident remains
asymptomatic, it would not be considered a
reinfection and the resident is not
contagious.

11 (65) 2 4

A currently asymptomatic individual who has
recovered from COVID-19 and is post
90 days from onset of symptoms is not
considered infectious and should not be
tested. If tested and the test returns
positive, as long as the resident remains
asymptomatic, it would not be considered a
reinfection and the resident is not
contagious.

9 (53) 1 7

(continued on next page)
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Table 1 (continued )

Statement Agree (n, %) Neutral (n) Disagree (n)

A currently asymptomatic individual who has
recovered from COVID-19 is not considered
infectious and should not be tested. If tested
and the test returns positive, as long as the
resident remains asymptomatic, it would
not be considered a reinfection and the
resident is not contagious.

6 (35) 4 7

Antibody testing can be a surrogate marker of
individual immunity but does not currently
inform clinical practice; recovery from prior
infection does.

11 (69) 0 5

Color scheme represents level of consensus among panel. Yellow represents statements in which 51%e79% of members voted “Agree” and red represents statements in which
<50% of members voted “Agree.”
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essential family caregivers.10 While the evidence concerning COVID-
19 is still developing, some of the practical issues facing nursing
homes were clarified by convening an expert panel and formulating
guidance that begins to balance thewell-being and self-determination
of residents and their families with the very real public health concern
of preventing nursing home outbreaks.

Our panel was able to review 119 guideline statements and
develop consensus around 77 general statements to help inform a set
of suggested visitor guidance statements. The panel strongly agreed
on some preconditions that would be essential prior to welcoming
back visitors, such as universalmasking for staff, sufficient disinfecting
supplies, PPE, and written plans around isolation, cohorting,
screening, testing, and outbreak investigations. Furthermore, our
panel had wide consensus on testing of symptomatic residents and
staff, the importance of contact tracing, and barring communal and
group activities for symptomatic residents. A key finding reinforced by
the panel was the future need to assess individual residents’ care
preferences and level of risk tolerance, something that has been
missing in many of the existing reopening guidelines, in part due to
cohorting challenges. This was envisioned by the panel as allowing
some residents to participate in a risk-accepting group that could be
cohorted together for increased social interactions and dining.

However, as illustrated in Table 1, the panel did not reach accord on
the nursing home-onset (NH-onset) case definition, testing of
asymptomatic staff and residents, visitor guidance, and whether prior
COVID-19 infection confers immunity or protection against trans-
mission of SARS-CoV-2 to others.

Concerning the definition of a NH-onset case, a majority of pan-
elists (68%) thought that the definition should not include an
asymptomatic resident who has recovered from COVID-19 but tests
positive again without new symptoms within 90 days of onset of
symptoms. The most recent CDC guidelines support this conclusion,
recommending that such residents not be retested within that 90-day
window.27 The panel generally agreed that a nursing home should
have no new NH-onset cases for 28 days prior to welcoming back
visitors. According to CMS guidance, a COVID-19 nursing home
outbreak, defined as a single NH-onset COVID-19 case,28 would
automatically cause reinstitution of policies restricting communal
dining, group activities, and visitors.23 While opposed to this strict
definition, our panel overwhelmingly supported instituting a prompt
and thorough outbreak investigation prior to automatic restrictions
being reinstated.

On discussing surveillance testing, our panel evaluated testing in
terms of 3 main categories: (1) asymptomatic residents and staff, (2)
outbreak investigation, and (3) testing of symptomatic residents or
staff. The panel agreed on testing symptomatic residents and staff,
though our panel voted to allow an individual resident the choice to
refuse. If a resident or surrogate decision maker declined testing
during an outbreak investigation, our panel agreed the resident
should be presumed positive and appropriately isolated. Furthermore,
the panel agreed to require an outbreak investigation after one posi-
tive resident or staff and to include testing of close contacts, such as
roommates, neighboring rooms, and staff with direct resident contact.
Regarding testing of asymptomatic residents for the purposes of sur-
veillance, the panel members reached only partial consensus (68%
agreement) on whether a resident could opt out.

On the topic of visitor guidance, the panel had 3 key recommen-
dations. First, there was strong consensus on infection prevention
criteria for the nursing home, such as availability of disinfecting
supplies and PPE while also having a clear and established plan sur-
rounding isolation, cohorting, screening, testing, contact tracing, and
outbreak investigations. Second, the panel agreed that visits should
occur outdoors when feasible, with an option for indoors when resi-
dent, visitor, or weather conditionsmake an outdoor visit not possible.
Third, the panel agreed that limited physical contact between visitors
and residents should be allowed with meticulous hand hygiene before
and after resident contact, and the use of masks, gowns and gloves. A
lack of visitor access to PPE should not preclude a visit, so nursing
homes must be able to provide masks, gloves and gowns when
required.

The panel had less accord, however, regarding infection prevention
strategies during a visit encounter. For example, universal masking for
staff was supported but the group did not reach consensus on which
type ofmask (eg, surgical vs cloth) or whether all visitors had towear a
mask all of the time during a visit. Similarly, it was agreed that physical
distancing be required in public, common spaces such as the lobby,
hallways, or nursing stations, but perhaps not applicable during a visit
encounter with an asymptomatic resident.

Regarding visitor guidance logistics, the panel strongly recom-
mended the use of an electronic process to schedule visits and a sign-
in log with contact information to aid in potential contact tracing.
Additionally, the panel recommended allowing the designation of 1 or
2 essential family caregivers by the resident or surrogate decision
maker. The essential family caregiver(s) and the surrogate decision
maker would have priority to visit the resident. These visitors, for
example, might provide complex care, such as assistance with feeding
or support for responsive behaviors commonly encountered in resi-
dents with dementia. All visitors and essential family caregivers must
be provided entry during serious illness, including at the end-of-life,
irrespective of COVID-19 status of the resident, provided that the
visitor dons appropriate PPE.

Lastly, regarding visitor guidance and risk tolerance, the panel
acknowledged that essential family caregivers may wish to visit a
resident who may be contagious such as (1) a symptomatic resident
with a positive COVID-19 test, (2) a symptomatic resident with an
unknown or pending COVID-19 test, or (3) an asymptomatic resident
who has tested positive for COVID-19. After discussion, the authors
recommend 3 steps be followed. First, a shared informed consent
discussion between essential caregivers and nursing leadership that
would include education and demonstration of proper donning and



Table 2
Suggested Visitor Guidance as Developed Through a Delphi Consensus Process

Minimum Criteria to Welcome Visitors
All staff, residents, and visitors engage in basic hand hygiene and physical distancing in public, shared spaces.
All staff wear a medical-grade mask while in the nursing home.
All residents and visitors wear a face covering when in shared, public spaces. If a resident or visitor does not own a face covering, one must be provided by
the nursing home.
The facility has sufficient disinfecting supplies (hand sanitizers, soap, detergent, etc.) and adequate personal protective equipment (gloves, gowns, masks, face
shields/goggles).
A written isolation and cohorting plan is in place.
A written screening and testing plan with adequate capacity for implementation is in place.
A written contact tracing and outbreak investigation plan is in place.

Screening
All persons entering the nursing home (staff, visitors, volunteers, and vendors) undergo the same entrance screening process, including a temperature check
and answering an exposure and symptom questionnaire by a trained entrance screener.
Visitors that do not comply with the screening procedure are not allowed to enter.

Visit Logistics
Visitors and volunteers can sign up to visit a resident for a defined time period using an electronic process.
The nursing home maintains a sign-in log that includes contact information (name, phone number, e-mail address) of visitors and volunteers to help with contact
tracing in the event of an exposure.
A nursing home may need to limit the number of indoor visitors to no more than 2 visitors at one time to allow physical distancing between visitor groups.
Visit frequency and the number of visitors a nursing home is able to accommodate would depend on the physical space, availability to visit outdoors, and personal
protective equipment (PPE) availability.

Infection Prevention Strategies
Visitors must be guided to the designated visit area to limit interactions with patient care areas, staff, or other residents.
Gloves and a gown with associated hand hygiene are required if visitors wish to engage in limited physical contact with a resident, such as hugging, hand holding,
or direct resident care such as assistance with meals. The nursing home must provide gloves and gowns for this purpose.

Location
The nursing home should designate areas for indoor and outdoor visits. Ideally the visits would occur outside, conditions permitting.
Indoor areas should be accessible without walking through a resident care area, must be disinfected between scheduled visits, and should be large enough to
facilitate physical distancing between visit groups.

Essential Family Caregiver
A nursing home should allow each resident or surrogate decision maker to choose essential family caregivers who, along with the surrogate decision maker, would
have priority to frequently visit a resident, for example, to provide complex care, aid in feeding, or redirect and reassure those residents living with dementia who
have responsive behaviors.

Symptomatic Residents
Visiting a resident with or without symptoms who has a positive, unknown, or pending COVID-19 test result requires the following steps:

1. The visitor must participate in an informed consent discussion with leadership regarding the risks of potential exposure to COVID-19 and
whether they
outweigh the benefits of a visit. Additionally, visitors should be counseled to understand the COVID-19 test status and encouraged to wait
for a pending test result to return prior to a scheduled visit.

2. The nursing home must provide education and training so that the visitor can demonstrate appropriate donning/doffing of PPE, including a mask, gowns,
gloves, and possibly a face shield.

3. The visitor must agree to wear the recommended PPE during the visit and follow all infection prevention and control procedures within the nursing
home.

Compassionate Care, End-of-Life Visits
The nursing home should make every attempt possible to work with visitors of residents who are seriously ill, receiving care focused on comfort, and approaching
end-of-life. Specifically, facilities may waive the visitor limits, offer extended hours, and offer an in-person room visit to help facilitate the psychosocial well-being
of the resident and family members.
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doffing of PPE and an understanding of the risks of potential exposure.
Second, visitors should be discouraged from visiting a resident with a
pending COVID-19 test with the exception of serious illness visits,
including at the end-of-life. Lastly, visiting any resident with possible
or confirmed COVID-19 should require the appropriate PPE.

Regarding immunity and cohorting, our panel agreed (83%) that
cohorting asymptomatic residents who have all recovered for COVID-
19 can be safely done and that a resident who has recovered from
COVID-19, remains asymptomatic, and is at least 3 weeks post onset of
symptoms is likely not infectious (88% consensus). Regarding the role
of antibody testing, a modest majority agreed (69%) that antibody
testing could be a surrogate marker of individual immunity; but all
agreed that a positive immunity test does not currently inform clinical
practice and instead one has to rely upon recovery from prior infec-
tion. It should be noted that the Delphi process occurred before the
CDC guidance that recovered COVID-19 residents do not require re-
testing or precautions for 90 days had been released.27

The areas of congruence leading to the suggested visitor guidance
statements stem from thoughtful resident-centered debates among a
panel of Delphi experts. The fact that there are many areas with
substantial variation certainly arises from the state of the science but
might also be a result of the interaction of certain statements with
each other, difficulties with precise wording or statements, or the
persistent inability of guidelines to accommodate the wealth of vari-
ations in clinical situations. One limitation of this study was that a
rapid two-stepmodified Delphi process may not have allowed enough
time for the panel to develop consensus around some of the
challenging language or the more controversial topics, but the panel
felt the urgency to produce high-quality guidance statements
promptly.

The use of a modified Delphi process to standardize the process,
provide iterative feedback, and consensus-gathering strengthens the
findings of this study. The Delphi process itself limits bias but could be
influenced by how panelists were selected.29 There was some degree
of self-selection in the organization of this panel as the group shared a
common concern regarding the health and well-being of the vulner-
able older adults living in nursing homes during the COVID-19
pandemic. Additionally, the panel had substantial diversity but did
not include all important stakeholders, such as nurse leaders, direct
careworkers, or residents. Nevertheless, the panelists were chosen for
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their expertise in the field of geriatrics and long-term care medicine,
and have all been listed in the acknowledgment section.

Conclusions and Implications

The objective of this study was to develop a set of visitor guidance
statements that could be used to welcome back visitors and essential
family caregivers to US nursing homes. Even after a structured Delphi
process, experts in nursing home care still had substantial discord on
important elements. However, through rigorous and evidence-
informed discussions, a concise and practical set of guidance state-
ments was developed (Table 2), giving voice to the issues facing
leaders in nursing homes as they try to welcome back visitors in a
reasonable and safe manner. In the absence of timely and rigorous
research, the involvement of post-acute and long-term care clinicians
and patient care advocates is important to help create the balance
between individual resident preferences and the health of the col-
lective. The results of this Delphi process will help guide current policy
decisions at the state and federal level as well as inform future
research.
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