
International  Journal  of

Environmental Research

and Public Health

Article

Prevention and Control of COVID-19 in Imperfect Condition:
Practical Guidelines for Nursing Homes by Japan Environment
and Health Safety Organization (JEHSO)

Sae Ochi 1,*, Michio Murakami 2, Toshihiko Hasegawa 3 and Yoshinori Komagata 4

����������
�������

Citation: Ochi, S.; Murakami, M.;

Hasegawa, T.; Komagata, Y.

Prevention and Control of COVID-19

in Imperfect Condition: Practical

Guidelines for Nursing Homes by

Japan Environment and Health Safety

Organization (JEHSO). Int. J. Environ.

Res. Public Health 2021, 18, 10188.

https://doi.org/10.3390/

ijerph181910188

Academic Editor: Paul B. Tchounwou

Received: 15 August 2021

Accepted: 23 September 2021

Published: 28 September 2021

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2021 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

1 Department of Laboratory Medicine, The Jikei University School of Medicine, Tokyo 105-8461, Japan
2 Division of Scientific Information and Public Policy, Center for Infectious Disease Education and Research,

Osaka University, Osaka 565-0871, Japan; michio@cider.osaka-u.ac.jp
3 Research Institute of Future Health, Tokyo 113-0022, Japan; pxn14573@nifty.com
4 Department of Nephrology and Rheumatology, Kyorin University School of Medicine,

Tokyo 181-8611, Japan; komagata@ks.kyorin-u.ac.jp
* Correspondence: ochisae1024@jikei.ac.jp

Abstract: Infection control at nursing homes is a top priority to address the COVID-19 pandemic
because people who are the most vulnerable to the pathogen live in close contact. Currently, control
measures specifically for nursing homes often ignore under-resourced condition of the facilities.
To make guidelines assuming realistic conditions, an expert meeting with 16 members established
the key challenges in nursing homes, the basics of infection control, and the major transmission
routes. A list of existing guidance was compiled and each item in the list was peer-reviewed by eight
experts considering three aspects: significance, scientific validity, and feasibility. Factors related to
the nursing home environment, the nature of SARS-CoV-2 transmission, and patient characteristics
were identified as the causes of difficulties in infection control at nursing homes. To develop realistic
prevention measures in under-resourced condition such as nursing homes, we may need to accept
there are no perfect control measures that can achieve zero risk. Instead, the guidelines are based on
the concept of deep defense, and practical checklists with 75 items were established. The evaluation
of nursing homes by independent organizations using the checklists would be helpful to achieve
sustainable infection control.

Keywords: COVID-19; nursing homes; health management; disaster risk reduction for health; deep
defense; infection control

1. Introduction

Healthcare services must be able to continue functioning after a huge disaster. The
Sendai Framework for Disaster Risk Reduction endorsed by the United Nations in 2015
includes a global target to ‘reduce disaster damage to critical infrastructure and basic
services, among them health and education facilities...’ [1]. This viewpoint is especially
important in CBRNE (chemical, biological, radiological, nuclear, and explosive) disasters,
during which the fear of invisible pathogens can impact the functioning of health facilities.
For example, in Japan, after the Fukushima Daiichi nuclear power plant accident, problems
around logistics and human resources in healthcare facilities resulted in the most severe
damage, while no literature has described direct impacts of radiation exposure or radiation
screening on the functioning of healthcare facilities [2].

Severe functional damage to healthcare facilities from fear of invisible hazards was also
observed in pandemic disasters. During the 2009 influenza pandemic in Hong Kong, 50%
of hospital staff left the workplace, significantly reducing the productivity of hospitals [3].
After the Ebola outbreak in West Africa in 2013, fear of infection and mistrust in public
hospitals caused a severe decrease in the utilization of healthcare services. Pediatric care,
antenatal and postnatal care, family planning services, HIV/AIDS and malaria services,
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general hospital admissions, and major surgeries were particularly affected. As a result,
non-Ebola morbidity and mortality rates increased for >1 year [4].

The same is true in the COVID-19 pandemic, an infection caused by the virus SARS-
CoV-2. Poor access to care and treatment delay during the pandemic is reported in a
variety of services such as dialysis patients [5], malignant tumors [6,7], ophthalmological
care [8], etc. To avoid such treatment delay, intervention in healthcare system as a whole
is important.

Among these services, nursing homes, where people with high risks live in crowded
conditions and perform activities with high infection-exposure risk, are one of the highest
priority for intervention [9] because a characteristic of SARS-CoV-2 is that the pathogen
disproportionately kills elderly people with comorbidities. Indeed, the rapid spread of
infection with high mortality rates (14–33%) among nursing home residents was reported
in the early phase of this pandemic and at maximum, and up to a half of deaths from
COVID-19 were patients at nursing homes [10–12]. In some area the incidence rate ratio for
COVID-19 death at long-term care facilities was 13–87 times higher relative to community-
living adults over 69 [13].

Currently, this situation has been improving in countries where mass-vaccination is
introduced. For example, in United States, number of deaths from COVID-19 decreased
from about 6000 cases per day in November 2020 to about 400 cases in September 2021 [14].
Even so, nursing homes remain one of the places where disease clusters occur. In Japan,
about a half of the clusters are occurring at medical and welfare institutions [15]. As patients
with chronic conditions are more likely to develop severe conditions that consume medical
resources, surges in patients at nursing homes can overwhelm local medical facilities.
Therefore, establishing effective prevention measures specifically for nursing homes is still
an issue of priority [16].

Even so, nursing homes are still one of the most neglected areas of healthcare [17].
There are several existing guidelines for nursing homes issued by governmental
bodies [18,19], which describe work restrictions, quarantine, testing, and use of personal
protective equipment (PPE) to prevent the spread of infection. However, these guidelines
may not take into account the under-resourced situations of nursing homes, and thus not
be fully adhered to due to staff shortages [20]. In addition, nursing homes often have
few licensed practical nurses and certificated nursing assistants. In such a situation, the
guidelines may be too general for staff without the basic medical knowledge to make
decisions in practice requiring complex care [21]. For example, they do not specify how
frequently the staff and patients should disinfect their hands. Before creating an action
plan, we need a simple framework and checklists to implement infection control among
patients and staff with heterogeneous backgrounds.

The Japan Environment and Health Safety Organization (JEHSO) [22] was established
in September 2020 to support businesses that are struggling in the COVID-19 pandemic. In
January 2021, JEHSO established peer-reviewed guidelines and checklists for businesses,
including those specific for nursing homes [23], and an associated framework of action.
The objective is to establish guidelines for under-resourced institutions with high infection
risks. To achieve this objective, this article first identifies specific challenges and major
transmission pathways in nursing homes and then summarizes the process of guideline
development. Guidelines for the staff for each transmission pathway were also established.
Sharing the concepts and contents of the guidelines will contribute to reducing risk and
improving security in nursing homes during the COVID-19 pandemic and other pandemics
that may occur in the future.

2. Materials and Methods
2.1. Expert Meetings for Conceptual Framework

Among many guidelines that have been created so far, guidelines with basic concepts
and frameworks for action are rare. Therefore, an expert committee was established on
March 2020 to establish consensus about the basic concepts related to COVID-19 manage-
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ment. The meeting was organized by an expert on health policy (T.H.). In total, 16 experts
with a variety of backgrounds participated in the meeting and made discussion based on
the latest issues at the time. Their specialties are listed in Table 1. At each meeting, T.H.
summarized the concepts reached by the experts.

Table 1. List of the participants of the expert meeting and the review of the guidelines.

Initial Specialty Affiliation, Job

Members of expert meeting

TH1 * Health policy, health governance Former staff of the National Government

SO * Public health, crisis management University hospital

GT Public health, health policy National Government

SM Human development Independent administrative agency

TN Public health, medical sociology University hospital

TT Public health Publisher

SK1 Medical sociology, nursing care University hospital

MS Medical practice Entrepreneur

TH2 Public health, health economy University hospital

KH Public awareness raising Non-profitable organization

MM1 Anthropology University

YT Informatics University

TT Business economics Consultant of healthcare

HY Nursing care, telemedicine University hospital

CI International policy University

SK2 Journalism Publisher

Reviewers of the guidelines

MM2 * Risk science University

SO Disaster public health University hospital

JK Ethics University

AH In-home medical care Clinic

Steering committee members

YK * Rheumatology University hospital

MY Infection control University

HK Infection control University hospital

MK Infection control University hospital
* Authors.

The main objectives of the meeting were:

1. To identifying major challenges at nursing homes
2. To establishing basic concepts of infection control
3. To identify priorities of control measures.

2.2. Guideline Establishment and Peer Review Process

As a first step, a list summarizing current guidance was made by collecting existing
guidelines and checklists from many nations.

Second, each item in the list was peer-reviewed by experts (including the authors) in
different fields. The list of the reviewers and their specialties are shown in Table 1. For each
item, at least three reviewers independently assessed the draft of guidelines considering



Int. J. Environ. Res. Public Health 2021, 18, 10188 4 of 12

three aspects: significance for the control of COVID-19, scientific validity, and feasibility.
The aim of the review was to narrow down the items to sustainable, feasible guidelines by
eliminating items which had a low evidence level or were difficult to realistically implement.
Recommendations that were not feasible (e.g., replacing restaurant condiments after every
customer) or not evidence-based (e.g., using cash trays during payment) were excluded
according to the results of the peer review.

Third, the results of the assessment were integrated, and then the steering committee
finally approved the contents.

3. Results
3.1. Challenges in Nursing Homes

Challenges in nursing homes were identified based on previous reports and expe-
riences of the experts who participated in the meetings. Three major challenges were
identified: challenges related to the nature of nursing homes; challenges related to the
nature of SARS-CoV-2; and challenges related to the nature of service users.

3.1.1. Challenges Related to the Nature of Nursing Homes

Infection control in nursing homes is fundamentally different from that in hospitals
because of staffing shortages and frequent staff turnover, high users-to-staff ratios, supply
shortages, lack of licensed nurses, and less education opportunities for the staff [21].
This means the majority of nursing home staff are not experts in medicine, and few staff
members have expert knowledge about infection. Nursing home staff may not be able to
read clinical guidelines without investing significant time and effort [24]. Related to this, a
significant proportion of staff are part-timers or, in some countries, immigrants, who have
few opportunities for training or drills on infection control.

Furthermore, the resources and logistics that are required for effective infection control
are often unavailable at nursing homes [24], which makes it difficult to conduct ‘perfect’
infection control.

3.1.2. Challenges Related to the Nature of SARS-CoV-2

Infection control measures in nursing homes usually involve a complete lockdown
on individuals suspected of infection, focusing on what can be called “border control”.
Another popular measure is frequent polymerase chain reaction (PCR) testing regardless
of the existence of symptoms [25,26].

However, such tight regulation may not prevent nosocomial infection because some
patients and staff may be infectious even when they have no symptoms and when their PCR
tests are negative. There are many cases of nosocomial infection spread by asymptomatic
infected individuals [10]. The identification of infected persons is especially difficult among
elderly people, who are more likely to be asymptomatic during COVID-19 pneumonia [27].

3.1.3. Challenges Related to the Nature of Service Users

As most of the users of nursing care service are elderly people with morbidity, some
characteristics of the users may also make it difficult to implement strict control of infection.
For example, many of the service users of nursing homes are elderly with dementia
who cannot report their conditions, or those with swallowing disability that often causes
aspiration pneumonia. This means slight fever or cough are commonly seen among the
users. Thus, identification of COVID-19 symptoms is difficult. Not only that but rejecting
users with fever can frequently and considerably reduce their access to services. If nursing
homes focus too much on “border control” and continual restrictions on service users, they
may reject users with any infectious symptoms, which may weaken mutual trust between
the facilities and their users. Anxiety about being rejected may lead users to conceal the
onset of fever and other symptoms. This means that strict border control does not provide
complete prevention of infection and transmission.
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In addition, many users of nursing homes have conditions such as decreased cognitive
ability, and it may be difficult to make them comply with rules such as wearing masks,
using partitions, and keeping distance.

Lastly, keeping distance between staff members and patients may reduce the quality
of nursing service. Therefore, it is also difficult to strictly control transmission spread by
patients.

3.2. Basic Concepts of Infection Control

Given these challenges, the expert reached the conclusion that infection risk rarely or
never becomes zero in nursing homes in current situation. Therefore the risk should be
considered as a gradient rather than a threshold.

This situation is similar to the risk of low-dose radiation exposure, which we have
experienced in Japan after the Fukushima nuclear accident. Based on our experience, we
have learned that ‘how safe is safe’ varies significantly between people. In such condition,
showing numbers such as ‘2 m distance’ may not be preferable because people think as if
such distance is perfectly safe. It is important to show rough indications, but it seems more
important to make people think and judge acceptable risk for themselves [28].

Therefore, we concluded that we need to aim not to eliminate risk, but to make the
risk as low as reasonably achievable. To achieve this aim, the following two fundamentals
should be shared among nursing home staff: infection risks should be assessed by two
axes; and infection risks should be controlled by deep defense under estimation that any
control measure cannot be perfect.

3.2.1. Two Axes of Risk Reduction

The risk of severe infection is determined by two axes (Figure 1). One axis describes
pathogen exposure level associated with each social activity [29]. The second axis estimates
the individual health risks such as older age and complications of chronic diseases. For
example, walking outside is associated with lower risk, while nursing and communal
living are associated with higher risk. Therefore, infection control should focus on the
protection of individuals with higher COVID-19 mortality risk and those who engage in
activities that are associated with exposure to high viral load.

Figure 1. Two determinants of the risk of severe infection and examples of conditions and activities
that affects the risks.

3.2.2. Deep Defense under Imperfect Condition

In addition to the basic principles, the guidelines were created with the full realization
that each measure individually is incomplete. A high level of protection cannot be attained
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by implementing a single and strong measure. Therefore, the thinking needs to change
from virus eradication to the reduction of virus exposure using multifaceted measures with
multiple layers, each of which is imperfect alone.

The concept of deep defense, namely, multiple layers of different and weak protec-
tions, is one of the basic principles of safety management of hazards such as radiation [30].
This concept can also be applied to infection management, which requires flexible, time-
wise, and economically sustainable guidelines. Inspired by the Swiss-cheese model of
human error [31], Figure 2 visualizes the concept of deep defense in infection control. Any
countermeasures, such as disinfection and keeping distance perfectly, prevent infection
transmission. However, depositing multiple layers of such weak protection can provide
more effective countermeasures than one strict countermeasure.

Figure 2. Image of “deep defense” for infection control. Each arrow represents pathogen transmission
route. None of the control measures is perfect, but multiple layers of imperfect protections can prevent
infection transmission more effectively than one strict countermeasure.

3.3. Major Transmission Routes and Priorities for Intervention

After establishing these concepts, the expert then identified major transmission routes
that cause spread of infection. There are several routes of transmission in nursing homes,
where the pathogen is transmitted with high frequency. In these routes, the experts of
nursing care identified major transmission routes based on their own experiences. Then
other experts discussed and reached consensus about priorities of intervention where
prevention measures can be more effectively conducted in under-resourced condition such
as nursing homes.

3.3.1. Six “Hot Spots” of Transmission

In the expert meeting, six major transmission routes (“hot spots”) of COVID-19 were
identified (Figure 3).
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Figure 3. Six major routes of SARS-CoV-2 transmission and possible interventions to target each
route. Arrows represent the direction of transmission, and dashed lines represent reduction of the
route by the given measures.

1. Infection brought in from outside by service users and staff;
2. Transmission between staff members at back rooms
3. One-to-one transmission between staff and patients;
4. Transmission between users;
5. Transmission between users via surface of staff; and
6. Contact transmission from surface of rooms and belongings.

Each route is associated with different measures with different levels of effectiveness
and feasibility. As mentioned earlier, control of routes 1, 3, and 4 has limitations because
of the nature of the virus, the types of services performed in nursing homes, and patient
factors, respectively.

3.3.2. Three Priorities for Intervention

Considering the characteristics and limited resources of nursing homes, the trans-
mission routes 2, 5, and 6 in Figure 3 were identified as priorities for intervention. Rec-
ognizing these priority areas may allow the staff to implement measures more efficiently
without fatigue.

1. Prevention of infection transmission between staff members

Even in workplaces where thorough infection control is implemented, the staff tend
to relax their attention in staff areas. There have been reports of transmission between
employees in break rooms, locker rooms, staff washrooms, or outside of the facilities [32].
The JEHSO guidelines address infection control in staff areas and established the following
items.

“Staff areas, such as employees’ break rooms, are frequently disinfected”

“Employees are to avoid eating meals face-to-face”

2. Prevention of infection transmission between service users via surfaces of staff

Transmission via staff is a type of facility-acquired infection that results in the virus
spreading to many patients and should be addressed with high priority. It is necessary to
implement thorough preventive measures to restrict infection transmitted by surfaces of
the staff, such as hands, gloves, and aprons.

Each preventive measure is common sense, e.g., changing gloves and aprons, disin-
fecting or washing hands after each patient, and keeping separate flows of clean and dirty
items. However, these measures may not be sustainable because the staff at nursing homes
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have many competing priorities [23]. For example, busy staff may unintentionally take
actions such as walking the hallways with an apron worn while performing a task. In
another case, busy staff may store clean and dirty items in the cart that holds towels used
in body cleaning. Therefore, it is important to maintain an environment which enables all
staff members, including part-time employees, to comply with the measures without strain.
Our guideline developed specific examples for several items so that it is useful in on-site
nursing practice.

3. Environmental disinfection and hand washing

Contact transmission from surface of rooms and belongings is a cause of infection
when the virus concentration in the saliva is high. Therefore, environmental disinfection is
an important intervention to reduce viral exposure [33]. In contrast to norovirus, a special
environmental decontamination or strong disinfectant is not needed to inactivate SARS-
CoV-2 [34]. However, this fact is not adequately understood among the public and adverse
health effects due to the use of extreme disinfection have been reported [35]. Sufficient
inactivation of SARS-CoV-2 has been reported by wiping with commercially-available
household products containing both surfactant and up to 70% alcohol. Therefore, it is
recommended to select an inexpensive and mild disinfectant that is safe for humans and
avoids the dispersion of chemical substances such as ozone in the air.

In addition, the most effective way to prevent contact transmission is to wash or disinfect
hands before touching the mouth. Even when a person’s hands are contaminated, contact
transmission may not occur unless s/he touches the mouth with the contaminated hands.

3.4. Guidelines and Checklists for Nursing Homes

Based on the aforementioned concepts of infection control, simple guidelines for
nursing homes that comprise 10 basic concepts were established (Table 2). These principles
are important to make all the people on the same table. In this sense, this list is a tool for
risk communication as well as scientific guidelines.

Table 2. Ten Principles of SARS-CoV-2 prevention.

Basic Rules of Prevention

1. Put as much distance as far as possible between you and other people as there is no ‘perfectly
safe’ distance (though rough indication is 2 m, if not possible, at least 1 m.)

2. Wear a face covering ensuring that it covers the mouth and nose.
3. Always wash or disinfect your hands before touching your face.
4. Talk as quietly as possible to reduce chance of transmission via droplets
5. Clean with a soap or disinfect with bleach or alcohol.
6. Ventilate rooms as often as possible.
7. Do a health check (body temperature check and check whether you have sore throat or cough)
immediately before commencing duty, not just in the morning.
Essential Mindset
8. Create an environment in which the infected people are not blamed.
9. Understand that infection control is not perfect but still effective in reducing infection risks.
10. Prepare yourself for the situation that people around you are infected.

In addition, a more detailed checklist with 75 items was made so that independent
organizations can evaluate each facility’s compliance to the guidelines (Supplementary
Material Table S1). The checklist is further categorized into two parts: items common in
service businesses such as restaurants, schools, libraries, etc.; and items specifically for
nursing homes. The difference between general and nursing home-specific items are based
on the following assumption discussed above.

1. In nursing homes, service users are often cannot wear masks by themselves due to
dementia or other comorbidities.
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2. In nursing homes, service users are often cannot report their health condition, such as
sore throat, fever, and cough. Therefore, it is difficult to perfectly identify users with
COVID-19 symptoms.

The checklist was designed so that evaluators can score the compliance to each item.

4. Discussion

Although there already exist a lot of guidelines for healthcare facilities all over the
world, the concepts and guidelines in this article are characteristic in that they are based
on the premise that risk of infection cannot be eliminated especially in under-resourced
conditions such as in nursing homes. COVID-19 is changing from a rapidly expanding
pandemic phase to an endemic phase, in which the virus is constantly present in our
societies. In such a phase, infection risk never becomes zero and too strict countermeasures
such as lockdowns are not always effective. Our guideline repeatedly emphasizes the
imperfection of each item so that people do not receive the incorrect idea that there is a
silver bullet of infection prevention.

One of the major challenges to infection control in this endemic phase is sustainability
of prevention measures. Since the early phase of the COVID-19 pandemic, experts showed
concern that infection and quarantine of nursing home staff has the potential to create
overwhelming workforce shortages at nursing homes, which already face notoriously
high staff turnover rates and have difficulties attracting staff because of low salaries and a
demanding work environment [13]. Overly rigorous infection control procedures, repeated
waves of infection, and cluster outbreaks may be deteriorating the situation. Even more,
if staff are required to follow strict rules that aim at zero risk, the resulting job stress and
feelings of being pushed beyond their training may increase the risk of burnout, which
may have a negative impact on the prevention of outbreaks [36,37].

This situation resembles to that after the 2011 Fukushima nuclear accident. A sys-
tematic review on the impact of the disaster on healthcare facilities revealed that financial
problems and staff burnout are major problems in the medium- to long-term phase of
the disaster despite minor physical damage [2]. Although clear protection such as PPE is
protective against burnout [37], they need to be designed so that they can be implemented
without strain to prevent overwhelming of the staff. This is why we have adopted the
concept of deep defense, a compilation of weak but easy measures. These guidelines were
also designed so that they can be used for risk communication as well as evaluation.

Our guidelines may look less scientific compared to other existing guidelines, because
we were careful to avoid the guidelines becoming too scientific. This was because we
learned from the previous nuclear disaster in Fukushima that scientific measurements
have little effect on prevention of functional damage of healthcare facilities. After the 2011
nuclear accident, a majority of hospital staff left their workplace and sever staff shortage
occurred, which lasted for longer than a year [2,38]. Such unwillingness to report for duty
seems common in CBRNE disasters, including pandemics, that provoke fear of invisible
hazards [39,40]. This functional damage was not caused by the lack of scientific guideposts.
Instead, it was caused by differences in risk perception by people, even those within the
legal exposure dose limits derived from regulatory science [41]. Because of this difference
in perception of ‘how safe is safe’, setting clear safety levels often provoked criticism by
those who consider the limit too high [42]. This means that just showing evidence-based
facts cannot always prevent social confusion without close communication with on-site
staff [28]. In some cases, just showing numbers and figures may provoke a sense of aversion
among on-site people because they are talking about not science but their own life [43].
Therefore, any guidelines for risk management should be designed so that they can be
used for risk communication as well as risk prevention.

Another challenge in the chronic phase of a pandemic is to prevent indirect health
impacts by the disaster. For example, long-term restriction of social activities may cause
indirect health impacts on society. After the 2011 nuclear accident in Fukushima, Japan,
indoor evacuation and restriction of activities caused an increased risk of diabetes [44],
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obesity [45], and immobility among the elderly population [46], which can cause excess
mortality [44]. Therefore, instead of imposing strict self-restraint continuously and uni-
formly on the entire society, we may need to prioritize reducing the number of severe
infections and deaths in the most vulnerable populations.

In addition, to prevent healthcare collapse and reduce mortality caused by COVID-
19 at the local level, control measures should not be left to each facility. Intervention
at the local, regional, and national levels is essential to maintain a high quality of care.
Therefore, guidelines should be designed so that independent organizations such as local
governments can evaluate the quality of service provided by each facility. Evaluators’
guidelines to assess hospital preparedness for disaster were published by the World Health
Organization/Pan-American Health Organization [47], but this guideline includes few
items for pandemic control. Our checklist is designed so that evaluators can score each item
and average scores of each category will show the strength and weakness of the evaluated
facility. Such a checklist enables the evaluation of multiple facilities from multilateral
viewpoints and enables public health interventions at the local, regional, and national level
and thus will improve infection control. We recommend forming a consortium of nursing
homes to assess each facility’s infection control measures by using this checklist.

The concepts and guidelines in this article have many limitations. First, it was es-
tablished by a limited number of experts and did not include skilled nurse practitioners.
Second, as this concept was based on our knowledge and experience among Japanese ex-
perts, it may not be acceptable from other countries with different culture. Third, scientific
evidence of these concepts is weak, though many case reports support this idea.

Even with these limitations, we believe that the concepts and guidelines that openly
accept limitation of science can make a difference in risk management and risk communi-
cation in nursing homes.

5. Conclusions

Infection control at nursing homes is one of the first priorities in the endemic stage of
COVID-19. As border control and keeping distance from each other are difficult in the care
of institutionalized patients, control measures should focus on preventing transmission
between staff members; transmission via surfaces of the staff; and contact transmission
from the environment.

To achieve these preventive measures, the concept of deep defense-multiple layers of
barriers that are imperfect alone-is the key to sustainable and effective prevention. Our
guidelines provide recommendations and checklists that can evaluate nursing facilities from
multiple aspects. Our guidelines can contribute to achieving deep defense among nursing
homes, which are currently suffering from a lack of resources and effective guidance.
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.3390/ijerph181910188/s1, Table S1: Checklists for daily practice.

Author Contributions: Conceptualization, S.O., M.M., T.H. and Y.K.; methodology, S.O.; validation,
M.M. and Y.K.; writing—original draft preparation, S.O.; writing—review and editing, M.M. T.H.
and Y.K.; visualization, S.O.; supervision, Y.K.; project administration, Y.K.; funding acquisition, S.O.
and Y.K. All authors have read and agreed to the published version of the manuscript.

Funding: This present study was funded by the Joint Usage/Research project of the International
Research Institute of Disaster Science (IRIDeS), Tohoku University (No. 20-06).

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: We thank Ayako Hagino Director of Ohagi Dental Clinic, Haruhiko Yamashita,
and all JEHSO members for supporting our work.

https://www.mdpi.com/article/10.3390/ijerph181910188/s1
https://www.mdpi.com/article/10.3390/ijerph181910188/s1


Int. J. Environ. Res. Public Health 2021, 18, 10188 11 of 12

Conflicts of Interest: The JEHSO supported the collection of guideline items that were published in
Japan but was not involved in its interpretation. S.O. and Y.K. are members of the Expert Committee
of JEHSO and M.M was also the member.

References
1. UNISDR. Sendai Framework for Disaster Risk Reduction 2015–2030; United Nations Office for Disaster Risk Reduction: Geneva,

Switzerland, 2015.
2. Ochi, S.; Leppold, C.; Kato, S. Impacts of the 2011 Fukushima nuclear disaster on healthcare facilities: A systematic literature

review. Int. J. Disaster Risk Reduct. 2020, 42, 101350. [CrossRef]
3. Ip, D.K.M.; Lau, E.H.Y.; Tam, Y.H.; So, H.C.; Cowling, B.J.; Kwok, H.K.H. Increases in absenteeism among health care workers in

Hong Kong during influenza epidemics, 2004–2009. BMC Infect. Dis. 2015, 15, 586. [CrossRef]
4. Ribacke, K.J.B.; Saulnier, D.; Eriksson, A.; Von Schreeb, J. Effects of the West Africa Ebola Virus Disease on Health-Care

Utilization—A Systematic Review. Front. Public Health 2016, 4, 222. [CrossRef]
5. Balson, L.; Baharani, J. Peritoneal dialysis patients—The forgotten group in the coronavirus pandemic. Clin. Med. 2021, 21,

e556–e558. [CrossRef]
6. Norman, S.; Ramos, A.; Larsen, A.M.G.; Bander, E.; Goldberg, J.; Parker, W.; Juthani, R.G. Impact of the COVID-19 pandemic on

neuro-oncology outcomes. J. Neuro-Oncol. 2021, 1–7. [CrossRef]
7. Metzger, K.; Mrosek, J.; Zittel, S.; Pilz, M.; Held, T.; Adeberg, S.; Ristow, O.; Hoffmann, J.; Engel, M.; Freudlsperger, C.; et al.

Treatment delay and tumor size in patients with oral cancer during the first year of the COVID-19 pandemic. Head Neck 2021.
[CrossRef]

8. Rush, R.B.; Rush, S.W. Outcomes in Patients Resuming Intravitreal Anti-VEGF Therapy Following Treatment Delay during the
COVID-19 Pandemic. Retina 2021, in press. [CrossRef]

9. World Health Organization. Infection Prevention and Control Guidance for Long-Term Care Facilities in the Context of COVID-19.
World Health Organization, 21 March 2020. Available online: https://apps.who.int/iris/handle/10665/331508 (accessed on 12
September 2021).

10. McMichael, T.M.; Currie, D.W.; Clark, S.; Pogosjans, S.; Kay, M.; Schwartz, N.G.; Lewis, J.; Baer, A.; Kawakami, V.; Lukoff, M.D.;
et al. Epidemiology of Covid-19 in a Long-Term Care Facility in King County, Washington. N. Engl. J. Med. 2020, 382, 2005–2011.
[CrossRef]

11. White, E.M.; Kosar, C.M.; Feifer, R.A.; Blackman, C.; Gravenstein, S.; Ouslander, J.; Mor, V. Variation in SARS-CoV-2 prevalence in
US skilled nursing facilities. J. Am. Geriatr. Soc. 2020, 68, 2167–2173. [CrossRef]

12. Lau-Ng, R.; Caruso, L.B.; Perls, T.T. COVID-19 Deaths in Long-Term Care Facilities: A Critical Piece of the Pandemic Puzzle.
J. Am. Geriatr. Soc. 2020, 68, 1895–1898. [CrossRef]

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

14. Centers for Medicare & Medicaid Services. COVID-19 Nursing Home Data. Data. Data. CMS. Gov 9 September 2021. Available
online: https://data.cms.gov/covid-19/covid-19-nursing-home-data (accessed on 12 September 2021).

15. Ministry of Health, Labour and Welfare, Japan. Visualizing the Data: Information on COVID-19 Infections. MHLW 10 September
2021. Available online: https://covid19.mhlw.go.jp/en/ (accessed on 12 September 2021).

16. Fallon, A.; Dukelow, T.; Kennelly, S.P.; O’Neill, D. COVID-19 in nursing homes. QJM Int. J. Med. 2020, 113, 391–392. [CrossRef]
17. O’Neill, D. Reflecting on our perceptions of the worth, status and rewards of working in nursing homes. Age Ageing 2018, 47,

502–504. [CrossRef]
18. Centers for Medicare & Medicaid Services. CMS Updates Nursing Home Guidance with Revised Visitation Recommendations.

2021. Available online: https://www.cms.gov/newsroom/fact-sheets/cms-updates-nursing-home-guidance-revised-visitation-
recommendations (accessed on 15 September 2021).

19. CDC. Interim Infection Prevention and Control Recommendations to Prevent SARS-CoV-2 Spread in Nursing Homes. Available
online: https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html (accessed on 20 April 2021).

20. Geng, F.; Stevenson, D.G.; Grabowski, D.C. Daily Nursing Home Staffing Levels Highly Variable, Often Below CMS Expectations.
Heal. Aff. 2019, 38, 1095–1100. [CrossRef]

21. Davidson, P.M.; Szanton, S.L. Nursing homes and COVID-19: We can and should do better. J. Clin. Nurs. 2020, 15–16, 2758–2759.
[CrossRef]

22. JEHSO. About Us. 2021. Available online: https://jehso.org/en/about-us/ (accessed on 20 April 2021).
23. JEHSO. Guidelines for Nursing Homes. 2021. Available online: https://jehso.org/guideline09/ (accessed on 20 April 2021).
24. Huhtinen, E.; Quinn, E.; Hess, I.; Najjar, Z.; Gupta, L. Understanding barriers to effective management of influenza outbreaks by

residential aged care facilities. Australas. J. Ageing 2018, 38, 60–63. [CrossRef]
25. Moraes, E.N.D.; Viana, L.D.G.; Resende, L.M.H.; Vasconcellos, L.D.S.; Moura, A.S.; Menezes, A.; Mansano, N.H.; Rabelo, R.

COVID-19 in long-term care facilities for the elderly: Laboratory screening and disease dissemination prevention strategies.
Cien Saude Colet 2020, 25, 3445–3458. [CrossRef]

26. Gandhi, M.; Yokoe, D.S.; Havlir, D.V. Asymptomatic Transmission, the Achilles’ Heel of Current Strategies to Control Covid-19.
N. Engl. J. Med. 2020, 382, 2158–2160. [CrossRef]

http://doi.org/10.1016/j.ijdrr.2019.101350
http://doi.org/10.1186/s12879-015-1316-y
http://doi.org/10.3389/fpubh.2016.00222
http://doi.org/10.7861/clinmed.2021-0259
http://doi.org/10.1007/s11060-021-03838-z
http://doi.org/10.1002/hed.26858
http://doi.org/10.1097/IAE.0000000000003276
https://apps.who.int/iris/handle/10665/331508
http://doi.org/10.1056/NEJMoa2005412
http://doi.org/10.1111/jgs.16752
http://doi.org/10.1111/jgs.16669
http://doi.org/10.1001/jamahealthforum.2020.0369
https://data.cms.gov/covid-19/covid-19-nursing-home-data
https://covid19.mhlw.go.jp/en/
http://doi.org/10.1093/qjmed/hcaa136
http://doi.org/10.1093/ageing/afy065
https://www.cms.gov/newsroom/fact-sheets/cms-updates-nursing-home-guidance-revised-visitation-recommendations
https://www.cms.gov/newsroom/fact-sheets/cms-updates-nursing-home-guidance-revised-visitation-recommendations
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html
http://doi.org/10.1377/hlthaff.2018.05322
http://doi.org/10.1111/jocn.15297
https://jehso.org/en/about-us/
https://jehso.org/guideline09/
http://doi.org/10.1111/ajag.12595
http://doi.org/10.1590/1413-81232020259.20382020
http://doi.org/10.1056/NEJMe2009758


Int. J. Environ. Res. Public Health 2021, 18, 10188 12 of 12

27. Arons, M.M.; Hatfield, K.M.; Reddy, S.C.; Kimball, A.; James, A.; Jacobs, J.R.; Taylor, J.; Spicer, K.; Bardossy, A.C.; Oakley, L.P.;
et al. Presymptomatic SARS-CoV-2 Infections and Transmission in a Skilled Nursing Facility. N. Engl. J. Med. 2020, 382, 2081–2090.
[CrossRef]

28. Murakami, M.; Sato, A.; Matsui, S.; Goto, A.; Kumagai, A.; Tsubokura, M.; Orita, M.; Takamura, N.; Kuroda, Y.; Ochi, S.
Communicating with Residents About Risks Following the Fukushima Nuclear Accident. Asia Pac. J. Public Health 2017, 29,
74S–89S. [CrossRef]

29. Little, P.; Read, R.C.; Amlôt, R.; Chadborn, T.; Rice, C.; Bostock, J.; Yardley, L. Reducing risks from coronavirus transmission in the
home—The role of viral load. BMJ 2020, 369, m1728. [CrossRef]

30. Bansal, S.; Selvik, J.T. Investigating the implementation of the safety-diagnosability principle to support defence-in-depth in the
nuclear industry: A Fukushima Daiichi accident case study. Eng. Fail. Anal. 2021, 123, 105315. [CrossRef]

31. Reason, J. Human error: Models and management. BMJ 2000, 320, 768–770. [CrossRef]
32. Kitagawa, Y. Outbreak of Health Care-associated Novel Coronavirus (SARS-coV-2) COVID-19 infections in the Spring of 2020.

Keio J. Med. 2021, 70, 1–6. [CrossRef]
33. Mizukoshi, A.; Nakama, C.; Okumura, J.; Azuma, K. Assessing the risk of COVID-19 from multiple pathways of exposure to

SARS-CoV-2: Modeling in health-care settings and effectiveness of nonpharmaceutical interventions. Environ. Int. 2021, 147,
106338. [CrossRef]

34. United States Environmental Protection Agency. List N Tool: COVID-19 Disinfectants. 2021. Available online: https://cfpub.epa.
gov/wizards/disinfectants/ (accessed on 18 May 2021).

35. Shokoohi, M.; Nasiri, N.; Sharifi, H.; Baral, S.; Stranges, S. A syndemic of COVID-19 and methanol poisoning in Iran: Time for
Iran to consider alcohol use as a public health challenge? Alcohol 2020, 87, 25–27. [CrossRef]

36. Hoseinabadi, T.S.; Kakhki, S.; Teimori, G.; Nayyeri, S. Burnout and its influencing factors between frontline nurses and nurses
from other wards during the outbreak of Coronavirus Disease-COVID-19- in Iran. Investig. Educ. Enferm. 2020, 38, e3.

37. Morgantini, L.A.; Naha, U.; Wang, H.; Francavilla, S.; Acar, Ö.; Flores, J.M.; Crivellaro, S.; Moreira, D.; Abern, M.; Eklund, M.;
et al. Factors contributing to healthcare professional burnout during the COVID-19 pandemic: A rapid turnaround global survey.
PLoS ONE 2020, 15, e0238217. [CrossRef]

38. Ochi, S.; Tsubokura, M.; Kato, S.; Iwamoto, S.; Ogata, S.; Morita, T.; Hori, A.; Oikawa, T.; Kikuchi, A.; Watanabe, Z.; et al. Hospital
Staff Shortage after the 2011 Triple Disaster in Fukushima, Japan-An Earthquake, Tsunamis, and Nuclear Power Plant Accident:
A Case of the Soso District. PLoS ONE 2016, 11, e0164952. [CrossRef]

39. Maxwell, C. Hospital organizational response to the nuclear accident at Three Mile Island: Implications for future-oriented
disaster planning. Am. J. Public Health 1982, 72, 275–279. [CrossRef]

40. Fung, O.W.; Loke, A.Y. Nurses’ willingness and readiness to report for duty in a disaster. J. Emerg. Manag. 2013, 11, 25–37.
[CrossRef]

41. Miura, M.; Ono, K.; Yamauchi, M.; Matsuda, N. Perception of Radiation Risk by Japanese Radiation Specialists Evaluated as a
Safe Dose Before the Fukushima Nuclear Accident. Health Phys. 2016, 110, 558–562. [CrossRef]

42. Tsuda, T.; Lindahl, L.; Tokinobu, A. Erratum to: Ethical Issues Related to the Promotion of a “100 mSv Threshold Assumption” in
Japan after the Fukushima Nuclear Accident in 2011: Background and Consequences. Curr. Environ. Health Rep. 2017, 4, 383.
[CrossRef]

43. Ochi, S. ‘Life communication’ after the 2011 Fukushima nuclear disaster: What experts need to learn from residential non-scientific
rationality. J. Radiat. Res. 2021, 62, i88–i94. [CrossRef] [PubMed]

44. Murakami, M.; Tsubokura, M.; Ono, K.; Nomura, S.; Oikawa, T. Additional risk of diabetes exceeds the increased risk of cancer
caused by radiation exposure after the Fukushima disaster. PLoS ONE 2017, 12, e0185259. [CrossRef] [PubMed]

45. Nomura, S.; Blangiardo, M.; Tsubokura, M.; Ochi, S.; Hodgson, S. School restrictions on outdoor activities and weight status in
adolescent children after Japan’s 2011 Fukushima Nuclear Power Plant disaster: A mid-term to long-term retrospective analysis.
BMJ Open 2016, 6, e013145. [CrossRef]

46. Ishii, T.; Ochi, S.; Tsubokura, M.; Kato, S.; Tetsuda, T.; Kato, J.; Nishikawa, Y.; Morita, T.; Kami, M.; Iwamoto, Y.; et al. Physical
performance deterioration of temporary housing residents after the Great East Japan Earthquake. Prev. Med. Rep. 2015, 2, 916–919.
[CrossRef] [PubMed]

47. Pan American Health Organization; World Health Organization. Hospital Safety Index: Guide for Evaluators; Pan American Health
Organization: Washington, DC, USA, 2008.

http://doi.org/10.1056/NEJMoa2008457
http://doi.org/10.1177/1010539516681841
http://doi.org/10.1136/bmj.m1728
http://doi.org/10.1016/j.engfailanal.2021.105315
http://doi.org/10.1136/bmj.320.7237.768
http://doi.org/10.2302/kjm.kjm-covid19-01
http://doi.org/10.1016/j.envint.2020.106338
https://cfpub.epa.gov/wizards/disinfectants/
https://cfpub.epa.gov/wizards/disinfectants/
http://doi.org/10.1016/j.alcohol.2020.05.006
http://doi.org/10.1371/journal.pone.0238217
http://doi.org/10.1371/journal.pone.0164952
http://doi.org/10.2105/AJPH.72.3.275
http://doi.org/10.5055/jem.2013.0125
http://doi.org/10.1097/HP.0000000000000486
http://doi.org/10.1007/s40572-017-0147-y
http://doi.org/10.1093/jrr/rraa135
http://www.ncbi.nlm.nih.gov/pubmed/33978175
http://doi.org/10.1371/journal.pone.0185259
http://www.ncbi.nlm.nih.gov/pubmed/28957385
http://doi.org/10.1136/bmjopen-2016-013145
http://doi.org/10.1016/j.pmedr.2015.10.009
http://www.ncbi.nlm.nih.gov/pubmed/26844168

	Introduction 
	Materials and Methods 
	Expert Meetings for Conceptual Framework 
	Guideline Establishment and Peer Review Process 

	Results 
	Challenges in Nursing Homes 
	Challenges Related to the Nature of Nursing Homes 
	Challenges Related to the Nature of SARS-CoV-2 
	Challenges Related to the Nature of Service Users 

	Basic Concepts of Infection Control 
	Two Axes of Risk Reduction 
	Deep Defense under Imperfect Condition 

	Major Transmission Routes and Priorities for Intervention 
	Six “Hot Spots” of Transmission 
	Three Priorities for Intervention 

	Guidelines and Checklists for Nursing Homes 

	Discussion 
	Conclusions 
	References

