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Abstract

Background: The impact of the COVID-19 pandemic on long-term care residents remains of wide interest, but most analyses
focus on the initial wave of infections.
Objective: To examine change over time in: (i) The size, duration, classification and pattern of care-home outbreaks of
COVID-19 and associated mortality and (ii) characteristics associated with an outbreak.
Design: Retrospective observational cohort study using routinely-collected data.
Setting: All adult care-homes in Scotland (1,092 homes, 41,299 places).
Methods: Analysis was undertaken at care-home level, over three periods. Period (P)1 01/03/2020-31/08/2020; P2
01/09/2020-31/05/2021 and P3 01/06/2021–31/10/2021. Outcomes were the presence and characteristics of outbreaks and
mortality within the care-home. Cluster analysis was used to compare the pattern of outbreaks. Logistic regression examined
care-home characteristics associated with outbreaks.
Results: In total 296 (27.1%) care-homes had one outbreak, 220 (20.1%) had two, 91 (8.3%) had three, and 68 (6.2%) had
four or more. There were 1,313 outbreaks involving residents: 431 outbreaks in P1, 559 in P2 and 323 in P3. The COVID-19
mortality rate per 1,000 beds fell from 45.8 in P1, to 29.3 in P2, and 3.5 in P3. Larger care-homes were much more likely to
have an outbreak, but associations between size and outbreaks were weaker in later periods.
Conclusions: COVID-19 mitigation measures appear to have been beneficial, although the impact on residents remained
severe until early 2021. Care-home residents, staff, relatives and providers are critical groups for consideration and involvement
in future pandemic planning.

Keywords: long-term care, COVID-19, epidemiology, care-homes, data linkage, older people

Key Points

• The impact of the COVID-19 pandemic on long-term care residents remains of public, professional and political interest.
• The impact of COVID-19 on residents remained severe until early 2021 where significantly reduced mortality is observed.
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• Larger care-homes continued to be at increased risk of experiencing outbreaks, but the association weakened in later
periods.

• Future pandemic planning must incorporate learning from COVID-19 and provide contextually appropriate protections
for citizens living in long-term care.

• A data-informed response requires prioritising the routine identification of the care-home population in national data
collection.

Background

Long-term care residents globally have been the group most
affected by the COVID-19 pandemic [1], with residents
accounting for 20, 25 and 33% of COVID-19 deaths in
Wales, England and Scotland, respectively [2]. Pandemic
care-home experiences remain the subject of significant
public and policy interest, and are a focus for ongoing
public inquiries [3]. However, the impact remains under-
researched, with most research restricted to the initial wave
of infections [4–10]. While pandemic epidemiology has
been examined for the whole population of Scotland [11],
care-home epidemiology has not been considered beyond
June 2020 [12, 13]. Analyses extending to March 2021 in
England have been limited to mortality, finding significant
increases in the first two waves, although excess mortality
compared to over 65s living at home was only detected in
the first wave [14]. In Wales, longitudinal cohort analyses
has examined risk factors for infections, including age,
community prevalence and hospital admission [15, 16].
Internationally, variables such as neighbourhood socio-
economic position, occupancy, ownership and crowding
have been examined [6, 17–19]. Although international
comparisons are complicated by structural and contextual
differences in the configuration of care services [20], large
care-home outbreaks are a common feature of periods
whenever COVID community incidence is high [21].

Understanding the impact of the pandemic beyond the
initial wave is critical to understand the effectiveness of addi-
tional protection measures for care-homes deployed later.
These included improved guidance and access to personal
protective equipment, routine testing, and improvement to
structural factors such as sick pay for staff, reduced working
in multiple homes and staff cohorting in outbreaks [22, 23].
Vaccination is highly effective at the individual level but the
impact on care-home outbreaks and outcomes is uncertain.
Our aim was to understand changing impact over time of
COVID-19 using national linked datasets to examine (i)
The size, duration, classification and pattern of care-home
outbreaks and mortality and (ii) care-home characteristics
associated with an outbreak.

Methods

Population, data sources and record linkage

Adult care-homes in Scotland are 24-hour registered care
facilities (registered with the Care Inspectorate) [24], some
of which include the provision of on-site nursing care. Most

provide services for older adults or those with learning
disabilities, with smaller numbers for people with physical
and sensory impairment or substance misuse [25].

Linked datasets used for this analysis included care-home
characteristics, occupancy, case mix, COVID-19 tests and
mortality (Supplementary Box 1). Data were linked using
the national health service (NHS) Scotland unique identifier,
the Community Health Index (CHI) number. As there is no
reliable national data to identify those who live in or work
in care-homes [26, 27], all positive tests and mortality data
were manually reviewed using clinical information, linkage
to CHI and address matching to assign cases and deaths to
specific care-homes (see Supplementary Extended Methods).

Time periods

We defined three periods, to account for the chang-
ing denominator of open care-homes, based on Care
Inspectorate data. These were:

• Period One (P1): 1 March 2020 to 31 August 2020—
start of the first wave of infections to a period of very low
community transmission;

• Period Two (P2): 1 September 2020 to 31 May 2021—
second wave of infections to completion of primary vacci-
nation of residents and staff;

• Period Three (P3): 1 June 2021 to 31 October 2021—
initial post-vaccination period with high community
transmission.

Supplementary Box 2 provides a summary of key national
changes in support for care-homes, including the timing of
mitigation measures.

Outcomes

The primary outcomes were the presence and characteris-
tics of outbreaks of COVID-19. An outbreak was defined
as a single positive polymerase chain reaction (PCR) test
occurring in a resident either tested in the care-home or
in the first 2 days after hospitalisation. Tests were only
included if they were a first infection (no positive test in
the preceding 90 days) or reinfection (≥90 days between
sequential positive tests) [28]).

Outbreak characteristics were size, duration and classi-
fication. Size was the number of resident cases within an
outbreak. An outbreak was considered to have ended if there
were no further new cases among residents for a period of
28 days. Duration was measured in days from the first case to
the end of outbreak. Outbreaks were classified into: resident
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cases only; resident cases with staff cases in the 7 days before
the first resident case; resident cases with staff cases detected
in both the previous 7 days and the following 14 days; and
resident cases with subsequent staff cases in the following
14 days.

COVID-19 mortality was defined as the presence of ICD-
10 codes U071/U072 as the underlying cause of death, and
COVID-19 associated mortality as U071/U072 recorded
elsewhere on the death certificate.

Statistical analyses

Agglomerative cluster analysis of care-homes with an out-
break was used to compare the pattern of outbreaks in P1
and P2, using the first outbreak in each period. Analysis was
based on clinically meaningful variables: number of beds,
start month, outbreak duration, cases per bed, and deaths
per bed. Full cluster methods are included in Supplementary
Extended Methods.

Logistic regression was used to examine care-home char-
acteristics associated with the presence of an outbreak. Care-
home characteristics were defined immediately before each
period. The presence of collinearity was checked by calcu-
lating the variance inflation factor. A single adjusted model
was run for each study period. All potential predictors rel-
evant to estimating odds of a care-home experiencing an
outbreak were included in the adjusted model. Interactions
were not investigated. Sensitivity analysis was undertaken
including older adult care-home services only (based on
service registration) [24].

Results

Of 715,096 positive PCR tests for severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) obtained in Scot-
land between 1 March 2020 and 31 October 2021, a total
of 17,480 eligible positive tests for COVID-19 were iden-
tified in care-home residents and staff. Care-home location
could be assigned to 17,185 (98.3%) tests, of which 10,141
(59.0%) were in residents. P1 contributed 3,917 (22.8%),
P2 contributed 9,909 (57.7%) and P3 contributed 3,359
(19.5%) combined resident and staff positive cases. Only
503 staff cases were identified in P1, compared to 4,568 in
P2 and 1,973 in P3.

Outbreaks over the three periods

There were 1,313 outbreaks involving residents. Of the
1,092 homes open at any point: 417 (38.2%) had no
outbreaks; 296 (27.1%) had one, 220 (20.1%) had two,
91 (8.3%) had three and 68 (6.2%) had four or more
(Figure 1A). The proportion of homes with an ongoing
outbreak per week is summarised in Figure 1B, taking
account of outbreak duration. In P1, 292 homes (26.9%)
had one outbreak and 66 homes (6.1%) had two or more
(Supplementary Table 1). In P2, 349 homes (32.4%) had
one outbreak and 99 homes (9.2%) had two or more. In P3,

251 homes (23.5%) had one outbreak and 35 homes (3.3%)
had two or more.

Of the 448 homes experiencing an outbreak in P2, 214
(47.8%) had experienced an outbreak in P1. Of the 286
homes experiencing an outbreak in P3, 125 (43.7%) had
experienced an outbreak in P1, 162 (56.6%) had experienced
an outbreak in P2 (84 [29.4%] had experienced outbreaks
in both periods). In total, 45 outbreaks with 1–44 resident
cases (mean 5.2) occurring in 42 care-homes included one or
more reinfections. The earliest observed outbreaks involving
reinfections occurred in December 2020, and one to three
cases per outbreak were reinfections (mean 1.1).

Outbreak size and duration

In P1, there were 431 outbreaks, involving 1–65 residents
(mean 8 [SD 10] per outbreak; median 4 [IQR 10]). There
was only one resident case detected in 150 of these outbreaks
(34.8%). Duration of outbreaks ranged from 29 to 126 days
(mean 45 days [SD 18.7]; median 40 [IQR 28]). In 162
(37.8%) outbreaks all positive tests were identified on the
same day.

In P2, there were 559 outbreaks, involving 1–74 residents
(mean 10 [SD 12.6] per outbreak; median 3 [IQR 13]).
There was only one resident case detected in 219 (39.2%)
of these outbreaks. Outbreak duration ranged from 29 to
125 days (mean 40 days [SD 14.9]; median 33 [IQR 20]).
In 244 (43.6%) outbreaks all positive tests were identified on
the same day.

In P3, there were 323 outbreaks, involving 1–32 residents
(mean 4 [SD 5.3] per outbreak; median 2 [IQR 5]). There
was only one resident case detected in 146 (45.2%) of these
outbreaks. Outbreak duration ranged from 29 to 78 days
(mean 34 days [SD 9.0]; median 29 [IQR 7]). In 177
(54.8%) outbreaks, all positive tests were identified on the
same day.

Outbreak classification

The weekly rolling average of new positive cases among
residents and staff is summarised in Figure 2. Almost two-
thirds of positive staff tests (4,465, 63%) were not associated
with a resident outbreak (i.e. occurred >7 days before the
first resident case or > 14 days after the last resident case).

In P1, 402 (93.3%) outbreaks involved residents only.
Eleven resident outbreaks (2.6%) were preceded by staff
cases in the seven days before (seven of which also had staff
cases detected in the following 14 days). Eighteen resident
outbreaks (5.8%) only had positive staff cases detected in the
14 days after the resident outbreak started.

In P2, 242 (43.3%) outbreaks involved residents only.
Two hundred and seven outbreaks (37.0%) were preceded
by staff cases 7 days before (146 of which also had staff
cases detected in the following 14 days). One hundred and
ten resident outbreaks (19.7%) only had positive staff cases
detected in the 14 days after the resident outbreak started.

In P3, 137 (42.4%) outbreaks involved residents only.
One hundred and twenty-two outbreaks (37.8%) were
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Figure 1. Number (A) of care-homes with new outbreak of COVID-19 by week and outbreak number and Proportion (B) of open
care-homes with an ongoing COVID-19 outbreak by week (outbreak starts on first resident positive test and ends 28-days after last
positive resident test)

Figure 2. Seven-day rolling average of new positive cases of COVID-19 among residents and staff seven-day rolling average
community prevalence per 100,000 population (excluding care-home cases)

preceded by staff cases in the 7 days before (77 of which
also had staff cases detected in the following 14 days). Sixty-
four resident outbreaks (19.8%) only had positive staff cases
detected in the 14 days after the resident outbreak started.

Resident mortality

There were 20,352 deaths in 864 care-homes between
01/03/2020–31/10/2021. In P1, 815 (75.2%) open homes
recorded any deaths, compared to 826 (76.6%) in P2
and 770 (72.2%) in P3. Across the whole study, 16,891
(83.0%) deaths were due to non-COVID-19 causes, 3,217

(15.8%) had COVID-19 recorded as the underlying cause
of death, and 244 (1.2%) were COVID-19 associated
deaths (Figure 3A). The COVID-19 mortality rate per 1,000
beds fell from 45.8 in P1, to 29.3 in P2, and 3.5 in P3
(Supplementary Figure 1).

Of the 3,461 care-home deaths with any mention of
COVID-19, 2,420 (69.9%) had a positive PCR test before
death (in P1 when testing was limited, 51.1% of COVID-
19 deaths were preceded by a positive test versus 94.5% and
95.9% in P2 and P3). The median time to death after a
positive test was 11 days (IQR 4). For COVID-19 associated
mortality the median time to death was 22 days (IQR 34.5))
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Figure 3. (A) Numbers of deaths by cause in all care-homes by week of death. (B) Numbers of deaths by cause in all care-homes
by week of death in homes without an outbreak in the period (C) Numbers of deaths by cause in all care-homes by week of death
in homes with an outbreak in the period

(test data available for 219 of 244 cases, 89.8%). Where
COVID-19 was the underlying cause of death the median
time to death was 11 days (IQR 9) (test data for 2,201 of
3,217 cases, 68.4%).

In P1 and P2, more deaths overall occurred in homes
which experienced outbreaks than homes without outbreaks
(P1 4,874 versus 2,661; P2 5,136 versus 3,257 deaths in out-
break versus non-outbreak homes respectively). As a smaller
proportion of homes experienced outbreaks of COVID-19
in P3, more deaths occurred in homes without an outbreak
than those with one (1,795 versus 2,624) (Figure 3B and C).
Almost all COVID-19 deaths occurred in care-homes with
a known outbreak (defined as a resident with a positive PCR
test), with 96.6% of COVID-19 deaths in P1 being in care-
homes with an outbreak, compared to 98.8% in P2 and

95.1% in P3. In P1, 37.2% of all deaths in care-homes with
an outbreak were due to COVID-19 compared to 2.4% in
care-homes without an outbreak. The corresponding figures
were 23.0% versus 0.4% in P2, and 7.6% versus 0.3% in P3.

Outbreak pattern

Including 358 first outbreaks in P1 and 448 first outbreaks in
P2, cluster analysis found three clusters with similar patterns
in both periods labelled as ‘contained’ (clusters 1-A and 2-
D; number denotes period), ‘severe’ (1-B and 2-E), and
‘severe in larger care-homes’ (1-C and 2-F) (Supplemen-
tary Table 2). Contained outbreaks in both periods were
shorter and had fewer cases and deaths per bed than more
severe outbreaks, but mortality in contained outbreaks in P2
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Figure 4. Outbreak experience of 1,077 homes open in periods one and two in terms of outbreak type. Footnotes. Period 1-A:
Contained outbreak: average duration 36 days, 3 cases, 2 deaths. Period 2-D: Contained outbreak: average duration 34 days, 4 cases,
1 death. Period 1-B: Severe outbreak: average duration 54 days, 17 cases, 8 deaths. Period 2-E: Severe outbreak: average duration
59 days, 27 cases, 8 deaths. Period 1-C: Severe in larger homes: average duration 71 days, 14 cases, 8 deaths. Period 2-F: Severe in
larger homes: average duration 47 days, 17 cases, 4 deaths. Complete data presented in Supplementary Table 2

(mean 0.01 deaths/bed) was lower than in P1 (mean 0.03
deaths/bed) despite similar outbreak durations and cases per
bed. Severe outbreaks in P2 were of similar duration to P1
(mean 59 days versus 54 days) and had more cases per bed
(mean 0.6 versus 0.3) but similar deaths per bed (mean 0.2 in
both periods). Severe outbreaks in larger care-homes were of
shorter duration in P2 (mean 47 days versus 71 days) and had
similar cases per bed (mean 0.2 in both periods) but fewer
deaths per bed (mean 0.04 versus 0.1).

In P1, 179 care-homes had a contained outbreak (1-
A; number denotes period) compared to 298 in P2 (2-D)
(Figure 4). Severe outbreaks occurred in 115 care-homes in
P1 (1-B), compared to 99 in P2 (2-E). Severe outbreaks in
larger care-homes were experienced by 64 care-homes in P1
(1-C) and 51 in P2 (2-F). Most care-homes experiencing an
outbreak in P1 had the same type or less severe/no outbreak
in P2, with most severe outbreaks in P2 (2-E or 2-F) being
in care-homes without a P1 outbreak.

Factors associated with outbreaks

Larger care-homes were much more likely to have an out-
break in all three periods, but associations were somewhat
weaker in P2 and P3 (for ≥80 beds versus <20, adjusted OR
[aOR] 49.6 [95%CI 17.8–150.6] in P1, 10.6 [95%CI 4.6–
25.5] in P2, and 17.4 [95%CI 7.2–43.3] in P3) (Table 1).
Other adult services and learning disabilities services were
less likely to experience an outbreak in all three periods
(aORs varying between 0.2 and 0.4).

In P1, provision of nursing care (aOR 1.7, 95%CI 1.1 to
2.7), local authority/NHS homes (aOR 2.5, 95%CI1.4–4.4)
and more urban location (e.g. large urban area versus remote
rural aOR 7.3 (2.9–21.2) were associated with outbreaks,
but not in P2 or P3. The prevalence of COVID-19 in
the local authority where the care-home was located was
associated with outbreaks in all three periods, but with the
strongest association in P1 (OR per 100 cases/100,000 pop-
ulation increase 1.2 95%CI 1.1–1.4). Higher bed occupancy
could only be measured in P2 and P3, and was associated
with outbreaks in P2 (aOR occupancy 90–100% versus
<90% 1.5, 95%CI 1.1–2.1) but not in P3. Having an out-
break in a previous period was associated with outbreaks in
univariate but not adjusted analysis. Other care-home char-
acteristics which were associated with having an outbreak
in univariate analysis were not consistently associated with
outbreaks after accounting for care-home size (e.g. sector,
duration of service, regulatory risk score and proportion of
residents with significant cognitive impairment). Sensitivity
analysis restricted to older adult care-homes was consistent
with primary analysis (Supplementary Tables 3 and 4).

Discussion

Summary of findings

More than three-fifths of care-homes experienced at least
one resident outbreak. Outbreaks were common in all three
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periods and frequently multiple, with 6.2% of homes having
four or more outbreaks across the study. At the peak of
P1, over a quarter of all homes in Scotland had an active
outbreak, and over a fifth at the peak of P2. The size of out-
breaks increased in the second period (at least partly due to
better ascertainment) but considerably reduced in size in P3
after completion of primary vaccination. COVID-19 mor-
tality declined across the three periods, although it remained
high in P2, before dropping sharply in P3. COVID-19
deaths almost all happened in homes with known out-
breaks, consistent with the outbreak definition being accu-
rate. Almost all (93%) of residents with COVID-19 recorded
on their death certificate were deemed to die from the
virus (recorded as underlying cause of death), rather than
with it (recorded elsewhere on the death certificate). In
cluster analysis, three clusters were consistently observed
in P1 and P2, but more outbreaks in P2 were ‘contained’
and fewer were ‘severe’, illustrating the changing outbreak
experience over time. Although associations were somewhat
weaker in P2 and P3, care-home size was very strongly
associated with outbreaks. Having outbreaks in previous
periods did not appear protective of outbreaks in subsequent
periods.

Strengths and limitations

A key strength is examination of outbreaks in all care-homes
in a whole country over three important periods which
are distinctive in the protective measures in place (Supple-
mentary Box 1). Data are inclusive of all residents, using
routinely-collected data, so not reliant on individual consent
which is problematic in this setting [29]. We also included
cases detected on the first 2 days of a hospital admission from
a care-home, to improve outbreak ascertainment.

An important limitation is that our outbreak definition
focuses on resident cases, because staff cases are under-
ascertained, particularly during the first period, where staff
testing was restricted and initially undertaken externally
from the care-home at public test sites, unless Public Health
Teams undertook mass testing. Only staff tests which can
be associated with the care-home can be included in our
analyses and data quality improves when care-homes were
able to undertake testing themselves. Resident testing was
also restricted in P1 meaning resident cases will be under-
ascertained, although the mortality data is consistent with
good ascertainment of outbreaks in P1 even if not all resi-
dents with infection were tested.

Although we have robust data on deaths occurring within
the care-home, we are not able to reliably identify residents
whose deaths occurred in hospital, reflecting the ongoing
challenge of national data sources in identifying the care-
home population [26].

Our focus was care-home level analysis, but additional
insights could have been obtained with more in-depth res-
ident characteristics, not systematically available in national
data [30].

Finally, some care-home characteristics are likely to vary
within periods, for example quality of service (measured
by the proxy of regulatory risk Risk Assessment Document
(RAD) score score) and occupancy, but timely data were not
consistently available [30].

Comparison with other literature

The P1 findings when few mitigations were in place are
consistent with other studies of the first wave, finding
high impact in terms of mortality in care-homes with
outbreaks [31, 32]. The care-home characteristics associated
with first wave outbreaks in previous studies are similar
to those described elsewhere [33, 34], with care-home size
dominating, although this association weakened somewhat
in later periods. Changes in the epidemiology of outbreaks
have also been reported in Northern Ireland, with more
widespread testing and improved outbreak ascertainment,
and evidence that vaccination reduced outbreak severity [35,
36]. Notably, there were still large numbers of outbreaks in
P2 after the implementation of multiple protective measures
including routine testing of all care-home admissions from
late April 2020. COVID-19 entered care-homes via multiple
routes [37], but these findings are therefore consistent with
previous UK studies’ conclusions that hospital discharge of
untested patients to care-homes was likely not the major
driver of care-home outbreaks in P1 [12, 33, 38–40].
Consistent with evidence about the effectiveness of vaccines
in residents at individual-level [41, 42], this study provides
important evidence that the prioritisation of the care-
home population for vaccination was associated with large
reductions in the number, size and duration of outbreaks,
and sharply reduced COVID-19 mortality.

Implications

Accepting the limitations of observational data it appears
that the protective measures put in place before P2 have
some mitigating effects. Outbreaks were more spread out in
time (which is important for avoiding overloading public
health response), and there was some decrease in severity,
although there were still numerous outbreaks with high
mortality. In principle, some (but not all) of the harm in
P1 was therefore likely preventable with more rapid deploy-
ment of protective measures, although the transmissibility
of COVID-19, initial lack of treatments and the dominance
of age [43] and comorbidity [44] as risk factors for severe
disease meant that it was likely inevitable that many care-
homes would experience outbreaks with increased mortality,
as was observed in P2. The care sector was notably absent
from pandemic planning, for example only appearing as
a potential source of ‘surge capacity’ to support the NHS
rather than how to protect residents [45]. A key lesson
for future pandemic planning is that the care-home sector
has to be actively considered to maximise protection for a
significant group of highly-vulnerable citizens [46].
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It remains problematic for current care and future pan-
demic management that identification in routine data of
care-home residents and people in receipt of care-at-home is
still unreliable in all four UK countries [26]. It is regrettable
that none has committed to resolving this data gap, which
makes some of the most vulnerable citizens largely invisible
in routine data, contributing to their low priority in policy
and planning.

There is a need to better understand the indirect impact
of COVID-19 on care-home residents, families and friends,
and staff. For example, control measures which had some
effect in reducing the risk of transmission [47] are recognised
to have adverse effects on individuals and relationships [48–
50]. Research is needed to understand the balance of benefits
and harms of different control measures [51]. Similarly,
we need to understand the role of the built environment
in reducing risk of infections [52]. A care-home is the
resident’s home rather than a short-term clinical setting, and
optimal implementation of infection prevention and control
measures in this context requires further research.

Acknowledgements: The authors are grateful to the data
analysts and research management team within Public
Health Scotland Team who were pivotal in curating the
data to inform the analysis presented.
With thanks to the Data & Intelligence Team at the Care
Inspectorate for supplying additional information from the
Annual Return to inform analyses.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online

Declaration of Conflicts of Interest: None.

Declaration of Sources of Funding: The project was com-
missioned from Public Health Scotland by the Social Care
and Mental Health Directorate in Scottish Government.
Analysis was conducted independent from the Scottish Gov-
ernment.

NHS Education for Scotland/Chief Scientist Office Post-
doctoral Clinical Lectureship (PCL/21/01) to J.K.B. The
Advanced Care Research Centre is funded by Legal and Gen-
eral PLC as part of their corporate social responsibility (CSR)
programme. The funders had no role in study design, data
collection and analysis, decision to publish, or preparation
of the manuscript.

Data Availability: Requests for access to the data may be
submitted to Public Health Scotland via the Public Benefit
and Privacy Panel for Health and Social Care (https://www.i
nformationgovernance. scot.nhs.uk/pbpphsc/). Source code
to undertake analysis is available from the authors on reason-
able request.

Ethical Approval: This study was conducted under approvals
from the Public Health Scotland (PHS) Information
Governance Lead including the Data Protection Impact
Assessment under COVID-19 expedited processes, with

all data analysed within secure PHS servers by approved
analysts.

References

1. Aalto UL, Pitkälä KH, Andersen-Ranberg K et al. COVID-
19 pandemic and mortality in nursing homes across USA
and Europe up to October 2021. Eur Geriatr Med 2022; 13:
705–9.

2. Comas-Herrera A, Marczak J, Byrd W, Lorenz-Dant K, Patel
D, Pharoah D (eds.), et al. LTCcovid International Living
Report on COVID-19 and Long-Term Care. Care Policy &
Evaluation Centre, London School of Economics and Political
Science, 2022 [cited 2023 8th May]. Available from: https://
doi.org/10.21953/lse.mlre15e0u6s6.

3. Burton J. Burton. University of Glasgow. The Provision
of Health and Social Care Services - Adult Care Homes.
Edinburgh: Scottish COVID-19 Inquiry, 2022 [cited 2022
30th January]. Available from: https://www.covid19inquiry.
scot/sites/default/files/2022-06/Portfolio%203%20-%20Bu
rton%20-%20University%20of%20Glasgow%20-%20The
%20Provision%20of%20Health%20and%20Social%20Ca
re%20Services.pdf .

4. Morciano M, Stokes J, Kontopantelis E, Hall I, Turner AJ.
Excess mortality for care home residents during the first 23
weeks of the COVID-19 pandemic in England: a national
cohort study. BMC Med 2021; 19: 71.

5. Hollinghurst J, Lyons J, Fry R et al. The impact of COVID-
19 on adjusted mortality risk in care homes for older adults in
Wales, UK: a retrospective population-based cohort study for
mortality in 2016–2020. Age Ageing 2021; 50: 25–31.

6. Brown KA, Jones A, Daneman N et al. Association between
nursing home crowding and COVID-19 infection and mor-
tality in Ontario. Canada JAMA Int Med 2021; 181:
229–36.

7. Abrams HR, Loomer L, Gandhi A, Grabowski DC. Charac-
teristics of U.S. nursing homes with COVID-19 cases. J Am
Geriatr Soc 2020; 68: 1653–6.

8. Bach-Mortensen AM, Degli EM. Is area deprivation asso-
ciated with greater impacts of COVID-19 in care homes
across England? A preliminary analysis of COVID-19 out-
breaks and deaths. J Epidemiol Community Health 2021; 75:
624–7.

9. Dutey-Magni PF, Williams H, Jhass A et al. COVID-19
infection and attributable mortality in UK care homes: cohort
study using active surveillance and electronic records (march-
June 2020). Age Ageing 2021; 50: 1019–28.

10. Fisman DN, Bogoch I, Lapointe-Shaw L, McCready J, Tuite
AR. Risk factors associated with mortality among residents
with coronavirus disease 2019 (COVID-19) in Long-term
care facilities in Ontario, Canada. JAMA Netw Open 2020;
3: :e2015957.

11. Leslie K, Findlay B, Ryan T et al. Epidemiology of SARS-
CoV-2 during the first three waves in Scotland: a national
record linkage study. J Epidemiol Community Health 2022;
77: 1–8.

12. Burton JK, McMinn M, Vaughan JE, Fleuriot J, Guthrie B.
Care-home outbreaks of COVID-19 in Scotland March to
May 2020: national linked data cohort analysis. Age Ageing
2021; 50: 1482–92.

10

D
ow

nloaded from
 https://academ

ic.oup.com
/ageing/article/53/2/afae015/7606140 by guest on 12 February 2024

https://academic.oup.com/ageing/article-lookup/doi/10.1093/ageing/afae015#supplementary-data
https://www.informationgovernance
https://www.informationgovernance
http://scot.nhs.uk/pbpphsc/
https://doi.org/10.21953/lse.mlre15e0u6s6
https://doi.org/10.21953/lse.mlre15e0u6s6
https://www.covid19inquiry.scot/sites/default/files/2022-06/Portfolio%203%20-%20Burton%20-%20University%20of%20Glasgow%20-%20The%20Provision%20of%20Health%20and%20Social%20Care%20Services.pdf
https://www.covid19inquiry.scot/sites/default/files/2022-06/Portfolio%203%20-%20Burton%20-%20University%20of%20Glasgow%20-%20The%20Provision%20of%20Health%20and%20Social%20Care%20Services.pdf
https://www.covid19inquiry.scot/sites/default/files/2022-06/Portfolio%203%20-%20Burton%20-%20University%20of%20Glasgow%20-%20The%20Provision%20of%20Health%20and%20Social%20Care%20Services.pdf
https://www.covid19inquiry.scot/sites/default/files/2022-06/Portfolio%203%20-%20Burton%20-%20University%20of%20Glasgow%20-%20The%20Provision%20of%20Health%20and%20Social%20Care%20Services.pdf
https://www.covid19inquiry.scot/sites/default/files/2022-06/Portfolio%203%20-%20Burton%20-%20University%20of%20Glasgow%20-%20The%20Provision%20of%20Health%20and%20Social%20Care%20Services.pdf


Analysis of the impact of COVID-19

13. Public Health Scotland. Discharges from NHSScotland
Hospitals to Care Homes between 1 March and 31 May
2020. Edinburgh: Public Health Scotland, 2021 [cited 2023
8th February]. Available from: https://publichealthscotla
nd.scot/media/7313/2021-04-21-discharges-from-nhsscotla
nd-hospitals-to-care-homes-between-1-march-and-31-ma
y-2020.pdf .

14. Schultze A, Nightingale E, Evans D et al. Mortality among
care home residents in England during the first and second
waves of the COVID-19 pandemic: an observational study of
4.3 million adults over the age of 65. The Lancet Regional
Health -Europe 2022; 14: 100295.

15. Fry R, Hollinghurst J, North L et al. Assessing the impacts of
COVID-19 on care homes in Wales. Int J Population Data Sci
2022; 7.

16. Hollinghurst J, Hollinghurst R, North L et al. COVID-19 risk
factors amongst 14,786 care home residents: an observational
longitudinal analysis including daily community positive test
rates of COVID-19, hospital stays and vaccination status in
Wales (UK) between 1 September 2020 and 1 may 2021. Age
Ageing 2022; 51: afac084.

17. Torres ML, Palma Díaz D, Oliver-Parra A et al. Inequities in
the incidence and mortality due to COVID-19 in nursing
homes in Barcelona by characteristics of the nursing homes.
PloS One 2022; 17: e0269639.

18. Stall NM, Jones A, Brown KA, Rochon PA, Costa AP.
For-profit long-term care homes and the risk of COVID-
19 outbreaks and resident deaths. CMAJ 2020; 192:
E946–55.

19. Bach-Mortensen AM, Verboom B, Movsisyan A, Degli EM. A
systematic review of the associations between care home own-
ership and COVID-19 outbreaks, infections and mortality.
Nature Aging 2021; 1: 948–61.

20. Siegel EO, Backman A, Cai Y et al. Understanding contextual
differences in residential LTC provision for cross-National
Research: identifying internationally relevant CDEs. Geron-
tology and Geriatric Medicine 2019; 5: 233372141984059.

21. Zunzunegui MV, Béland F, Rico M, López FJG. Long-term
care home size association with COVID-19 infection and
mortality in Catalonia in March and April 2020. Epidemi-
ologia [serial on the Internet] 2022; 3: 369–90.

22. Shallcross L, Burke D, Abbott O et al. Factors associated
with SARS-CoV-2 infection and outbreaks in long-term care
facilities in England: a national cross-sectional survey. Lancet
Healthy Longev 2021; 2: e129–42.

23. Ladhani SN, Chow JY, Janarthanan R et al. Increased risk
of SARS-CoV-2 infection in staff working across different
care homes: enhanced CoVID-19 outbreak investigations in
London care homes. J Infect 2020; 2020, 81: 621–4.

24. Care Inspectorate. Datastore. Dundee: Care Inspectorate,
2020; Available from: https://www.careinspectorate.com/inde
x.php/publications-statistics/93-public/datastore.

25. Burton JK, Lynch E, Love S, Rintoul J, Starr JM, Shenkin
SD. Who lives in Scotland’s care homes? Descriptive analysis
using routinely collected social care data 2012-16. J R Coll
Physicians Edinb 2019; 49: 12–22.

26. Burton J, Goodman C, Guthrie B, Gordon A, Hanratty B,
Quinn T. Closing the UK care home data gap - methodolog-
ical challenges and solutions. Int J Population Data Sci 2020;
5: 1391.

27. Burton JK, Guthrie B. Identifying who lives in a care home -
a challenge to be conquered. Age Ageing 2018; 47: 322–3.

28. Public Health Scotland. COVID-19 Reporting to Include
Further Data on Reinfections. 2022; Available from: https://
www.publichealthscotland.scot/news/2022/february/covi
d-19-reporting-to-include-further-data-on-reinfections/.

29. Goodman C, Baron N, Machen I et al. Culture, consent,
costs and care homes: enabling older people with dementia to
participate in research. Aging Ment Health 2011; 15: 475–81.

30. Hanratty B, Burton JK, Goodman C, Gordon AL, Spilsbury
K. Covid-19 and lack of linked datasets for care homes. BMJ
2020; 369: m2463.

31. Barnett ML, Waken RJ, Zheng J et al. Changes in health and
quality of life in US skilled nursing facilities by COVID-19
exposure status in 2020. JAMA 2022; 328: 941–50.

32. Burton JK, Bayne G, Evans C et al. Evolution and effects of
COVID-19 outbreaks in care homes: a population analysis in
189 care homes in one geographical region of the UK. The
Lancet Healthy Longevity 2020; 1: e21–31.

33. Emmerson C, Adamson JP, Turner D et al. Risk factors for
outbreaks of COVID-19 in care homes following hospital
discharge: a national cohort analysis. Influenza Other Respi
Viruses 2021; 15: 371–80.

34. Walsh B, Connolly S, Wren M-A. Covid-19 in the community
and outbreaks in Long-term residential care in Ireland. J Long-
Term Care 2023; 2023: 23–32.

35. Lavery S, McGurnaghan P, Sartaj M, Arnold S, Conway
BR, Aldeyab MA. A comparison of the epidemiology of
coronavirus disease (COVID-19) outbreaks occurring in the
first and second pandemic waves in care homes in North-
ern Ireland. Infect Control Hospital Epidemiol 2022; 43:
1519–20.

36. Bradley DT, Murphy S, McWilliams P et al. Investigating the
association between COVID-19 vaccination and care home
outbreak frequency and duration. Public Health 2022; 203:
110–5.

37. Guthrie B, A C-H, Chudasama D et al. Consensus Statement
on the Association between the Discharge of Patients from
Hospitals and COVID in Care Homes. London: Scientific
Advisory Group for Emergencies, 2022 [cited 2023 28th
May]. Available from: https://www.gov.uk/government/publi
cations/the-association-between-the-discharge-of-patients-
from-hospitals-and-covid-in-care-homes/consensus-stateme
nt-on-the-association-between-the-discharge-of-patients-fro
m-hospitals-and-covid-in-care-homes.

38. Hollinghurst J, North L, Emmerson C et al. Intensity of
COVID-19 in care homes following hospital discharge in
the early stages of the UK epidemic. Age Ageing 2022; 51:
afac072.

39. Cotton S, McHugh MP, Dewar R et al. Investigation of
hospital discharge cases and SARS-CoV-2 introduction into
Lothian care homes. Journal of Hospital Infection 2023; 135:
28–36.

40. Flannagan J, Chudasama D, Hope R et al. Attribution of
nosocomial seeding to long-term care facility COVID-19
outbreaks. Epidemiol Infect 2023; 151: e191.

41. Montoya A, Wen K, Travers JL et al. Resident factors associ-
ated with breakthrough SARS-CoV-2 infections. J Am Med
Dir Assoc 2023; S1525-8610: 00225–6.

42. Shrotri M, Krutikov M, Nacer-Laidi H et al. Duration of
vaccine effectiveness against SARS-CoV-2 infection, hospi-
talisation, and death in residents and staff of long-term care
facilities in England (VIVALDI): a prospective cohort study.
Lancet Healthy Longevity 2022; 3: e470–80.

11

D
ow

nloaded from
 https://academ

ic.oup.com
/ageing/article/53/2/afae015/7606140 by guest on 12 February 2024

https://publichealthscotland.scot/media/7313/2021-04-21-discharges-from-nhsscotland-hospitals-to-care-homes-between-1-march-and-31-may-2020.pdf
https://publichealthscotland.scot/media/7313/2021-04-21-discharges-from-nhsscotland-hospitals-to-care-homes-between-1-march-and-31-may-2020.pdf
https://publichealthscotland.scot/media/7313/2021-04-21-discharges-from-nhsscotland-hospitals-to-care-homes-between-1-march-and-31-may-2020.pdf
https://publichealthscotland.scot/media/7313/2021-04-21-discharges-from-nhsscotland-hospitals-to-care-homes-between-1-march-and-31-may-2020.pdf
https://www.careinspectorate.com/index.php/publications-statistics/93-public/datastore
https://www.careinspectorate.com/index.php/publications-statistics/93-public/datastore
https://www.publichealthscotland.scot/news/2022/february/covid-19-reporting-to-include-further-data-on-reinfections/
https://www.publichealthscotland.scot/news/2022/february/covid-19-reporting-to-include-further-data-on-reinfections/
https://www.publichealthscotland.scot/news/2022/february/covid-19-reporting-to-include-further-data-on-reinfections/
https://www.gov.uk/government/publications/the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes/consensus-statement-on-the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes
https://www.gov.uk/government/publications/the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes/consensus-statement-on-the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes
https://www.gov.uk/government/publications/the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes/consensus-statement-on-the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes
https://www.gov.uk/government/publications/the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes/consensus-statement-on-the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes
https://www.gov.uk/government/publications/the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes/consensus-statement-on-the-association-between-the-discharge-of-patients-from-hospitals-and-covid-in-care-homes


J. K. Burton et al.

43. Karla Romero S, David R, Gabriela P-H, Stefanie S, Albert N,
Andreas S. The isolated effect of age on the risk of COVID-19
severe outcomes: a systematic review with meta-analysis. BMJ
Glob Health 2021; 6: e006434.

44. Russell CD, Lone NI, Baillie JK. Comorbidities, multimor-
bidity and COVID-19. Nat Med 2023; 29: 334–43.

45. Public Health England. Exercise Cygnus Report: Tier One
Command Post Exercise Pandemic Influenza 18 to 20
October 20162017. London: Public Health England, [cited
2023 11th April]. Available from: https://assets.publishing.se
rvice.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/927770/exercise-cygnus-report.pdf .

46. Curry N, Oung C, Hemmings N, A C-H, Byrd W. Building
a Resilient Social Care System in England. What Can Be
Learnt from the First Wave of Covid-19? London: Nuffield
Trust, 2023 [cited 2023 3rd July]. Available from: https://
www.nuffieldtrust.org.uk/sites/default/files/2023-05/Buildi
ng%20a%20resilient%20social%20care%20system%20in
%20England.pdf .

47. Zhang J, Yu Y, Petrovic M et al. Impact of the COVID-
19 pandemic and corresponding control measures on long-
term care facilities: a systematic review and meta-analysis. Age
Ageing 2023; 52: afac308.

48. Bunn D, Brainard J, Lane K, Salter C, Lake I. The lived
experience of implementing infection control measures in

care homes during two waves of the COVID-19 pandemic.
A mixed-methods study. Journal of Long-Term Care 2021;
386–400.

49. Dixon J, Lorenz-Dant K, Stubbs E, Harrison Dening K,
Mostaghim M, Casson D. Registered care home managers’
experiences of responding to the national care home visiting
guidance in England during the Covid-19 pandemic; a multi-
method qualitative study. BMC Geriatr 2023; 23: 236.

50. Burton JK, Drummond M, Gallacher KI, Quinn TJ. Listen-
ing and learning: a qualitative study of Scottish care home
staff experiences of managing COVID-19 between march
2020-august 2022. BMC Geriatr 2023; 23: 544.

51. Gordon AL, Collins JT. More data can help us better under-
stand COVID-19 outbreaks but nuanced and critical reflec-
tion is required. Age Ageing 2023; 52: afad028. https://doi.o
rg/10.1093/ageing/afad028.

52. Krutikov M, Stirrup O, Fuller C et al. Built environment and
SARS-CoV-2 transmission in Long-term care facilities: cross-
sectional survey and data linkage. J Am Med Dir Assoc 2023.
https://doi.org/10.1016/j.jamda.2023.10.027.

Received 7 August 2023; editorial decision 19 December
2023

12

D
ow

nloaded from
 https://academ

ic.oup.com
/ageing/article/53/2/afae015/7606140 by guest on 12 February 2024

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/927770/exercise-cygnus-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/927770/exercise-cygnus-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/927770/exercise-cygnus-report.pdf
https://www.nuffieldtrust.org.uk/sites/default/files/2023-05/Building%20a%20resilient%20social%20care%20system%20in%20England.pdf
https://www.nuffieldtrust.org.uk/sites/default/files/2023-05/Building%20a%20resilient%20social%20care%20system%20in%20England.pdf
https://www.nuffieldtrust.org.uk/sites/default/files/2023-05/Building%20a%20resilient%20social%20care%20system%20in%20England.pdf
https://www.nuffieldtrust.org.uk/sites/default/files/2023-05/Building%20a%20resilient%20social%20care%20system%20in%20England.pdf
https://doi.org/10.1093/ageing/afad028
https://doi.org/10.1093/ageing/afad028
https://doi.org/10.1016/j.jamda.2023.10.027


© 2022 Abbott. All rights reserved. All trademarks referenced are trademarks of either the Abbott group of companies or their respective owners.  
Any photos displayed are for illustrative purposes only. Any person depicted in such photos is a model. COL-07987-02 10/22

NOW
K N O W  F A S T E R  S O  Y O U 
C A N  A C T  Q U I C K E R

ID NOW™ PLATFORM

Now, you can provide rapid molecular 
respiratory testing for COVID-19, 
influenza, RSV and strep A in any 
acute care setting, where and when 
it’s needed most.

NOW
IMPROVED WORKFLOW
with single patient swab for 
COVID-19 and influenza A & BIDNOW. ABBOTT 

https://www.globalpointofcare.abbott/en/lp/id-now-eme-2022.html?utm_source=ageandaging&utm_medium=pdfdownload&utm_campaign=knowfasterpdfjune

	 Analysis of the impact of COVID-19 on Scotland's care-homes from March 2020 to October 2021: national linked data cohort analysis
	Background
	Methods
	Results
	Discussion
	5  Acknowledgements:
	6 Supplementary Data:
	7 Declaration of Conflicts of Interest:
	8 Declaration of Sources of Funding:
	9 Data Availability:
	10 Ethical Approval:


