Care of residents in long term care
homes during the COVID-19 pandemic:
Interim guidance
Last updated: June 23, 2020.
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Preamble
This document provides care guidance specific to the COVID-19 pandemic in Canadian homes/facilities
where older adults require continuous supervised care, including professional health services, personal
care and other services such as meals, laundry and housekeeping. These facilities may have different
names, including but not limited to care homes/facilities, continuing care homes/facilities, personal care
homes/facilities, nursing homes/facilities, centres d’hébergement et de soins de longue durée (CHSLDs),
or other long term care homes/facilities, all hereafter referred to as LTCHs. Some of the content may be
adapted to other settings as appropriate (i.e. retirement homes).
This guidance provides employed and contracted LTCH staff including physicians (most often family
physicians, medical specialist consultants), nurse practitioners, registered nurses, licensed or registered
practical nurses, clinical pharmacists, and health care aides/assistants, continuing care/personal care
attendants/assistants, resident attendants/care workers, and personal support workers (all hereafter
referred to as support workers), and others who provide care for residents in LTCHs, with interim advice
on important aspects of care for all LTCH residents during the COVID-19 pandemic, and on the timely and
safe supportive management of residents with suspected or confirmed COVID-19. The guidance in this
document is also important for medical and nursing administrators/directors and their associates who
can play a pivotal role in building infrastructure and collaborating with LTCH care providers to implement
recommended measures.
Recommendations for LTCH staff, resident and family/caregiver preparedness, resident assessment,
active medical management, palliative care, mental health disorders, delirium and responsive behaviours,
and psychosocial aspects of care are included.
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Important guidance related to infection prevention and control (IPC) is not detailed here; however, IPC
measures to prevent and control transmission of COVID-19 will impact many aspects of resident care in
LTCHs. More detailed national guidance on Infection Prevention and Control for COVID-19 in LTCHs has
been published.

This guidance is not meant to replace clinical judgment or specialist consultation, but rather to provide a
framework to strengthen care for LTCH residents and staff. It has been informed by currently available
scientific evidence and expert opinion, and is subject to change as new information becomes available.
All national guidance should be considered in conjunction with relevant provincial, territorial and local
legislation, regulations, and policies.

1.0 Background

In December 2019, a cluster of cases of pneumonia of unknown origin was reported from Wuhan, Hubei
Province in China. These cases were caused by infection with a novel coronavirus that causes a disease
now referred to as COVID-19. A pandemic was declared by the World Health Organization on March 11,
2020. For current information on the pandemic, please refer to the Public Health Agency of Canada
Coronavirus Disease (COVID-19): Outbreak Update and to local, provincial or territorial public health
authorities.
COVID-19 is spread from an infected person through respiratory droplets generated

through cough or
sneezing, close personal contact such as touching or shaking hands, or touching something with the
virus on it and then touching one’s mouth, nose or eyes before washing one’s hands. COVID-19 can also
be spread through the air during aerosol-generating medical procedures (AGMPs).
COVID-19 may be transmitted from asymptomatic, pre-symptomatic, and minimally symptomatic
infected staff or residents.(1, 2, 3, 4, 5, 6) LTCH residents are vulnerable to infection with COVID-19 due to
significant personal care needs that often require frequent close interaction and touch, behavioural
factors and limitations associated with cognitive impairment (e.g., wandering and difficulties practicing
physical distancing and hand hygiene), shared common spaces and toileting facilities, exposure to staff
and visitors, and transit between healthcare facilities.(7, 8)
Older adults with COVID-19 may have atypical or subtle symptoms.(2, 7, 9, 10, 11, 12, 13, 14, 15, 16, 17) While most
people with COVID-19 develop mild or uncomplicated disease, older adults and those with pre-existing
medical conditions (risk factors present in most residents of LTCHs) are at higher risk for more severe
disease when infected with COVID-19.(7, 13, 14, 18, 19, 20, 21, 22, 23) Older adults have high mortality;(13, 19, 22, 24) as
of June 23, 2020, the case fatality rate among reported cases of COVID-19 for different age groups in
Canada was: <1% aged <60, 6% aged 60-69, 20% aged 70-79, and 34% aged >80 years.(13) Eighty-two
percent of Canadian deaths attributed to COVID-19 have been linked to LTCHs.(13)
As of June 23, 2020, there are no vaccines or evidence-based therapies in widespread use to prevent or
treat COVID-19 in Canada. Evidence is rapidly evolving and there are several clinical trials underway,(25, 26,
27, 28)
therefore information on management of COVID-19 infection may change over time. Supportive care
for those with more than mild or moderate disease involves provision of supplemental oxygen and
hydration.(14, 23, 29, 30) For people who become severely or critically ill, hospitalization and intensive care
unit admission with mechanical ventilation may be required to support life.(14, 29, 30, 31) However, mortality
is high even with these interventions, with a strong age gradient and potential for significant morbidity
and suffering in older adults.(13, 19, 21, 22, 32, 33, 34, 35, 36)
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There is extensive published guidance on IPC aspects of care of LTCH residents, but less on other important
aspects of care in this population.(37) LTCHs are not uniformly well-prepared to care for increased numbers
of sick residents and staff. Delirium and responsive behaviours may be precipitated by COVID-19, or
worsen with reduced or new staff or new routines in the context of measures to prevent and control
outbreaks of COVID-19. Stress and anxiety associated with fear of infection, isolation and visitor
restrictions, and family and caregiver burden may cause significant psychosocial stress.
This document provides guidance on LTCH staff, resident and family/caregiver preparedness, resident
assessment, active medical management, palliative care, mental health disorders, delirium and
responsive behaviours, and psychosocial aspects of care in the context of the COVID-19 pandemic.

2.0 Long term care home staff, resident, and family/caregiver
preparedness
LTCH staff, residents, and their families or other caregivers can make changes and prepare for care of
residents in the context of the COVID-19 pandemic. These measures apply to all LTCH residents, and are
not specific to those with suspected or confirmed COVID-19.

2.1 Infection prevention and control
There are many important IPC measures that LTCH staff, residents, and family/caregivers should be
familiar with in order to prevent and control the transmission of COVID-19 in LTCHs.
This document is not intended to provide comprehensive IPC guidance. Separate national IPC for COVID19 interim guidance for LTCHs has been published, and includes guidance on LTCH and staff IPC
preparedness, screening, visitors, resident care, Routine and Additional Precautions, resident placement
and accommodation, resident activity, outbreak management, handling of resident care equipment, and
environmental cleaning and disinfection.


Outbreak management protocols should be in place with the following considerations
o LTCHs should refer to local and jurisdictional authorities for specific definitions, and
directives on case reporting and outbreak management
o A single confirmed case of COVID-19 in a resident or staff member is justification to
apply outbreak measures to a unit or LTCH (with detailed consideration for potential
transmission routes between units, e.g., staff cross-coverage or shared communal
spaces)
o When an outbreak occurs, an emergency operations team should be set up for the
affected home, and should involve the LTCH administrators/directors, local and regional
public health and administration, IPC support, and other external guidance and support
where needed on resident and staff testing, personal protective equipment (PPE)
acquisition, personnel/staffing, and communications
o Once a case has been identified in a LTCH resident or staff member
 Contacts (to be defined according to local and jurisdictional public health and
IPC guidance) of a confirmed case should be isolated and tested
4





Consideration should be given to testing all residents and staff in the LTCH on
recognition and serially(3, 38)
 Where feasible, and most importantly where single rooms are unavailable,
confirmed positive residents should be cohorted separately from both
suspected and negative residents, with exclusive staffing across services e.g.,
housekeeping, food services, support workers/health care aides and
professional staff(3, 14, 39)
It is imperative that staff and visitors in LTCHs receive education, training, and monitoring for
compliance with IPC measures, including hand hygiene and practice with putting on and taking
off appropriate PPE, and that there are policies in place for PPE supply procurement and use,
with regional support(8)
o LTCHs should refer to local and jurisdictional public health guidance with regard to
definitions of visitors who will be permitted to enter LTCHs, and this will need to
balance meeting the physical, psychological, emotional and spiritual needs of residents
with risk of introduction and transmission of COVID-19, and may vary over time
dependent on local COVID-19 epidemiology
o Essential visitors may include those providing:
 Compassionate care, including critical illness, palliative care, end-of-life care and
Medical Assistance in Dying
 Assistance where required with personal care, nutrition and hydration, mobility,
behavioural management, and decision making
 Assistance where required for persons with hearing, visual, speech, cognitive,
intellectual or memory impairments, or with translation
 Assistance for persons with disabilities as needed

2.2 Resident information: baseline health and medications
Information and documentation on resident baseline physical and mental health and medications
should be reviewed to ensure it is up to date for each resident.





This should include information on:
o Baseline vital sign parameters
o Baseline cognitive status
o Presence of chronic mental health disorders
o Baseline behaviours
o Medical comorbidities
o Functional status (e.g., activities of daily living self-performance)
In most jurisdictions, the Resident Assessment Instrument – Minimum Data Set (MDS) is used on
admission and quarterly to assess resident care needs and build resident care plans, and some
of the above information may be obtained using MDS outcome scales)(40)
Resident care plans should be reviewed in the context of any updates to a resident’s physical
and mental health and functional status including
o Consideration of how resident social, health and medical needs are being met and how
these may be affected by IPC measures put in place to prevent COVID-19 from entering
LTCHs, and in the event of outbreaks or staff shortages
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Consideration of which residents may be at higher risk of more severe outcomes due to
COVID-19 (e.g., older age, medical comorbidities)
o Identification of those with more advanced dementia and/or responsive behaviours that
may need special attention in the context of IPC care plans to protect them, other residents,
and staff from infection with COVID-19
LTCHs should clearly document and keep up to date the names and contact information of
Substitute Decision Makers (SDMs)
Medications of all residents should be reviewed with the goal of maintaining resident health and
well-being by reducing use of unnecessary medications
Medication administration times should be consolidated and bundled with other care tasks as
much as can safely be done, as these changes may increase the time that staff have available for
other care activities and conserve PPE supplies
Attending physicians or nurse practitioners should consider a stepwise approach to prioritizing
medication change recommendations:
1. Changes that are essential for IPC (e.g., transition nebulizers to hand-held inhalers when
feasible)
2. Changes that are generally low risk, and can be done immediately, if appropriate for
individual residents (e.g., deprescribe medications that do not provide benefit, that can be
stopped abruptly and do not require monitoring after discontinuation)
3. Changes that are generally low risk but may take more time to implement, requiring
individual evaluation, communication with care team and resident, and monitoring (e.g.,
discontinue short-acting insulin correctional scale, switch to only long-acting insulin, reduce
frequency of blood glucose monitoring)
Vaccination status (e.g., pneumococcal, influenza, herpes zoster) should be reviewed, and after
obtaining consent, vaccines updated in accordance with national and provincial/territorial
recommendations(41, 42, 43)
Additional resources can be found in the Appendix

2.3 Goals of care and advance care planning
Goals of care and any advance care planning needs to be reviewed and updated for all residents.(8)





This should include preferences on
o Receiving care in the home if ill
 With active medical management for potentially reversible conditions, including
a discussion of care available in the LTCH, for example supplemental oxygen and
parenteral hydration
 With active symptom management focused exclusively on comfort-based care
o Transfer to an acute care facility for consideration of hospital admission, intensive care unit
admission, or mechanical ventilation
o Cardiopulmonary resuscitation
The above discussions should take into account the resident’s understanding of any underlying
illnesses and COVID-19, their values, and previously expressed and current wishes
Discussion and documentation of advance directives should be consistent with provincial or
territorial laws
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Residents and their SDM(s) should be provided with information about COVID-19, potential
outcomes with infection, including potential benefits and risks/morbidity associated with acute
care hospitalization
Older adults, both generally and among patients who are hospitalized or admitted to ICUs, are
more likely to have severe outcomes (e.g., ICU admission or death) than younger adults(13, 19, 21,
22, 32, 33, 34, 35, 36)



Additional resources can be found in the Appendix

2.4 Roles, responsibilities, and human resources planning












The role of the medical and nursing administrators/directors and their associates, and the chain
of accountability should be clear to all staff in the LTCH
Any situations under which alternate persons may act in the position of medical or nursing
administrators/directors should be confirmed and documented
Responsibility for development of care protocols; obtaining and maintaining medications,
medical equipment, and PPE; IPC education, training and implementation of measures; and
outbreak management should be assigned
Responsibility for the clinical care of residents, e.g., a physician, nurse practitioner, paramedic or
nurse-led outreach teams, and their availability and mechanisms for contacting them under
usual and exceptional circumstances should be determined
LTCHs should work with regional support to develop a workforce emergency plan to provide
coverage for minimum staffing needs in the event of an outbreak and staff illness that reduces
staffing levels
Access to physicians or nurse practitioners should be arranged by virtual care where feasible
and acceptable for meeting patient care needs, but also to provide timely onsite assessments
when required (e.g., situations that require in-person assessment, and medical staff contingency
planning for when there are no staff to facilitate a virtual care visit or inadequate care providers
in the home)
Family physicians or nurse practitioners should have remote access to electronic medical
records to enable access to information and for documentation
LTCHs should ensure nurses undergo education and training to enable them to collect
nasopharyngeal swab samples, administer and titrate supplemental oxygen, administer
subcutaneous medications, initiate and manage parenteral hydration (e.g. hypodermoclysis),
and provide palliative and end-of-life care under the guidance of attending physicians or nurse
practitioners
Consideration can also be given to education and training to build capacity for use of continuous
ambulatory drug delivery (CADD) systems

2.5 Establishing networks and acquiring and maintaining supplies
LTCHs should establish:


Collaborations and links should be established with the following as early as possible (with
assessment of anticipated needs, and inquiry about how service agreements, policies,
procedures, and access may change over time in the context of the COVID-19 pandemic)
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Local emergency departments: to provide virtual support and information regarding
resident transfers, e.g., centralized triage services
o Paramedics or other community services: for consideration of assistance with care, e.g.,
intravenous (IV) or subcutaneous (Subcut.) line insertion if these can be managed in the
home and in-home capacity with starts is not yet established
o Geriatric emergency nurses, paramedic or nurse-led outreach teams where available
o Specialist contacts (e.g., palliative care, geriatric medicine, geriatric psychiatry, general
internal medicine expertise)
o Networks for IPC support
o Consultant pharmacists who can work collaboratively with LTCH physicians or nurse
practitioners to implement medication conservation strategies to reduce wastage and to
track supply and utilization of alternative options when there are medication shortages
o Local laboratories to facilitate rapid bloodwork
o Diagnostic imaging providers
o Medical oxygen suppliers
o Funeral homes
Mechanisms for acquisition and monitoring of needed supplies (with local, regional or
provincial/territorial support where needed), including key contacts
o Adequate PPE to allow staff and visitors to safely meet resident care needs(8, 18)
o Medications: routine (including baseline treatment of known resident medical conditions
and ward stock) and emergency medications, including comfort medications that may be
needed in greater supply for residents with COVID-19
 See Appendix for an example emergency medication list, though the decision to
carry specific medications as emergency stock should be based on a site-specific
emergency medication policy (kept up to date in the context of the COVID-19
pandemic), safety and needs assessment
o Equipment to deliver and monitor oxygen (e.g., delivery systems; disposable, single-use
nasal cannulae; pulse oximeters) and medications or fluids, including SC cannulae and
delivery equipment (e.g., infusion pumps or spring-loaded syringes)(18)
o Technology to assist in identifying residents who are on the move, e.g. door sensors
o Communication devices (e.g., tablets, telephones, internet access, baby monitors) to
support residents with their virtual care needs and to stay connected with loved ones
o Resident and staff vaccines (e.g., influenza, pneumococcal)

2.6 Communication
LTCHs should have policies and procedures in place for ongoing communication with attending
physicians or nurse practitioners, staff, residents, and their families, caregivers, and SDMs on COVID-19
updates in the community and/or the home.




This should include information on numbers of affected residents and staff, hospitalizations and
deaths, and how this may affect staff workload and practices, resident care, visitor restrictions,
and risk of infection
LTCHs should provide staff, residents, and their families, caregivers, and SDMs with information
related to COVID-19 (e.g. information about the virus, prevention and management of illness)
Additional resources can be found in the Appendix
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3.0 Assessment
3.1 Detecting signs and symptoms
Residents of LTCHs should undergo regular and thorough assessment for signs and symptoms of COVID19.
 The frequency of assessment may vary by region and over time based on local COVID-19
epidemiology, but in areas with ongoing community transmission, assessment should occur at
least daily
 Signs or symptoms of COVID-19 may include:
o Fever (temperature 37.8C or greater; some resources suggest that repeated oral
temperatures >37.2C or rectal temperatures >37.5C or an increase in temperature of
>1.1C over baseline represent fever in older adults),(17, 44, 45)
OR
o Any new or worsening respiratory symptoms (cough, shortness of breath, hypoxia,
runny nose or sneezing, nasal congestion, hoarse voice, sore throat or difficulty
swallowing),

o





OR
Other new and unexplained symptoms including but not limited to chills, muscle aches,
chest pain, diarrhea, headache, dizziness, loss of appetite, fatigue/malaise, lethargy,
changes in cognition, increased frequency of falls, delirium, loss of smell or taste

IPC Note: if checking temperature, thermometers should be dedicated to the resident and if not
possible, appropriately cleaned and disinfected using a hospital grade disinfectant for the
appropriate contact time prior to use on another resident - refer to facility and jurisdictional IPC
guidance for acceptable methods of cleaning and disinfection of specific items (for residents
already diagnosed with COVID-19, repeated temperature measurements should only be
performed if the results are likely to change management)
Older adults may be more likely to present with atypical symptoms, e.g. delirium(2, 7, 9, 10, 11, 12, 13,
14, 15, 16, 17)






In residents with cognitive impairment who may not be able to describe COVID-19 symptoms,
signs of infection may include refusing food and drink or an abrupt change in mental status,
functional status, or behaviour(9, 10, 14)
Results of recent and serial resident assessments should be recorded and easily retrieved, for
comparison purposes, in order to facilitate identification of changes in resident status(46)
LTCHs should consider use of decision-support tools, such as the INTERACT Stop and Watch
Early Warning Tool, created to help care providers quickly identify acute changes in condition,(47)
or others created to assess LTCH residents with suspected or confirmed COVID-19(48)
One complicating factor in assessment is that uninfected residents who are subject to strict
isolation precautions may also exhibit signs of delirium, functional decline, dehydration, or
mood or behavioural symptoms due to a reduction in social engagement and/or fear
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3.2 Investigations




All residents with suspected COVID-19 infection should be immediately placed under Droplet
and Contact Precautions, and tested for COVID-19 as per local, provincial or territorial guidance
o IPC Note: Droplet and Contact Precautions includes wearing gloves, a long-sleeved
cuffed gown (covering front of body from neck to mid-thigh), mask, and face or eye
protection upon entering the resident’s room or when within 2 metres of the resident,
and all staff and visitors should be educated, trained and monitored to ensure that they
correctly put on and take off PPE
Other investigations that based on clinical circumstances and provider judgement may or may
not be helpful to rule out alternative or additional diagnoses, and to guide further management
decisions where consistent with resident goals of care and wishes, include a complete blood
count with differential, electrolytes, creatinine, liver enzymes, lactate, blood cultures, chest xray, leg Doppler ultrasound
o If investigations require transfer to another facility, potential for investigations to
change management and benefit resident care should be considered in the context of
potential transmission of infection between residents and individuals at the receiving
facility
o If investigations are deemed necessary, information on the COVID-19 status of the
resident should be communicated to receiving facilities or incoming providers as well as
transport staff (49, 50)

3.3 Severity assessment




Residents suspected or confirmed to have COVID-19 should be assessed for the following:
o Respiratory rate (is the resident tachypneic?)
o Oxygen saturation (does the resident have low oxygen saturation, SpO2?)
o Signs of dehydration (does the resident have low jugular venous pressure, low blood
pressure, dry mucous membranes, skin tenting, decreased urine output, signs consistent
with dehydration on bloodwork if obtained)?
o Mental status (is the resident drowsy, delirious or obtunded?)
o Skin (does the resident appear cyanotic, or show signs of reduced peripheral perfusion?)
Based on initial assessment, attempt should be made to determine severity of illness
o Asymptomatic disease (e.g., diagnosed through contact tracing, or asymptomatic
screening prevalence surveys) (3, 29, 51)
o Mild illness
 Residents with some signs or symptoms of COVID-19 but without shortness of
breath or dyspnea or abnormal imaging(14, 29, 30, 52)
o Moderate illness
 Residents with evidence of lower respiratory tract disease by clinical assessment
or imaging, with SpO2 of >90% on room air(14, 29, 30, 52)
o Severe illness
 Residents with an SpO2 <90% on room air, respiratory rate >30 breaths/minute,
or lung infiltrates >50% on imaging(14, 29, 30, 52, 53, 54)
o Critical illness
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Residents who have respiratory failure, septic shock and/or multiple organ
dysfunction (i.e., are sick enough to require ventilatory and/or circulatory
support for shock - interventions that cannot take place in LTCHs)(14, 29, 30, 52, 54)
The above categories of severity are adapted from differing definitions in other guidance and
publications, and while they may be helpful in guiding initial discussions and management, it is
important to recognize that these are artificial categories on a spectrum of illness presentation
o Note: most COVID-19 severity definitions focus on respiratory symptoms, but LTCH staff
should be aware that frail older adults may deteriorate with decreased oral intake,
dehydration, hypotension, or delirium
It is important to monitor residents who are asymptomatic or have mild disease, as they may
develop symptoms or progress to more severe disease days later, while others may remain
asymptomatic or minimally symptomatic throughout infection(14, 24, 51, 55, 56, 57)
It is important to inform residents and their SDMs of their illness severity, and ensure that goals
of care are understood and wishes are clearly documented

4.0 Active medical management
Active medical management of residents suspected or confirmed to have COVID-19 can often be
provided in the LTCH. There may be variation in the staffing skills and complement required to
implement some of the following measures, but homes should work toward building capacity to provide
care to residents who wish to receive active medical management while remaining in place within their
LTCH. Interventions must be consistent with resident goals of care, expressed wishes and advance
care plans, and informed consent obtained.
The care that can be provided may be challenged during outbreaks due to staff shortages, and homes
should receive regional support to maintain quality and safe care. If the frequency or intensity of
required care is greater than the capacity that can be provided in the LTCH, particularly when there are
staffing shortages, consideration should be given to whether transfer to another facility is consistent
with the resident’s goals of care and can be safely arranged.
For those who wish to remain in place for active medical management and are not responding to
management or are worsening, care should focus on alleviating pain and other distressing symptoms,
and after discussion and consent from the resident or their SDM, transition should be made to comfort
and end-of-life care (see Palliative Care section). Consider use of a decision pathway, for example: BC
Centre for Disease Control, COVID-19 in LTC Residents.

4.1 Supplemental oxygen



Low flow supplemental medical oxygen can be delivered at 1-6L/minute via nasal prongs to
maintain an SpO2 of >90% (administration of low flow oxygen is not considered to be an AGMP)
Upright supported positioning may help to improve oxygenation and reduce shortness of breath
where tolerated(14)
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4.2 Hydration and nutrition




Residents who appear dehydrated should be provided with prompt fluid replacement enterally
where possible; deterioration may occur from dehydration even in the absence of respiratory
signs
Where enteral hydration is not possible, a trial of hypodermoclysis (30-50 ml/hr) should be
initiated, while residents are monitored for improvement (flow rate will need to be converted
from ml/hr to drops per minute according to tubing specifications)
For residents who are able to safely tolerate enteral nutrition but have poor intake, a dietician
should be engaged

4.3 Specific treatment






As of June 23, 2020, there are no evidence-based therapies in widespread use for treatment of
COVID-19 in Canada, and none that have been studied in LTCHs
Preliminary reports present evidence that remdesivir reduces time to recovery in hospitalized
patients with COVID-19 requiring supplemental oxygen, and that dexamethasone reduces
mortality in hospitalized patients with COVID-19 requiring supplemental oxygen or mechanical
ventilation, though with unclear benefit versus harm in patients not requiring oxygen (58, 59)
Evidence is rapidly evolving and there are several clinical trials of candidate therapeutics
underway;(25, 26, 27, 28) therefore, information on management of COVID-19 may change over time
Investigational treatment should only be offered in approved clinical trials(14, 23, 50, 60)

4.4 Other management





Residents with suspected or confirmed COVID-19 may need other medications to alleviate
symptoms including fever or pain (e.g., acetaminophen 650 mg PO or PR prn)
For patients with underlying asthma or chronic obstructive pulmonary disease (COPD) who
experience wheeze or signs of airway inflammation, bronchodilator therapy should be initiated
o Metered dose inhalers with a spacer should be used over nebulizers to reduce potential
to generate aerosols
If oral, IV and/or inhaled steroids are indicated for non-COVID-19 reasons (e.g., asthma or COPD
exacerbation, or stress dosing in someone on chronic steroids or with known adrenal
insufficiency), they should not be avoided(14, 29, 61, 62, 63, 64, 65, 66, 67)

4.5 Medication review


A review of current medications should be performed for any acutely ill resident
o Review and monitor for any drug interactions
o Discontinue non-essential medications
o Ensure any necessary prn medications are ordered
o Determine which chronic therapies should be held temporarily (e.g., antihypertensive
medications in the context of relative hypotension or psychotropic drugs in the context
of lethargy or hypoactive delirium)
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Note: if medications considered non-essential or potentially harmful in the
context of acute illness are discontinued, it should be flagged to revisit the
potential risks and benefits when a resident is clinically improved
o Metered dose inhalers with a spacer should be used over nebulizers to reduce potential
to generate aerosols
Similar to what should be standard practice when admitting any resident to a LTCH, medication
reconciliation should be performed for readmitted residents to reduce the risk for medication
discrepancy-related adverse events(68, 69)

4.6 Potential co/super-infection
There is no consensus on what circumstances should prompt initiation of antibiotics for possible
bacterial infection in people who are suspected or confirmed to have COVID-19. The true rate of
bacterial co-infection with COVID-19 is unknown, and there is minimal data on the LTCH population at
this time.
One review suggested that the rate of bacterial co-infection in nine studies of patients with COVID-19
may be 8% (62/806), (range 2-17%),(70) though another study suggested that this rate may be higher in
older adults.(71) Important limitations to these studies include variation in the rate and methods of
diagnostic sampling, lack of information on clinical parameters used to determine the relevance of
detected organisms, timing of sampling relative to initiation of antimicrobials, other risk factors (e.g.,
invasive devices) and the setting for co-infection (e.g., ICU), and potential publication bias.






When prescribing antibiotics in this context, consideration should be given to illness severity
and antibiotic risks including QT prolongation, antibiotic-associated diarrhea, Clostridioides
difficile infection, allergic reactions, and propagation of antimicrobial resistance(14, 72)
Antibiotics should not be prescribed routinely in LTCH residents with suspected or confirmed
COVID-19, particularly in cases of mild illness(14)
Empiric antibiotic treatment should be considered for LTCH residents with suspected or
confirmed COVID-19, when there is clinical suspicion for bacterial infection(14)
Remarks:
o Severity of COVID-19 may worsen up to several days after onset of symptoms due to
virus-related hyperinflammation, but this timing is similar to the timing of deterioration
seen with bacterial super-infection
o Bloodwork and imaging may be limited in LTCHs, and airway sampling to diagnose
pneumonia is unlikely to occur
o Many laboratory (e.g., neutrophilia or C-reactive protein) and imaging findings (e.g., lung
consolidation) are not specific to bacterial infection
Empiric antibiotic choice should be based on the suspected clinical diagnosis (e.g., bacterial
pneumonia, urinary tract infection, sepsis), and local guidelines (e.g., for community-acquired
pneumonia) and antibiotic susceptibility data (where available)(14, 29)
o Empiric antimicrobial therapy should be re-evaluated frequently and de-escalated where
possible based on clinical judgment and new information(14, 29, 73)
o If antimicrobials are continued, this should be for the shortest recommended duration
(for most indications, 5-7 days)(72 ,73, 74, 75, 76, 77, 78, 79, 80, 81, 82)
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4.7 Thromboembolism
Patients with COVID-19 are at risk for coagulopathy and this appears to be correlated with disease
severity.(14, 83)




LTCH providers should be aware to monitor residents for signs or symptoms of stroke, deep
venous thrombosis, pulmonary embolism or acute coronary syndrome, and manage according
to resident goals of care, expressed wishes and advance care plans(14)
Mechanical or medical venous thromboembolism prophylaxis can be considered on a case-bycase basis for residents receiving active medical management, with consideration of disease
severity, risks, benefits, goals of care, expressed wishes and advance care plans

4.8 Influenza
When there is local influenza circulation, residents who develop influenza-like illness, pneumonia, or
non-specific respiratory-illness, and are at high risk for influenza complications, should be tested and
treated as soon as possible with a neuraminidase inhibitor (oseltamivir, inhaled zanamivir, or
intravenous peramivir) until results of testing are known(14, 23, 84, 85)

5.0 Palliative care
Palliative care is an approach that aims to reduce suffering and improve quality of life for people who
are living with life-limiting illness.(86) It may occur alongside life-prolonging interventions and involves
active interventions to ensure impeccable symptom management for those who will recover as well as
for those who will need end-of-life care. Palliative care should be person-centred and family-centred.
It is important that LTCHs try to meet the physical, mental, emotional, and spiritual needs of ALL
residents with palliative care needs, regardless of whether they have COVID-19. LTCHs should also be
able to provide quality comfort and end-of-life care for residents with more severe or progressive
COVID-19 for whom transfer for more advanced care in an acute care setting is not appropriate or
consistent with previously expressed and current wishes.
The care that can be provided may be challenged during outbreaks due to staff shortages, and homes
should receive regional support to maintain quality and safe care. If the frequency or intensity of
required care is greater than the capacity that can be provided in the LTCH, particularly when there are
staffing shortages, consideration should be given to whether transfer to another facility is consistent
with the resident’s goals of care and can be safely arranged.
All LTCHs should review their plans for meeting the palliative care needs of residents within their facility
as part of the COVID-19 response.(8, 18, 37, 87) LTCH staff with palliative care experience should be
identified.(18, 87) In the context of the COVID-19 pandemic, it should be anticipated that the need for endof-life care will increase (particularly in the context of outbreaks) and may become more complex.(8, 18, 87)
LTCHs should ensure that they have access to specialized palliative care services for advice in managing
complex cases, including assistance with the development of guidelines for symptom management and
support, and education/training of non-specialists for their use.(8, 87) In many jurisdictions, palliative care
networks may be available to assist with finding palliative care expertise for a given LTCH.
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5.1 Palliative symptom management at end-of-life
Palliative symptom management for COVID-19 includes active interventions to make someone more
comfortable, ideally in familiar surroundings, and may involve addressing a variety of potential issues
such as pain control, breathlessness, nausea, delirium or agitation.
Symptom management guidance typically relies on frequent reassessment every few hours initially to
allow for careful dose titration. In some LTCHs, particularly those experiencing an outbreak, high
frequency of reassessment may not be feasible. In this context, consider a reasonable starting dose and
interval based on age, degree of distress, comorbidities, previous medication use, and renal clearance.
If staff have the training and expertise, many comfort medications can be administered by the
subcutaneous route, and efforts should be made to improve staff competence in the use of
subcutaneous medications. A subcutaneous line can be inserted to allow for repeated access. Multiple
lines can be used with each one being used for a different medication, or a single line can be used for
multiple medications as long as it is flushed with an appropriate volume of saline after each injection
and the site is able to tolerate this volume. Use of continuous subcutaneous infusion systems may be
considered if experienced administrators are present. If staff are unable to administer subcutaneous
medication, then administration via a buccal or sublingual (SL) route can be considered.
Examples of medications that may be used to treat symptoms in residents who appear to be nearing
end-of-life are shown in Table 1. If frequent administrations are needed, the most responsible physician
or nurse practitioner should be contacted for further guidance and consideration of standing rather than
solely as needed dosing. If a resident who has chosen to be cared for in the home without transfer to
hospital experiences severe respiratory distress refractory to the usual medications for symptom
management (Table 1), this is a palliative care emergency. If continuous palliative sedation therapy
(CPST) is needed for refractory symptoms in the imminently dying patient, then consultation with a
palliative care specialist is recommended.(18, 88) This should be done in accordance with approved CPST
guidelines (example guidelines can be found under the Canadian Society of Palliative Care Physicians
Statement on Continuous Palliative Sedation Therapy).(88) Consultation with a palliative care specialist
could be conducted remotely (e.g. by telephone or videoconferencing) if in-person consultation is not
available.(88) Informed consent for CPST must be obtained from the resident or SDM.(88)
Additional resources can be found in the Appendix. Provinces and territories may have palliative care
networks or societies with additional guidance.
Table 1. Medications that may be used for symptom management in residents of long term care
homes (LTCHs) who appear to be nearing end-of-life due to COVID-19
Symptom

Medication

Dose/Route

Frequency

Notes

Fever

Acetaminophen

Acetaminophen
650 mg PO/PR

q4h prn

1) Max <4,000 mg/day; in older
adults with hepatic impairment
or history of alcohol abuse,
suggested max is 3,000 mg/day,
though consider potential benefit
versus risk in a resident near endof-life
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Pain

Acetaminophen

Acetaminophen
650 mg PO/PR

q4h prn

1) Note as above for
acetaminophen

Hydromorphone

Hydromorphone
typical starting
dose: 0.5 - 1 mg PO
OR 0.2 - 0.4mg
Subcut.

q2h prn

1) Convert to standing q4h (use
q6h for frail or older adults) and
prn after 1-2 days when doseresponse and frequency of use
are known

Morphine typical
starting dose: 2.5 –
5 mg PO OR 1 – 2
mg Subcut.

q2h prn

OR
Morphine

2) Higher doses may be needed in
a resident with history of chronic
opioid use; may consider
increasing chronic dose by 2550%
3) Provision of a range of dosing
will help care providers titrate up
or down as needed
4) Doses will need to be adjusted
if converting from PO to Subcut. –
conversion varies between 2:1
and 3:1 (e.g. hydromorphone 2
mg PO may convert to
hydromorphone 0.5-1 mg
Subcut.)

Shortness of
breath

Hydromorphone

Hydromorphone
typical starting
dose: 0.5 - 1 mg PO
OR 0.2 - 0.4 mg
Subcut.

q2h prn

Morphine

Morphine typical
starting dose: 2.5 –
5 mg PO OR 1 – 2
mg Subcut.

q2h prn

Anxiety

Lorazepam

Lorazepam 0.5 - 1
mg PO OR Subcut.
OR SL

q2h prn

N/A

Nausea

Haloperidol

Haloperidol 0.5 - 1
mg Subcut.

q4h prn

N/A

OR

OR

1) Notes as above for
hydromorphone and morphine
2) With COVID-19, shortness of
breath can change quickly and
may require rapid dose titration
until symptoms are managed
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Methotrimeprazine

OR
Olanzapine

Methotrimeprazine
6.25 – 25 mg PO
OR Subcut.

q4h prn

Olanzapine 2.5 – 5
mg PO

Daily +/one
additional
2.5 – 5 mg
PO OR 5
mg ODT
dose q24h
prn

OR
5 mg oral
disintegrating
tablet (ODT)

Hyperactive
delirium or
agitation

Secretions in an
imminently
dying comatose
patient

Methotrimeprazine

Methotrimeprazine
6.25 – 25 mg PO
OR Subcut.

q4h prn

Haloperidol

Haloperidol 0.5 - 2
mg Subcut.

q2h prn

Scopolamine

Scopolamine 0.4
mg Subcut.

q4h prn

OR

OR

OR
Scopolamine
transdermal

Glycopyrrolate

q72h

q4h prn

OR

Glycopyrrolate 0.4
mg Subcut.

Atropine 1%
(ophthalmic drops)

Atropine 1% 1-2
drops SL

q4h prn

1) If the resident is agitated or
restless at the end-of-life, orders
should be written for scheduled
and prn dosing
2) If PO or Subcut. routes are not
an option for medication delivery,
SL lorazepam or olanzapine Orally
Disintegrating Tablets may be
considered
1) It is important to proactively
educate LTCH staff, families and
caregivers that upper respiratory
secretions are often expected and
may be a normal part of the dying
process
2) Evidence suggests medications
used for secretions may be of
limited benefit
3) In an outbreak situation, it may
not be appropriate to use staff
time to administer medication
routinely for secretions, but
consideration should be given to
alleviate family/caregiver distress
(the transdermal patch may be
preferable if available)
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4) For more severe secretions,
consider glycopyrrolate or
atropine


The above table is a guide and not a substitute for clinical judgment. When prescribing any new medication,
resident comorbidities and need for dose adjustment, current medications, potential drug interactions, adverse
events, and known drug allergies should be reviewed. If using 4 or more PRNs in 24 hrs, re-evaluate and
consider titrating up dose and/or frequency.
PO = per os (oral), PR = per rectum, Subcut. = subcutaneous, SL = sublingual

5.2 Mental and emotional needs at end-of-life
LTCHs may need to help dying residents and families/caregivers cope with mental or emotional distress.




Allied health should be engaged to provide emotional support to residents, and grief and
bereavement support or resources for family and caregivers(18)
Isolation and visitor restrictions may limit the ability of families, caregivers and friends to fulfill
mental and emotional needs of residents at the end-of-life and exacerbate residents’ feelings of
distress (see Psychosocial Aspects of Care section)
Family and caregivers should be permitted to provide support to residents at end-of-life and
careful consideration should be given to limiting numbers and contact with others in the home,
while ensuring humane and dignified end-of-life care
o Where this is not possible, consider enabling a resident’s family to see them or say
goodbye from a distance (e.g., from a window)
o Additional support can be provided by enabling video calling with family or caregivers
who are unable to be with the resident due to visitor or long distance travel
restrictions(18)
o Additional resources can be found in the Appendix

5.3 Spiritual care
Persons nearing end-of-life should have access to spiritual support and a representative of their faith
community (e.g., chaplain, rabbi, or other religious leader or spiritual care provider) if desired.


For some persons, spiritual needs at the end-of-life may be as important as physical needs

6.0 Mental health disorders, delirium and responsive behaviours
Chronic mental health disorders are common in residents of LTCHs. Approximately 10-20% have
depression, schizophrenia, or bipolar disorder.(89, 90)


The clinician responsible for the resident’s mental health care and other supports should be
notified when a significant change in the mental status of a resident with a known chronic
mental health disorder is recognized
18

Delirium is common with COVID-19, and may be the first sign of illness.(14, 91) Hypoactive, hyperactive
and mixed delirium are all possible, with hypoactive delirium more common and easy to miss.
Hypoactive delirium related to COVID-19 can present as lethargy, refusal to participate in care, and
refusal to eat and drink.
Responsive behaviour refers to actions, words or gestures (e.g. aggression) exhibited by a person with
dementia, that are often in response to something negative or frustrating in their personal, social or
physical environment. Responsive behaviours in LTCH residents with or without underlying cognitive
impairment or mental health disorders may be more common during the COVID-19 pandemic.(92, 93, 94)
Changes (e.g., IPC measures and visitor restriction) implemented in LTCHs due to COVID-19 may
precipitate or worsen delirium and responsive behaviours, and make it more difficult to address the care
needs of people with delirium and responsive behaviours.
Responsive behaviours can also present a barrier to implementation of IPC measures, and it is important
to plan and prepare for how to address the needs of residents with a history of these behaviours.(94, 95)
LTCH clinicians should enlist the support of geriatricians and geriatric psychiatrists where possible when
faced with challenging situations where non-pharmacologic measures have been unsuccessful.

6.1 Delirium





It is important to consider COVID-19 as the potential cause of any new onset delirium in LTCHs,
particularly if there are any other symptoms consistent with COVID-19, known exposure to
COVID-19, or when there is no other clear cause for delirium
To prevent development of delirium in LTCH residents
o Frequently orient, mobilize (even within room if isolated), maintain hydration, and
provide virtual connection to family, caregivers, or other familiar faces(94, 96, 97, 98)
o Ensure that residents have access to their vision and hearing aids
o Try to maintain usual hygiene and daily routines even when in isolation (while following
best practices with regard to IPC measures to prevent transmission of COVID-19)
o Provide cues as to day and night, such as opening the curtains for natural light if
available or turning on the lights during the day
o Conduct medication reviews to identify inappropriate polypharmacy and identify
medications or recent medication changes that may contribute to delirium risk(99)
To manage delirium
o Try to identify and address the cause of delirium, and do not assume that it is related or
solely due to COVID-19 (e.g., may be pain, constipation, hunger, other causes)(100)
o Assess medications as modifiable risk factors(97)
 Reduce or stop non-essential medications that are known to contribute to
delirium
 Substitute with less toxic alternatives
o Appropriate supportive management of COVID-19 (i.e., oxygen therapy and hydration
where indicated) is the primary treatment for delirium associated with COVID-19(14)
o Continue to provide frequent orientation, ensure sensory aids are accessible, mobilize
when well enough, virtually connect to familiar faces, and adhere wherever possible to
usual daily routines
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o
o

o

o

Use non-pharmacologic approaches for sleep and anxiety, including music or relaxation
techniques where possible(97)
Reserve pharmacologic approaches for residents with severe agitation who risk
interruption of essential treatment or serious harm to themselves or others, or those
who have severe, distressing psychotic symptoms (e.g., hallucinations, delusions)(97, 98)
If medications are needed to manage symptoms of delirium, they should be prescribed
by a clinician experienced and comfortable with assessment and treatment of delirium;
they must always be in combination with non-pharmacologic management, and the
need for any medication should be re-evaluated frequently and discontinued as soon as
possible(98)
Additional resources can be found in the Appendix

6.2 Responsive behaviours









People with dementia may not understand the reason for the changes in their routine and
environment, and they can express their anxiety and distress through responsive behaviours
Some responsive behaviours present a significant risk to the individual or those around them,
(e.g., aggressive behaviours towards staff or co-residents or, in the context of an outbreak,
leaving their room when on isolation and contributing to the spread of COVID-19)(101)
Non-pharmacological strategies to address these behaviours involve thinking about what you
know of the individual (e.g., their likes and dislikes, their capabilities), trying to understand the
meaning of their behaviour, and developing strategies to meet their needs
In residents whose behaviours are largely felt to be related to separation from family or other
supports, consideration should be given to whether these visits could be classified as essential
to prevent unnecessary use of pharmacological or other physical restrictive measures
Wandering of a COVID-19 positive resident into proximity of healthy co-residents represents an
urgent situation and should trigger consultation with mental health, public health, and infection
control supports
Where least restrictive measures have been unsuccessful, strategies to isolate wandering
residents include the use of cohorting of COVID-19 positive residents, close monitoring using
additional staff, and door alarms
If needed, seek outside support for options for pharmacological or physical restraint,
recognizing that these interventions come with risks, thus it is necessary to implement best
practices around monitoring, documenting, and support for safety
Additional resources can be found in the Appendix

7.0 Psychosocial aspects of care
Resident, family/caregiver, and staff need for psychosocial support will increase during the COVID-19
pandemic. This increase may be due to strain on care systems and changing access to health care
resources, strained family care systems due to acute illness, financial worries due to drastic changes in
the economy, introduction of new staff who are unfamiliar to residents, and death of residents or
friends.(8, 14, 93)
IPC measures necessary to prevent and control transmission of COVID-19 in LTCHs may cause distress
for residents and families/caregivers related to restriction of visitors, cancellation of communal activities
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and excursions, and potential resident restrictions on returning to facilities if on voluntary leave during
an outbreak.(8, 14)
LTCH staff may suffer anxiety and concern for personal and family safety due to direct experience or
media coverage of outbreaks, concerns about adequate supplies of PPE, financial concerns and worries
about securing childcare in the context of the COVID-19 pandemic (e.g., school and daycare closures),
and witnessing illness and death in residents.(92) Staff shortages place strain on the ability of those
remaining to deliver quality care and may adversely affect remaining staff members’ psychological
health.
LTCHs should anticipate the increased needs for support and be able to provide or refer residents,
families, caregivers, and staff to appropriate supports or services. Mental health professionals, social
workers, and LTCH directors and administrators with their staff should work collaboratively to support
LTCH residents and other staff.

7.1 Resident and family/caregiver support









Wherever feasible and while abiding by facility and jurisdictional public health guidance, social
interaction and recreational activities should continue
o This may change over place and time dependent on local COVID-19 epidemiology
o In the context of outbreaks or residents who are infected with COVID-19, social or
recreational activities may need to be conducted one-on-one or virtually, and LTCHs
should ideally offer smartphones or tablets and where possible provide free internet
connections to residents during the COVID-19 pandemic(18)
o IPC Note: ideally any electronic devices should be dedicated to a single resident. It is
imperative that any items shared between residents are cleaned and disinfected
between uses for each resident - refer to facility and jurisdictional IPC guidance for
acceptable methods of cleaning and disinfection of specific items
Arrange for regular updates to a family representative
Explore alternative ways to provide support to residents and families when in-person, direct
contact is not possible (e.g., via telephone or video communication)
Where visitation is limited, and physical distancing and other IPC measures can be adhered to,
consideration can be given to permitting families to come to the window of a resident’s room
and show signs, sing, or otherwise communicate with them(93)
Families can be encouraged to send cards or letters, artwork from grandchildren and care
packages, while taking care to ensure that no one within the sending household is ill(93, 102)
Arrange for online viewing of religious services where desired(93)
Additional resources can be found in the Appendix

7.2 LTCH staff support



The presence of engaged and knowledgeable LTCH senior medical and nursing administrators or
directors and their associates who are known to the LTCH staff is important for staff morale
Arrangements should be made with regional support to ensure sufficient staff within the LTCH
to meet the basic daily needs of residents and the enhanced care and treatment required during
an outbreak
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Human resources teams should give consideration to increasing full time positions for staff to
avoid incentives to work in multiple facilities, which may leave these staff more vulnerable to
socioeconomic pressures and at risk for transmitting COVID-19 between facilities(8)
There should be policies and procedures in place to arrange for rapid and respectful removal of
deceased persons from common or shared spaces
Additional resources can be found in the Appendix
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9.0 Appendix
Example emergency medication* list for long term care homes during the
COVID-19 pandemic
Antibiotics
This should be informed by local treatment guidelines and antibiotic susceptibility data (where available)
and may include some or all of the following:
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Amoxicillin-clavulanic acid oral tablets



Cephalexin oral tablets



Levofloxacin oral tablets



Nitrofurantoin oral tablets



Trimethoprim-sulfamethoxazole oral tablets



Ceftriaxone 1 g injectable (inj)

Antidotes


Naloxone inj kit



Epinephrine auto-injector



Glucagon 1 mg/mL inj



Dextrose oral tablets



Diphenhydramine 50 mg/mL inj

Antipsychotics


Haloperidol oral tablets and 5 mg/mL inj



Methotrimeprazine oral tablets and 25 mg/mL inj



Olanzapine oral disintegrating tablets



Quetiapine oral tablets



Risperidone oral tablets

Antipyretics
Acetaminophen oral tablets and rectal suppositories
Anti-seizure medications
Phenobarbital 120 mg/mL inj
Anxiolytics and sedatives


Lorazepam oral tablets and 4 mg/mL inj



Midazolam 5 mg/mL inj

Cardiovascular medications


ASA chewable tabs



Apixaban oral tablets



Metoprolol oral tablets



Nitroglycerin sublingual spray



Warfarin oral tablets
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Corticosteroids


Prednisone tablets



Dexamethasone 4 mg/mL inj

Diuretics
Furosemide oral tablets and 40 mg/mL inj
Insulin
Insulin, rapid acting 100 units/mL inj
Opioids


Hydromorphone oral tablets, elixir 1mg/mL, and 2 mg/mL inj and 10mg/mL inj



Morphine oral tablets, elixir 5mg/mL, and 2 mg/mL or 10 mg/mL or 15mg/mL inj

Respiratory medications


Salbutamol metered dose inhaler



Ipratropium metered dose inhaler

Secretion management


Atropine 1% ophthalmic drops



Glycopyrrolate 0.2 mg/mL inj



Scopolamine hydrobromide 0.4 mg/mL inj

*Formulary elixir or injectable medication concentrations and some formulary restrictions may differ
by jurisdiction. Caution should be exercised when stocking more than one concentration of an opioid,
with clear labeling and separation to avoid errors in administration. Pharmacist consultation is
advised.

Resources list
Note: the following list of resources has been compiled with input from experts in long-term care,
geriatric medicine, palliative care, and geriatric psychiatry. They do not constitute medical advice, and
clinical judgment must be exercised when using any of the attached resources or tools. The Public
Health Agency of Canada cannot verify the accuracy of all statements or recommendations provided in
these resources.

Resources related to resident information


“Meet My Loved One” – A Tool to Help Bedside Care Team Deliver Person-Centered
Compassionate Care During COVID-19

Source: University of Alabama at Birmingham Center for Palliative and Supportive Care
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Resources related to goals of care and advance care planning


Serious Illness Care Program: Reference Guide for Clinicians

Source: British Columbia Divisions of Family Practice (original source Ariadne Labs: A Joint Center for
Health Systems Innovation (www.ariadnelabs.org) and Dana-Farber Cancer Institute. Licensed under the
Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License,
http://creativecommons.org/licenses/by-nc-sa/4.0/);


Serious Illness Conversation Guide (for healthcare providers)

Source: BC Centre for Palliative Care (original source Ariadne Labs: A Joint Center for Health Systems
Innovation (www.ariadnelabs.org) and Dana-Farber Cancer Institute. Licensed under the Creative
Commons Attribution-NonCommercial-ShareAlike 4.0 International License,
http://creativecommons.org/licenses/by-nc-sa/4.0/);


Approaches to Goals of Care Discussions: Resource for healthcare providers

Source: Ontario Palliative Care Network


COVID-19 Resources (as of June 14, 2020, includes Information sheets for patients, including
residents of long term care homes and Substitute Decision Makers about COVID-19 and advance
care planning)

Source: Speak Up Ontario

Resources related to communication


COVID-19 Fact Sheets (as of June 14, 2020, includes fact sheets for the public about COVID-19
infection, its prevention, and management, published in 35 languages)

Source: COVID-19 Health Literacy Project

Resources related to palliative care


Symptom management for adult patients with COVID-19 receiving end-of-life supportive care
outside of the ICU

Source: BC Centre for Palliative Care


Gestion des symptômes respiratoires et de fin de vie chez les patients frêles âgés atteints de
COVID-19 (available in French only) (adapté des lignes directrices du BC Centre for Palliative
Care, avec autorisation) (French symptom management guide for respiratory and end-of-life
symptoms in frail elderly patients with COVID-19)

Source: Regional Geriatric Program of Toronto


Management of Respiratory Distress and End-of-Life Care in COVID-19 Residents in Long Term
Care Homes

Source: Hospice Palliative Care Ontario/ Speak Up Ontario
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Pallium Canada’s COVID-19 Response Resources (as of June 14, 2020 includes online modules
and webinars available to health care professionals across Canada on COVID-19, including
“Palliative Approach to Care in Long-Term Care during COVID-19”)

Source: Pallium Canada

Resources related to mental and emotional needs at end-of-life


Virtual visits:
o

Virtual Visits Toolkit: An organized method for setting up video calls between residents
and their loved ones during the COVID-19 crisis (as of June 14, 2020, includes link to
virtual toolkit and also links to tutorials on setting up Zoom, Skype and Facetime
communications)

Sources: Ontario Association of Residents’ Councils, Family Councils Ontario, and Tech Coaches Inc.


Other resources:
o

Mygrief.ca: Because losing someone is hard (as of June 14, 2020 includes information on
grieving, coping with unexpected loss, managing emotions, and self-care)

Source: Canadian Virtual Hospice

Resources related to delirium


Considerations for preventing and managing delirium in older adults during the COVID-19
pandemic, across the care continuum

Source: Regional Geriatric Program of Toronto


COVID-19 Resources: The Delirium Prevention Toolkit

Source: Hospital Elder Life Program


Stall N, Wong CL. Hospital-acquired delirium in older adults. CMAJ. 2014;186(1):E61.

Resources related to responsive behaviours


P.I.E.C.E.S™ Job Aids – A practical, effective approach to change and continuous improvement
(learning and development initiative that provides an approach to understanding and enhancing
care for individuals with complex physical and cognitive/mental health needs and behavioural
changes)

Source: P.I.E.C.E.S™ Learning and Development Model: Supporting Relationships for Changing Health
and Health Care


Ethical guidance for people who work in long-term care: What is the right thing to do in a
pandemic? (includes consideration of why a resident may not stay isolated in their room and
how you can help someone stay in isolation)

Source: The brainXchange
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Guidance for supporting clients who wander and require physical isolation

Source: Regional Geriatric Program of Toronto


Non-pharmacological Approaches to Support Individuals Living with Dementia Maintain
Isolation Precautions

Source: Behavioural Supports Ontario/Soutien en cas de troubles du comportement en Ontario


Use of Antipsychotics in Behavioural and Psychological Symptoms of Dementia (BPSD)
Discussion Guide: Long-Term Care (LTC) 2nd Edition

Source: Centre for Effective Practice

Resources related to resident and family/caregiver support


COVID-19 Caregiver Tip Sheets (as of June 14, 2020, includes tip sheets on caregiver mental
health, how technology can support caregivers, and connecting socially while keeping a
distance)

Source: The Ontario Caregiver Organization


Mygrief.ca: Because losing someone is hard (as of June 14, 2020 includes information on
grieving, unexpected loss, managing emotions, and self-care)

Source: Canadian Virtual Hospice

Resources related to staff support


Grief and Bereavement Supports for Health Care Workers (as of June 14, 2020 includes links to
a Support Service Line, and online sessions on Emotional, Spiritual & Compassionate Care)

Source: Hospice Palliative Care Ontario


Mental Health and COVID-19: Resources for health care workers during COVID-19 (as of June
14, 2020 includes resources for health care worker mental health and self-care)

Source: CAMH


Pallium Canada’s COVID-19 Response Resources (as of June 14, 2020 includes online modules
and webinars available to health care professional across Canada on COVID-19, including “Role
of Grief and Bereavement in the Care of Health Care Providers and their Families during COVID19” and “The Psychological Impact of COVID-19 on Health Care Providers”)

Source: Pallium Canada


Supports for LTC Team Members during COVID-19 (English and French)

Source: Ontario Centres for Learning, Research & Innovation in Long-Term Care


Long-Term Care Staff: Honouring Grief and Increasing Resiliency (workbook)

Source: Ontario Centres for Learning, Research & Innovation in Long-Term Care
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Provinces and territories should have resources that may help to build resilience in healthcare
providers, including online counseling or support services, mindfulness programs, sleep hygiene
guidance, bereavement supports, and information on occupational health and safety, and
labour legal support
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