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1. DESCRIPTION AND ANALYSIS OF THE ROLE OF THE RESIDENTIAL 
CARE SECTOR FOR THE OLDER-AGE POPULATION (PRE-COVID19) 1

1.1. Trajectory of LTC until the most recent model 

Long-term care (LTC) in Germany is organised as a mandatory insurance sys-
tem (Gerlinger and Rosenbrock 2021), which was introduced in 1995. Bene-
fits are funded by the contributions-based Long-Term Care Insurance scheme 
(LTCI). LTCI covers only parts of LTC costs (Rothgang et al. 2012). Until 2017, 
the characteristics of LTCI were left largely unchanged. From 1995 to 2008, 
LTCI benefits were not increased despite rising costs of LTC goods and servic-
es. Consequently, the purchasing power of LTCI benefits was declining signif-
icantly during this period. Increases in benefits introduced since then have 
not really compensated for this decline in purchasing power. They have not 
only raised the level of benefits but have also been aimed at creating finan-
cial incentives for providing informal care at home by relatives or volunteers 
in order to contain costs for the more expensive care in residential homes. 

However, with effect from 2017, the legal provisions regulating entitlement to 
LTCI benefits were placed on a new basis. Until the end of 2016, a distinction 
had been made between three levels of care based on the severity of the 
health condition and the expected care time required for help with the activ-
ities of daily life. As the definition of “in need of care” only took into account 
the physical deficits, particularly people suffering from dementia were either 
not eligible for LTCI benefits or the level of care provided was insufficient.

Against this background, the definition of “in need of care” and the 
methods adopted to assess individual need have been comprehensively 
changed (Nakielski and Winkel 2017). The previous definition was replaced 
by five care grades based on physical, mental, and psychological disabil-
ities. Accordingly, the condition of being “in need of care” is determined 
by impairments of independence or incapacitation in six fields (modules), 
which are weighted as follows: mobility (10%), cognitive and communica-
tive abilities (15%), behaviour patterns and psychological problems (15%), 
level of self-sufficiency (40%), health restrictions, demands and stress due 
to therapies (20%) and structure of everyday life and social contacts (20%). 
The grade of care continues to be assessed by the independent Medical 
Review Board of the Statutory Health Insurance Funds (MDK resp. MDS).

The extension of eligibility for LTCI benefits has, in sum, considerably in-
creased the number of benefit recipients, predominantly in formal and in-
formal home care. As a result of the outlined reform, expenditure for the 
LTCI scheme increased significantly. Accordingly, the LTCI contribution rate 
was raised. In 2020, it amounts to 3.05% (3.30% for people without chil-
dren) of gross wages (1995: 1,70%). In 2019, 913,237 persons (23.9%) 
received LTCI benefits in residential homes (BMG 2020a).

Aside from costs, in the light of considerable shortcomings reported 
again and again, the quality of LTC is of major concern for the government. 
Accordingly, it has taken a whole series of measures in previous years, e.g.:
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•  A new procedure for quality assurance and quality reporting in res-
idential homes was introduced with effect from 1 November 2019. 

• 13,000 additional posts in LTC have been financed.
•  LTC providers have been required to pay the rates set down in collec-

tive wage agreements 
•  The umbrella organisations representing the various LTC funds, LTC 

providers and municipalities in agreement with the Federal Ministry 
for Health and the Federal Ministry for the Elderly have to develop 
and test a valid, science-based procedure for the calculation of ade-
quate staffing levels in LTC facilities.

1.2. Current arrangements in LTC

LTC in Germany is based on the insurance principle. All citizens are obliged 
to take out LTCI, either the social long-term care insurance (LTCI) scheme or 
a private equivalent. In LTCI, the “long-term care insurance follows health-
care insurance” principle applies, i.e. , in general, all Statutory Health In-
surance (SHI) members are automatically members of the social LTCI and 
all members of a Private Health Insurance (PHI) are members of a private 
LTCI. By the end of 2018, 72.75 million people (around 89% of the popula-
tion) were insured under the social LTCI scheme, while 9.24 million (around 
11%) held a private LTCI policy (BMG 2020b: 1) Social LTCI is financed 
through contributions to be paid equally by employers and employees. In 
2020, the contribution rate is 3.05% (3.30% for childless people) of gross 
wages. Children and spouses with an income of less than €450 per month 
are co-insured at no extra cost.

In contrast to the SHI, the LTCI covers only parts of long-term care costs. 
The amount received varies depending on the care grade and the type 
of benefit provided. As benefits do not fully cover the costs, benefit re-
cipients have to make substantial co-payments. If the persons in need 
of care are not in a position to bear the uncovered costs themselves, the 
missing amount must be paid by social welfare grants, i.e. by the munic-
ipalities. With regard to benefits, there are no differences between social 
and private LTCI. 

According to the law, people are eligible for long-term care if, because of a 
physical, mental or psychological illness or disability, they require frequent 
or substantial assistance with normal day-to-day activities on a long-term 
basis (for an estimated period of six months or longer). All dependent per-
sons (disabled children, adults, and old people) are eligible for the LTCI care 
scheme, irrespective of their age. The benefits of LTCI do not differ between 
regions and are not limited in time.

Long-term care benefits are granted based on a care grade and on the ar-
rangement of care (either at home or in a residential home for the elderly). 
Assistance may be provided for prevention and rehabilitation, i.e. measures 
to overcome, reduce or prevent an increase in the need for long-term care. 
These measures are given priority over care. Home care is also given prior-
ity over residential care. 
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In general, a recipient may choose between three different arrangements: 
care allowance, home care (in kind), and residential care:

•  Care allowance refers to so-called informal care, i.e. the person in 
need of care receives only monetary support, typically lives at home 
and is looked after by close relatives. 

•  Home care (in kind) means that a professional care provider (such 
as a social services agency or home care service) visits the recipient 
regularly at home. The provider is under contract to the LTCI fund and 
is paid directly by LTCI.

•  Residential care refers to a stay in a residential home. The long-term 
care insurance will pay expenses for basic care, social support and 
treatment according to the care level. As with home nursing care, 
people in need of care are responsible for paying the costs of food 
and board.

Besides these core benefits, there are additional benefits provided under 
LTCI, e.g. holiday stand-ins, part-time institutional day and night care, short-
term care, nursing aids and nursing care courses for relatives.

By the end of 2019, around 4.25 million people required long-term care 
(BMG 2020b). Of these, around 0.91 million people were living in residen-
tial homes. Residential homes constitute the most expensive form of care 
and accounts for 29.5% (2019) of total expenditure (BMG 2020a).

On the supply side, the long-term care market in the area of residential care is 
dominated by private providers, both for-profit and non-profit. In 2017, there 
were 14,480 residential homes (BMG 2020b). 43% of which were private 
for-profit establishments, 53% private not-for-profit establishments and 5% 
publicly owned and run. (Statistisches Bundesamt 2018). Around 765,000 
(also mostly qualified) persons are employed in residential homes (Statis-
tisches Bundesamt 2018). More than two thirds of the employees (around 
85% women) work on a part-time basis (Statistisches Bundesamt 2018).

The number of residential homes has increased considerably since the in-
troduction of the LTC insurance. In the meantime, state or municipal facil-
ities play hardly any role in LTC at all. This applies to both outpatient and 
residential facilities. This is mainly due to the fact that under the Long-Term 
Care Insurance Act, non-profit and private providers have priority over pub-
lic providers when concluding LTC contracts (section 11 para 2 Social Code 
Book XI). This applies to both outpatient and inpatient care. No reliable data 
are available on differences in staffing and equipment between private and 
public nursing homes. Nevertheless, it is often assumed that the shortage 
of LTC staff in private for-profit homes is particularly severe for cost reasons.

In contrast to medical care, there exists no procedure for planning the 
availability of facilities required in long-term care. Instead, the Long-Term 
Care Insurance Act assumes that supply and demand will lead to the de-
velopment of a regionally appropriate care infrastructure. However, this is 
far from being the case everywhere. Particularly in disadvantaged regions, 
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there is often a lack of care facilities. As a result, people in need of care 
cannot always be cared for close to their place of residence or have nit ac-
cess to the type of care they prefer.

1.3. Debates around the development of a LTC system

The Long-Term Care Insurance Act (Pflegeversicherungsgesetz) gives prior-
ity to informal care provided by relatives and volunteers in ensuring long-
term care. This is in line with predominantly conservative and liberal ideas 
of a subsidiary welfare state. However, in view of the social changes, it is 
essential to strengthen professional care as well – albeit with the aim of 
reducing the use of the more expensive residential homes as far as possi-
ble. De facto, the federal government is relying on a welfare mix of informal 
and professional LTC. It is largely uncontroversial that such a welfare mix 
is needed to ensure long-term care. Nevertheless, the LTC policies of the 
federal government are subject to fierce criticism by the parties of the par-
liamentary opposition, by welfare associations, trade unions and experts 
from science and practice.

Among experts and health policy actors, there is a broad consensus that 
measures taken in recent years in order to make the LTC profession more 
attractive and to improve the quality of LTC are a move in the right direction. 
Nevertheless, most emphasise that these points are merely to be regarded 
as a first step and that much stronger measures will be needed to tackle the 
challenges in LTC. Criticisms are directed, inter alia, at the following issues:

•  The number of 13,000 additional posts in residential homes is far 
too low. Some actors consider that 50,000 posts are necessary, oth-
ers suggest even 100,000 posts.

•  There is a widespread fear that competition for employees among 
care facilities may intensify, and that LTC may become less attractive 
than health care in hospitals.

•  It remains unclear where the people to fill the jobs in LTC are to come 
from.

•  Some experts point out that the measures taken to increase wages 
(e.g. introduction of a minimum wage for long-term care, efforts to 
apply collective agreements across the board) in long-term care are 
considered by many to be insufficient.

•  Financial incentives to encourage people to provide informal care are 
assessed to be insufficient.

Moreover, some actors object that the government’s policy lacks a clear 
mid-term objective setting out the number of posts to be created over a 
certain period of time.

Debates on the state and necessary reforms of LTC in Germany are certain-
ly intense. However, they are more likely to concern issues that are not or 
only marginally related to the fight against the corona pandemic. These top-
ics include how to remedy the shortage of LTC staff and the general financ-
ing and organization of nursing insurance, especially the financial burden 
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on those affected when using nursing services and the question of creating 
a uniform LTC citizen insurance scheme (and abolishing the traditional sep-
aration into a social and a private LTCI).

1.4. LTC governance 

The legal framework for LTCI is laid down by the federal state, codified in 
the Long-Term Care Insurance Act resp. in Social Code Book XI (Sozialge-
setzbuch XI – SGB XI). It includes the benefits list, the contribution rate 
and the rights and obligations of actors involved such as the Länder, the 
LTC funds, the service providers in home-based as well as in residential 
settings and the people in need of care. Important subject areas are the 
access to care and the quality assurance and the remuneration of servic-
es. According to the regulatory principles of the German healthcare sys-
tem, broad legal stipulations are to be given concrete form in collective 
negotiations and agreements concluded by the actors (LTC funds and LTC 
providers or their associations) and self-administered bodies, which are 
monitored by the state. These agreements and contracts mainly contain 
provisions on remuneration and quality assurance. The service providers 
are primarily responsible for the quality of the services provided, while the 
Länder and local authorities are responsible for providing an adequate LTC 
infrastructure (Gerlinger and Rosenbrock 2021).

Basically, benefit recipients are entitled to receive all services which are “ef-
fective, efficient and do not exceed the threshold of necessity” (section 29 
para 1 Social Code Book XI). Furthermore, the law requires the LTC funds to 
ensure that LTC has to meet the needs of those persons in need of care, that 
the provision of LTC is evenly (“gleichmäßig”) spread geographically and that 
it complies with the current state of knowledge in medicine and care (section 
69 para 1 Social Code Book XI). The Länder are obliged by law to ensure that 
the LTC infrastructure performs well and is efficient and that care facilities are 
available and accessible (section 9 Social Code Book XI). Länder, municipal-
ities and LTC funds are required to co-operate closely in order to ensure LTC 
quality. Full particulars of the planning and promotion of LTC facilities may be 
determined by legislation enacted at Länder level (section 9 para 2 Social 
Code Book XI). In some of the Länder there are legally binding provisions for 
regular reporting on the local or regional state of LTC and LTC planning.

The associations of LTC Funds, LTC providers and municipalities have to 
ensure that expert standards for LTC will be established in order to assure 
and improve the quality of LTC. Expert standards comprise guidelines on 
particular problems encountered in the provision of care (e.g. bedsore 
prophylaxis). These standards are to be based on scientific knowledge and 
independent expertise and are to be continuously updated in accordance 
with the current state of knowledge. Expert standards give concrete form to 
the commonly accepted current state of knowledge in medicine and care 
(section 113a para 1 Social Code Book XI).

The responsibilities of the Länder and of LTC funds notwithstanding, LTC 
providers are responsible for the quality of their services, including quality 
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assurance and improvement (section 112 Social Code Book XI). To assure 
quality, LTC providers are obliged to establish and fine-tune an internal qual-
ity management system and to adopt expert standards (Büscher and Blu-
menberg 2018). Care contracts between LTC funds and LTC providers may 
only be concluded if LTC providers meet these obligations. The Medical Re-
view Board of the Statutory Health Insurance Funds and the corresponding 
service of the private health insurance system are authorized and obliged 
to monitor whether the approved LTC providers meet the legal requirements 
for care quality (section 114a para 1 Social Code Book XI). Moreover, they 
are obliged to counsel LTC providers on quality-related issues to prevent 
quality deficiencies in good time.

1.5. General functioning of the residential care system 

Even though the law gives priority to home care, and here again to informal 
care, LTCI benefit recipients are entitled to free choice of benefit type. The 
most meaningful information on the quality of care in residential homes 
can be found in the care quality reports of the independent Medical Review 
Board of the Statutory Health Insurance Funds (MDS). According to these 
reports, the quality of care in residential homes has, in general, improved 
in recent years (MDS 2017: 28-46), but serious deficiencies are still wide-
spread (MDS 2017), e.g.:

•  In 19.3 percent of home residents for whom measures to prevent 
pressure sores were necessary, the measures were not implemented 
to the required extent.

•  In 7.9 percent of the residents for whom measures to prevent falls 
were necessary, the measures to prevent falls were not sufficient.

•  In 9.2 percent of the residents for whom the question of the supply 
of medication in accordance with doctor’s orders was relevant, the 
documentation did not correspond to the doctor’s orders.

•  In 17.9 percent of the residents requiring pain assessment, no sys-
tematic pain assessment was available.

•  In 5.6 percent of the residents, errors were found in the handling 
of the demand medication.

Surveys of older people in residential homes indicate a very high approval 
and satisfaction with their facility. In the literature, the main reason given 
for the high satisfaction values in the survey is the dependence of the per-
sons questioned on the institution to be assessed. Among other things, a 
connection is also described between membership of a certain generation 
(war and post-war generation) and very positive survey results. This also 
applies to the results from the quality assessments carried out by older 
people. For these reasons, an adequate interpretation of the results of sat-
isfaction surveys is hardly possible (MDS 2017: 46).

Whether and to what extent these and other shortcomings are due to the 
form of ownership of residential homes is assessed differently. Welfare as-
sociations, trade unions and left-wing parties in particular are inclined to see 
a connection between private, profit-oriented ownership and the deficiencies 
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in residential care. This finding notwithstanding, it is also clear that the over-
arching working conditions and low wages in LTC are a significant cause of 
deficits that affect all residential homes regardless of the form of ownership.

The shortage of LTC staff (the “care crisis” – “Pflegenotstand”) is generally 
a major concern for LTC provision in Germany. According to projections, the 
shortfall will range from approximately 263,000 full-time equivalents (best-
case scenario) to almost 500,000 persons (worst-case scenario) by 2030 
(Rothgang et al. 2012: 51-55). However, the shortages vary considerably 
between regions and municipalities and, according to projections, they are 
expected to do so in the decades ahead (Rothgang et al. 2012).

Working conditions in LTC are poor, as the physical and psychological strain 
at work is high, exacerbated by the lack of LTC professionals, and working 
hours are unfavourable (shift work, night work, weekend work) (Schmucker 
2019). In a representative survey of LTC staff, LTC specialists stated that 
they were very often or frequently exposed to the following health burdens 
at work (Schmucker 2019): 

• 69% to working under time pressure (all employees: 56%),
• 78% to heavy physical work (all employees: 30%),
•  48% to the requirement of emotional self-control  

(all employees: 30%),
• 42 % had to make quality sacrifices (all employees: 22%).

At the same time, wages are very low, as well as the social standing of 
the care profession. In 2017, the average gross earnings of an LTC spe-
cialist amounted to € 2.744 per month (LTC assistant: €1.944), while all 
employees earned €3.209 on average (Seibert et al. 2018). For these rea-
sons, working as a care professional is unattractive and the length of stay 
in profession is short. Thus, poor working conditions are the most impor-
tant cause for the care crisis. Moreover, they considerably contribute to the 
shortcomings in the quality of LTC.

The law stipulates that at least 50% of a residential home’s staff has to be 
trained as a LTC specialist (“Pflegefachkraft”), but many facilities do not 
meet this requirement. Particularly private for-profit homes are opposed to 
this provision with reference to the argument that it would exacerbate the 
care crisis. However, the truly underlying motive might be the fear that it 
might cut their profits.

2. DESCRIPTION OF THE EVOLUTION OF THE PANDEMIC IN SOCIETY 
AT LARGE, AND IN THE RESIDENTIAL CARE AND HEALTHCARE 
SECTORS MORE SPECIFICALLY 

2.1. General description of epidemic: detection, scope and some data

The first infection in Germany occurred at the end of January 2020. Patient 
Zero came from China and had come to Germany for professional reasons. 
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He infected 16 other people (Böhmer et al. 2020). The first infection was 
confirmed on 28.01.2020 by the Bavarian State Office for Health. The first 
major outbreak occurred one month later in the district of Heinsberg in 
North Rhine-Westphalia. At a carnival celebration on 15.02.2020, numer-
ous participants presumably got infected from an already infected couple. 
Since the virus was not detected in the couple until 24 and 25 February, 
the chain of infection could not be traced for the first time. Thus, the out-
break in the Heinsberg district can be regarded as a critical event for the 
course of the pandemic in Germany. At the same time, these were the first 
infections in Germany’s most populous federal state. With the notification 
of seven new infections in Saxony-Anhalt on 10 March, the virus had then 
spread to all federal states (RKI 2020a). Until the first week of March, the 
number of daily new infections remained at a comparatively low level with a 
maximum of 187 (on 06.03.2020), only to rise to a maximum of 6,562 new 
infections per day by the 02 April. Since then, the rates began to fall again. 
On 31.05.2020, 178 new infections were still registered (ibid.). 

As of 31 May 2020, the Robert Koch-Institute (RKI), the higher federal 
authority responsible for communicable diseases, reported 181,482 lab-
oratory-confirmed cases of Covid-19 for Germany, corresponding to an inci-
dence of 218 cases per 100,000 inhabitants (here and below: RKI 2020b). 
Of the reported cases, 52% are female and 48% male. A total of 3,697 
cases were reported in children under 10 years of age. This corresponded 
to 2% of the cases (cf. Table 1). In percentage terms, persons aged 10 to 19 
years accounted for 4.5% of the cases, persons aged 20 to 49 comprised 
43%. The age group 50 to 69 years represented 31% of the cases, those 
aged 70 to 89 years 16% and the age group 90+ 2.9%. 

In absolute terms, the two age groups 20-49 and 50-69 thus accounted for 
74% of the cases. The average age of all cases was 49 years, the median 
50 years. Looking at the incidence rates, the highest infection rates were 
found in the highest age group 90+. The R-value and the 7-day R, which is 
reported since mid-May, were estimated to be 1.04 (95% prediction inter-
val: 0.85 - 1.27) and 0.90 (95% prediction interval: 0.82 - 1.01) on 31 May. 
These two measures were also important for political decision-making.

The number of Covid-19 associated deaths in Germany amounted to 8,500 
persons on the reference date (cf. Table 2). This made up 4.7% of all con-
firmed cases and corresponded to 10.2 deaths per 100,000 population. 
An estimated 165,200 persons have recovered. Of those who died, 4,708 
(55%) were male and 3,787 (45%) female. The average age was 81, the 
median 82 years. Of the deaths, a total of 7,308 persons (86%) were over 
70 years of age, whereas the corresponding proportion of this age group 
in the total number of cases is only 19%. During the same period, only 
three Covid-19 associated deaths were registered among persons under 
20 years of age. All of them had previous illnesses (ibid.).

As of June 2, 692 Covid-19 cases were hospitalized, 54.6% of them venti-
lated. Of the 32,180 available intensive care beds, 38.6% were free (Statis-
tisches Bundesamt 2020a)
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Among the cases reported, 25,697 occurred in institutions pursuant to §33 
of the Infection Protection Act (Infektionsschutzgesetz – IfSG). These in-
cluded residential homes, shelters for the homeless, shared accommoda-
tion for asylum seekers and youth detention centres. Of the cases reported, 
16,422 occurred in the case of persons in care/accommodation and 9,275 
in the case staff. As of the cut-off date, 3,700 of the assisted resp. accom-
modated persons had to be hospitalised, 3,240 died. Among staff the fig-
ures were 391 and 48 persons respectively (ibid.). In its daily management 
report for the period from 4 to 15 April 2020, the RKI spoke of an accumu-
lation of reports of outbreaks in old people’s and residential homes with 
a comparatively high number of deceased persons. According to the RKI, 
reports of such outbreaks continued thereafter, and the number of deaths 
also remained relatively high. As of 31 May, 12,826 of the cases reported 
under §23 IfSG occurred among employees of medical facilities, such as 
hospitals, medical practices, dialysis facilities and emergency services.

An online survey conducted by the University of Bremen showed that, ex-
trapolated to the federal level, 60 percent of all deceased persons in need 
of care came from residential homes or nursing services. However, their 
share of the total number of people infected is only 8.5 percent. Half of all 
deaths occur in residential homes and thus represent the most important 
place of COVID-19 deaths (Götz 2020).

Looking at the regional distribution, Bavaria, North Rhine-Westphalia, 
and Baden-Württemberg are the federal states most affected by the 
pandemic. Bavaria recorded 46,917 cases and 2,450 deaths by 31 
May, Baden-Württemberg 34,718 cases and 1,748 deaths and North 

Table 1: COVID-19 cases by age group in years (31.05.2020, 0:00 hours)

Age 0-9 Age 10-19 Age 20-49 Age 50-69 Age 70-89 Age 90+ Total

Cases 3,697 8,083 78,503 56,663 29,226 5,193 181,482

Source: Robert Koch-Institute (2020b)

Table 2: COVID-19 deaths by age group (in years) and sex (data available for 8,495 deaths; 31.05.2020, 0:00 hours)

Sex Age 0-9 Age 10-19 Age 20-29 Age 30-39 Age 40-49 Age 50-59 Age 60-69 Age 70-79 Age 80-89 Age 90-99 Age 100+

Male 2 6 14 49 218 590 1,286 1,999 539 5

Female 1 3 6 18 72 211 616 1,807 1,008 45

Sum 1 2 9 20 67 290 801 1,902 3,806 1,547 50

Source: Robert Koch-Institute (RKI) (2020b)
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Rhine-Westphalia 38,000 cases with 1,599 deaths. The incidence was 
thus 358 cases/100,000 inhabitants in Bavaria, 314 cases/100,000 in-
habitants in Baden-Württemberg and 212 cases/100,000 inhabitants in 
North Rhine-Westphalia. Hamburg reported the highest incidence in Ger-
many amounting to 276 cases/100,000 inhabitants. In contrast, the three 
states with the lowest population density, Mecklenburg-Western Pomera-
nia (69EW/km2), Brandenburg (84EW/km2) and Saxony-Anhalt (109EW/
km2), reported incidences as low as 47, 130 and 77 cases/100,000 in-
habitants (ibid.).

The test results for Germany by the RKI were not published daily, but in 
weekly reports (here and below: RKI 2020c). Therefore, the cut-off date for 
the data reported below, was 02 June. Up to this date, 1,576,205 tests with 
results have been carried out in Germany. Of these, 94.9% were negative 
and 5.1% positive. The number of tests carried out in the federal states 
varied between 384,206 (North Rhine-Westphalia) and 1,068 (Saarland). 
The proportion of positive tests was highest in Baden-Württemberg with 
6.7% of 127,329 tests and lowest in Mecklenburg-Western Pomerania with 
1.4% of 8,347 tests. A total of 1,270,455 people were tested. Of these 
35.8% are male, 43.3% female and 20.9% are not assigned. The share of 
positive tests was 5% for male persons and 4.4% for female persons. In 
the age groups of 0 to 4-year-olds and 5 to 14-year-olds 1.9% and 3.3% of 
the tests were positive. This proportion was highest in the 35 to 59 and 60 
to 79 age groups, at 5.2%. I a chronological perspective, the proportion of 
positive test results was highest in calendar weeks 13 and 14 with just un-
der 10%. Subsequently, this share dropped continuously to approx. 1.25% 
in week 22.

2.2. The effects of the epidemic on the healthcare system 

Hospitals

Based on preliminary key figures, the number of hospitals in Germany 
amounted to 1,925 and the number of hospital beds to 498,352 in 2018 
(Statistisches Bundesamt 2020b). The political measures in response to 
the Covid-19 pandemic aimed at preventing hospital overload to ensure an 
adequate medical treatment of SARS-CoV-2 patients, including those with 
a severe progression (Busch 2020). The number of intensive care beds and 
ventilation facilities has been increased in reaction to the pandemic and 
was expected to continue to rise according to a defined hospital emergency 
plan of the federal government and the federal states (Deutsches Ärzte-
blatt 2020a). The average occupancy rate of intensive care beds before the 
corona crisis was between 70 and 80% (DKG 2020a). At the end of May 
2020, the occupancy rate was 63.9%, with Covid-19 patients accounting 
only for a small proportion (Morcinek and Wolf 2020).

In a resolution passed by the Federal Government and the heads of govern-
ment of the German Länder on 12 March 2020, hospitals were ordered to 
suspend all plannable admissions and operations for an indefinite time-pe-
riod, as far as medically justifiable. This measure was intended to expand 
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ventilation and intensive care capacities (Bundesregierung 2020a). As ca-
pacities for the treatment of Covid-19-Patients increased, it lead to con-
siderable economic losses for the hospitals, because planned treatments 
were not carried out and many beds remained empty due to the lack of 
Covid-19 patients (DKG 2020b). The severity of this effect differs between 
hospitals. Some with few infected patients recorded a significantly lower 
utilization rate than other hospitals with many infected patients (Deutscher 
Pflegerat 2020).

In order to help hospitals to cope with the loss of revenue, the German 
Parliament, the Bundestag, passed the COVID-19-Entlastungsgesetz (COV-
ID-19 Relief Act). However, the German Hospital Federation criticised the 
measures as being insufficient and not covering the accruing costs (DKG 
2020b). Around 75% of the hospitals stated that the compensation pay-
ments were insufficient (DKG 2020c). Due to free capacities and the stable 
situation regarding new Covid-19 infections, regular operations in the hos-
pitals were gradually resumed from the beginning of May onwards (Osterloh 
2020: A-921). Nevertheless, the aim was not to fully utilise capacities in 
the months ahead in order to maintain the ability to react quickly in the 
event the infection rates rise again (DKG 2020a).

But even in daily operation, the epidemic put an additional economic bur-
den on hospitals. The consumption of materials and the cost of purchasing 
e.g. protective equipment rose considerably. The consumption of materials 
like masks, gloves, etc. as well as the cost for purchasing the protective 
equipment rose considerably due to the pandemic (Deutsches Ärzteblatt 
2020b). These costs were not sufficiently covered (DEKV 2020). Insuffi-
cient equipment can lead to avoidable Covid-19 infections in patients as 
well as in staff. Since mid-April, a daily average of more than 230 doctors 
and nurses in hospitals, retirement homes or nursing services have been 
infected with SARS-CoV-2 (Berndt and Kunkel 2020), sometimes resulting 
in isolation of patients and staff and even the closure of wards. In addi-
tion, a survey of 622 general hospitals conducted by the German Hospital 
Institute (Deutsches Krankenhaus-Institut – DKI) found that the pandem-
ic would result in additional bureaucratic work due to the high time and 
personnel requirements. Other problems included a lack of consideration 
of existing differences between the hospitals, higher costs for longer treat-
ments, coordination problems between the individual federal states and 
personnel problems (Blum et al. 2020).

An analysis Research Institute of the general local health insurance funds 
(WIdO), the German Interdisciplinary Association for Intensive and Emer-
gency Medicine (DIVI) and the Technical University of Berlin shows that 
one fifth of the Covid-19 patients (22%) admitted to German hospitals 
between the end of February and mid-April 2020 died. The mortality rate 
for ventilated patients was 53%, for non-ventilated patients only 16%. A 
total of 17% of patients were ventilated. Especially older patients have a 
very high mortality rate. In the age group of 70 to 79 years 27% and in the 
age group of people aged 80 years and older 38% died (AOK-Bundesver-
band 2020).
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Emergency Medical Services

Another important part of the German health care system affected by the 
pandemic are the emergency medical services. In addition to everyday 
emergencies, they are increasingly involved in transporting patients with 
a SARS-CoV-2 infection to hospital care. At the peak of the epidemic, fore-
casts indicated that the capacity limits had been reached or even exceed-
ed, inter alia due to the rising number of emergency patients and the loss 
of sick staff (BAND 2020).

Outpatient Care

The corona virus placed an additional burden on the already busy standard 
care of medical practices. A sufficient medical treatment has to be ensured 
even in times of pandemics, as e.g. patients with chronic diseases need to 
rely on continuous treatment by their family doctor. The medical practices 
therefore had to react quickly and act innovatively to separate patients with 
COVID-19 related symptoms from other patients who needed treatment 
(KBV 2020a). From March until the end of May 2020, patients with mild 
upper respiratory tract symptoms or suspected infection could call in sick 
leave for up to 14 days presenting themselves to their GP in person. Thus, 
the risk of infection was reduced (KBV 2020b). Enabling the possibility of 
unrestricted video consultation hours was another measure to reduce the 
risk of infection and enable ongoing treatment (KBV 2020a).

However, in addition to the organisational barriers, the practices were also 
affected by the economic consequences. As a result of the corona crisis, 
many patients stayed at home out of fear or solidarity, even those in need 
of treatment (KBV 2020a). This led not only to potential undersupply of 
patients, but also to financial losses. According to a nationwide survey of 
professional associations and the SHI accredited doctor’s associations and 
dentist’s associations the number of visits to specialists fell by up to 80% 
(Löwenstein and Heinzle 2020). In addition, there was also a great lack of 
protective equipment. As a result, some doctors’ practices had temporarily 
to be closed, as the safety of the employees could not be guaranteed and 
infections among the staff had occurred. In addition to state intervention 
(cf. Chapter 3.1), the SHI accredited doctor’s associations (Kassenärztliche 
Vereinigungen – KVs) also attempted to provide the practices with protec-
tive materials on their own initiative through direct procurement, appeals 
for donations and distribution campaigns (KBV 2020c). According to their 
statements, the Federal social health insurance accredited doctor’s asso-
ciation (KBV) and the individual KVs were able to procure about 12 million 
FFP2 masks (KBV 2020d).

According to information provided by the KBV on 13 May 2020, surveys 
confirmed that the general practitioner is the first point of contact in cases 
of suspected COVID-19. Furthermore, there were already various regionally 
organised measures in place for patients suffering from COVID-19. These 
were, for example, mobile services for home visits, home visits by special 
COVID-19 care physicians, home visit duty schedules on demand, two daily 
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calls to patients, video and telephone consultation hours and a digital net-
work with the health authorities. It should also be mentioned that without 
well-functioning outpatient care, many more patients would have had to be 
admitted to hospitals (KBV 2020e). Even on the peak of infections, in April, 
about 85% of COVID-19 Patient were treated in an outpatient setting, only 
11% were treated in hospitals (KBV 2020d).

Retirement and Residential homes

Residential homes were particularly affected by the epidemic, as residents 
belong to the risk group and the number of corona cases in residential 
homes increased (cf. 2.1) (Rattenhuber 2020). A complete contact ban 
was never possible because the residents are in need of care. Moreover, 
cognitive limitations, such as dementia, mean that they cannot always 
grasp the situation. For these reasons, residential homes needed special 
protection measures, both for the residents and for the staff. However, the 
daily work routine was very stressful for the LTC staff due to the lack of 
protective clothing and breathing masks (Langendorf 2020). Furthermore, 
due to risen prices and reduced availability, the residential homes were 
also insufficiently equipped with protective materials (Rattenhuber 2020). 
The consequences ranged from staff absences to the isolation of entire 
residential homes. The loss of staff due to Covid-19 infections further exac-
erbated the existing shortage of personnel (Bach 2020). 

Since the residents of the residential homes represent a high-risk group, 
a ban on visiting the residential homes had been introduced. Although the 
measures have meanwhile been relaxed – the single Länder decide on in-
dividual measures – the number of visitors is still kept to a minimum. The 
relaxations aim at helping residents to return to some kind of normality 
(Deutsches Ärzteblatt 2020c: 28). However, the German Nursing Trade 
Association warned against opening up inpatient LTC for visitors too quick-
ly and called for a better LTC staffing, for a better provision of protective 
equipment, for more tests and a concept for the slow opening of residential 
homes (DBfK 2020a).

Ambulatory LTC

Outpatient LTC services are an important pillar in the maintenance of the 
care system in Germany and they also came under pressure due to the 
pandemic (DBfK 2020b). The demand for outpatient services continued to 
rise during the crisis, as did the risks for those in need of care and for LTC 
staff (Caritas 2020a). There were also problems with the supply of protec-
tive equipment, and outpatient care services did not have a high priority in 
terms of supply. According to the German Professional Association for Nurs-
ing Staff on 18 March, the care of patients could no longer be guaranteed in 
the worst case scenario due to a lack of protective clothing, so that patients 
would have to be admitted to hospitals for further treatment (DBfK 2020b).

LTC in particular was hit hard during the time of the corona crisis. The 
German Professional Association warned of increasing psychological 
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stress and even trauma among nursing staff (DBfK 2020c). Caritas 
Deutschland, a major not-for-profit peak organization, continued to call 
for more Covid-19 tests for employees, people in need of care and people 
with disabilities, as these groups of people were particularly vulnerable 
(Caritas 2020b).

2.3. The epidemic in the public and political debate 

The political debate on how to deal with the pandemic in Germany is based 
on a relatively stable and broad consensus. The vast majority of the pop-
ulation supports the course of the federal government. Only a very small 
minority denies the scientific knowledge about the virus and pandemic and 
calls in public protests for all measures to be abolished. 

There is also a broad consensus among the parties represented in the Ger-
man Parliament (Bundestag). Within the government formed by the con-
servatives (Christian Democratic Union and Christian Social Union) and 
the social democrats (SPD) there is no significant party-political dissent. Of 
those parties in opposition, the liberal party (FDP) urges that restrictions 
on economic activity and civil liberties should always be examined for their 
proportionality. Time and again, liberal economic voices have opposed the 
broad parliamentary compromise and warned of the economic damage 
caused by the measures. The Green Party support the government’s course 
in principle, but warn that this pandemic induced economic crisis must now 
be used to transform into a sustainable economy. Only the AfD (Alternative 
for Germany), a right-wing populist party, firmly rejects the government’s 
measures, but has no concepts of its own.

The media debate regarding possible health consequences of the pandem-
ic on the German population started at the end of February 2020, when 
large parts of northern Italy were sealed off. Previously, the main part of 
the debate concentrated on the expected economic consequences of the 
crisis. With the first deaths at the beginning of March and a rapid increase 
of deaths in western Germany, the focus shifted to the capacities of the 
health care system. It did not last long until the highly vulnerable group of 
people in need of long-term care got in the centre of attention. The closed 
proximity to each other in the residential homes makes it extremely difficult 
to control the spread possible infections.

With reference to inpatient LTC the media coverage concentrates on three 
main subjects, which have been taken up numerous times by the high-
est-circulation media organs. Firstly, it referred to the insufficient supply of 
protective materials for LTC staff (breathing masks, protective suits, protec-
tive goggles, disinfectants). Secondly, a debate followed about the question 
which methods should be taken to effectively seal off residential homes to 
prevent the possible spread of the virus. Thirdly there were debates on the 
expected financial implications of the coronavirus crisis in the LTC sector. 
The question was how the additional burdens on the insurance system and 
the additional burdens especially on the LTC staff could be financially com-
pensated. 
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At the end of March 2020, the “Süddeutsche Zeitung”, which may be char-
acterized as left-liberal, reported according to representatives of employers 
and employees that there was a massive lack of protective clothing, and 
particularly of respiratory masks (Rattenhuber 2020). One central problem 
were the rapidly rising prices for breathing masks. In the same issue, the 
“Süddeutsche Zeitung“ commented that residential homes should not be 
neglected in the distribution of breathing masks compared to hospitals and 
that state institutions should guarantee fair distribution. At the same time, 
the liberal-conservative “Frankfurter Allgemeine Zeitung” (FAZ) noted that 
there was a lack of disinfectants and breathing masks and in consequence 
many of the nursing staff have already been infected (FAZ 2020: 1). The 
reports on the lack of protective clothing were often affirmed by referring to 
two significant outbreaks of Covid-19 in residential homes in Würzburg and 
Wolfsburg, where several residents died. The second topic was the isola-
tion of the residential homes and their residents. Residential homes were 
early considered as possible hotspots. On 22 March, the German Federal 
Government decreed a far-reaching restriction of social contacts. Then a 
general ban on visiting retirement homes followed, according to which it 
was strictly prohibited for residents to leave. Previously, some of the federal 
states had already prohibited the access of people to residential homes. 
Since the middle of May, these restrictions and the visiting ban have been 
being relaxed in some federal states. Later, in the light of disparate meas-
ures adopted by the Länder, debates focused on the question whether and 
in how far the German federalism is suitable for an effective containment of 
infections. Fears of a “race” to loosen the measures have been expressed 
and thus a decline of acceptance in the population.

One of the most controversial measures was the strict isolation of people 
in the residential homes. Although there is consensus that the infection 
protection must succeed, the negative consequences of such isolation 
occupied a large part of the debate. For example, at the beginning of 
April, a gerontologist warned in the conservative newspaper “Die Welt” 
that the isolation of residents lead to several psychological and physical 
conditions (Hofmeier, Bodderas and von Haaren, 2020: 5). Accordingly, 
psychological problems such as depressive states, sleep disorders, loss 
of appetite and other risks with, potentially, life-shortening effects, are to 
be expected. 

Many newspapers dealt with the ethically important question of the accom-
paniment of dying in the residential homes. The “Süddeutsche Zeitung”, for 
example, reported on the limitations of the dying culture in the institutions 
(Ott 2020: 5). In this emotionally exceptional situation, some homes made 
exceptions to the visiting ban in order to allow a dignified personal farewell. 
The Federal Government’s Commissioner for Nursing Care made clear that 
human dignity is to be respected especially in the dying process and that 
therefore no blanket visit bans are acceptable. (Szent-Ivanyi 2020: 3).

Together with the bans on entering the retirement homes, a stop of admis-
sions was also imposed in many federal states. At this point of the debate 
it was argued that the coronavirus crisis has aggravated many already ex-
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isting problems in the LTC system in general (Burger 2020: 2). This was 
initially evident in the lack of protective materials and – in many cases 
–inadequate staffing. Structural shortcomings grabbed attention as the 
admission stops have increased the pressure in the ambulant LTC sector: 
Several hundred thousand seniors are cared for in their homes by eastern 
European migrant workers. Due to the Easter holidays and the subsequent 
border closures, which prevented many of them from crossing the borders, 
there was a considerable shortage of personnel in ambulatory LTC, which 
could not be compensated for by inpatient LTC.

A final point of discussion, which hitherto has played a major role, is the 
financing of the additional costs in the LTC sector caused by the epidemic. 
The political decision to set up a „rescue-fund“, that guaranteed the full fi-
nancing of the additional corona-related expenditure was received positive-
ly. Some typical cost centres for homes were temporary suspended, such 
as the usual quality checks or certain minimum personnel requirements. 
As well, the proposal of granting employees a one-time, tax-free special 
payment met with broad support. Most commentators felt that this sym-
bol of appreciation, might turn out to be a disappointment, if no structural 
improvements for the employees in the LTC sector would follow in the near 
future (Rossbach 2020: 4).

In general, in the field of established quality journalism in Germany, there 
are no diametrically opposed views on how to deal with the pandemic in 
the field of long-term care. The debate unanimously noted an intensification 
of existing problems, especially regarding protective equipment and per-
sonnel. The pros and cons of visiting bans were intensively discussed. The 
increasing differences in the handling of the crisis by the Länder has been 
an ongoing issue of debate. 

The general dispute is primarily between the Länder that tend to be less 
affected by the pandemic and those with high infection rates. For example, 
in most eastern German Länder, where the infection rate was low, there 
were at times considerable relaxations. With the beginning of autumn and 
the seasonal rise of infections the conflicting perceptions and strategies 
levelled off again. The measures are coordinated and adapted in regular 
meetings between the Chancellor and the Prime Ministers of the Länder. 
Here again, the dispute rakes rather place between the Länder, based on 
differing infection rates and their perceived need for specific measures 
than between the political parties. 

3. DESCRIPTION AND ANALYSIS OF THE MEASURES ADOPTED TO 
ADDRESS THE IMPACT OF THE PANDEMIC ON THE RESIDENTIAL 
CARE SECTOR FOR THE OLDER-AGE POPULATION 

3.1. Background of preparedness for the Crisis

The Robert Koch-Institute is the central federal institution for disease de-
tection and health reporting. It develops the nationwide pandemic plans 
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and collects the nationwide data on notifiable diseases. In addition to the 
RKI, the Federal Office for Civil Protection and Disaster Assistance (Bunde-
samt für Bevölkerungsschutz und Katastrophenhilfe – BBK) is another fed-
eral authority entrusted with tasks of analysis of danger prevention in the 
field of public health. In a risk analysis paper on civil protection presented 
to the Parliament in January 2013, the authors warned of the possibility of 
an extraordinary epidemic with a hypothetical viral pathogen from the virus 
family Coronaviridae (Deutscher Bundestag 2013).

The first concrete steps towards the development of a National Influenza 
Pandemic Plan were already initiated by the Federal Government in the 
early 2000s (here and below: RKI 2017). The RKI was commissioned by 
the Federal Government to develop a National Pandemic Plan based on 
the recommendations of the WHO. The plan has regularly been revised and 
updated, for example, to implement the findings from the H1N1 influenza 
pandemic in 2009. The main objectives of the pandemic plan are to reduce 
pandemic-related morbidity and mortality, to ensure care for ill people, to 
maintain essential public services and to provide the public with reliable 
information in a pandemic (ibid.).

The federal pandemic plan takes into account the federal state structures 
in of Germany and is modified into individual plans by the respective Länder, 
taking into account regional differences. The 16 Länder play a key role in 
combating the pandemic due to their prime responsibility in the area of in-
fection control. It is the public health service of the federal states and their 
local authorities, together with other local administrative bodies, which are 
responsible for the containment of pandemic situations. Furthermore, the 
federal states are a central link in the system of Federal Health Monitoring 
(Gesundheitsberichterstattung des Bundes).

The National Pandemic Plan of the RKI contains explicit planning aids for 
inpatient LTC (RKI 2017: 55f). The recommended measures aim at the 
protection of staff and residents, with the goal of ensuring the provision 
of care. In the event of a pandemic, organisations need to establish an 
appropriate spatial separation of sick and non-sick persons. In the event of 
illness, parenteral nutrition and oxygen administration may be necessary, 
especially for persons in need of care. The RKI demands that the residen-
tial homes prepare themselves accordingly. Regarding disposable gloves as 
well as protective masks, even stockpiling is recommended.

LTC staff showing influenza-associated symptoms should be removed from 
the workplace. If this leads to staff shortages, it should be examined wheth-
er other workers, such as trainees, can be integrated into the care system 
(RKI 2017: 55). Generally, the RKI recommends vaccination of personnel 
in inter-pandemic phases and vaccination in acute pandemic phases, pro-
vided that a vaccine is available (ibid.). Retirement and residential homes 
should train their staff on a regular basis, especially regarding the proce-
dures and stricter hygiene measures in case of a pandemic. The RKI pub-
lished its own catalogue of recommendations on hygiene measures in the 
event of an influenza pandemic (RKI 2010).
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In a publication submitted in March 2020, the RKI amended the National 
Pandemic Plan with specific recommendations and measures to cope with 
the SARS-CoV-2 pandemic (RKI 2020d). In addition to the recommenda-
tions for the surveillance of the pandemic, this supplementary plan mainly 
contains recommendations on infection hygiene, which also explicitly re-
fers to providers of inpatient long-term care (RKI 2020d: 11). Based on the 
National Pandemic Plan, infection-preventing, and measures of contact-re-
ducing are listed first. In the event of an infection, these include, inter alia, 
the use of single-bed rooms, the reduction of community activities and, if 
necessary, cohort isolation measures. For the staff, training courses are 
recommended and, in the event of possible danger, a ban on activities un-
der the Infection Protection Act should also be considered (ibid.). Further-
more, the RKI points out that the individual institution is responsible for the 
stocking of protective clothing.

Additionally, there are several recommendations for LTC staff on behaviour-
al measures such as hand hygiene, cough labels, but also specific rules of 
conduct for intersectoral contact, for example with members of the emer-
gency services during patient transport. As far as protective clothing is 
concerned, nursing staff should wear gloves and a face mask during care 
measures (RKI 2020d: 11). If possible, the patient should also wear a face 
mask during transportation. The disinfection measures are also listed in 
detail. Disinfection of hands, surfaces and wiping should be carried out 
with viricidal disinfectants. The RKI recommends the daily disinfection of all 
contact surfaces in the vicinity of the resident and each time after the com-
pletion of care measures. Furthermore, the recommendations state that 
related equipment and medical devices should be disinfected. Dishes and 
laundry should be done as usual. The handling of waste is also addressed.

Due to several legal obligations, long-term inpatient care facilities are re-
quired to document internal procedures for infection hygiene in the form of 
so-called hygiene plans (Hygienepläne) to protect residents and staff (RKI 
2005). Both the Infection Protection Act and the Home Act (Heimgesetz) 
as well as the Social Code Book V (Sozialgesetzbuch V) – in its sections on 
quality management requirements - demand comprehensive measures to 
ensure infection protection (RKI 2005: 1063f).

The following aspects must be considered in these internal hygiene plans 
(Bales and Baumann 2003; RKI 2005):

• risk analysis of the institution’s-specific infection hazards,
•  comparison of individual risks and corresponding risk-minimizing 

measures,
• determination of the concrete risk minimizing measures,
•  methods for the appropriate monitoring of compliance with the risk 

minimising measures,
•  determination of the of periods in which the institution’s internal 

hygiene plan is reviewed and updated,
•  determination of the documentation method of the hygiene plan 

and the training of the staff.
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The hygiene plan is to be created by an internal team of employees, the 
so-called Hygiene Commission, and if necessary, in consultation with the 
respective local health authority (RKI 2005: 1064).

During the SARS-CoV-2 pandemic, a considerable divergence in the han-
dling and application of hygiene plans between facilities has been observed. 
Thus, in addition to many well-prepared facilities, quite a few also showed 
considerable difficulties in dealing with the pandemic. Despite the legal 
obligation to maintain institution-specific hygiene plans in long-term care, 
problems arose because the plans either did not exist or were only rudimen-
tarily developed. This was aggravated by the fact that staff were too seldom 
trained in these cases. A further obstacle was the fact that LTC in Germany is 
provided to a considerable extent by assistant staff, who have received little 
or no training in dealing with infectious diseases compared to professionals.

In addition to these shortcomings in quality, there was also an insufficient 
supply of protective clothing in quantitative terms. Inpatient LTC facilities 
were experienced in dealing with minor incidents of infection, which, like 
norovirus, were often limited to the institutions themselves. A pandemic 
situation with a veritable external threat of infection was beyond their range 
of experience. This circumstance, coupled with the economic pressure to 
increase efficiency, led to an undersupply of protective clothing in the long-
term care, which quickly became a nationwide problem. It was not only the 
stocking of protective equipment that was quantitatively insufficient, but 
also the staffing itself. Across Germany there is a shortage of skilled work-
ers in nursing care for the elderly (Bundesagentur für Arbeit 2020: 16), 
which has not yet been effectively defused despite many countermeasures 
taken in recent years. The pandemic hit an LTC system that was partly un-
der-equipped in terms of structural quality, and that was not always able to 
provide the necessary human and material resources needed to cope with 
the SARS-CoV-2 pandemic.

The lack of equipment, especially the insufficient stockpiling of protective 
materials, is also an epiphenomenon of an overarching restrictive budget-
ary policy. About ten years ago, the Federal Republic of Germany and its 
member states committed themselves to reducing budget deficits and ex-
tensively limited new depts. Although this ‘austerity culture’ only indirectly 
affects long-term nursing care, but – in combination with the increasing 
importance of economic efficiency criteria – it has led to comprehensive 
cost avoidance strategies, especially of storage costs.

3.2. General Impact of the Epidemic on the Residential Care Sector 
and Policy Responses

The pandemic has confronted residential homes with numerous challeng-
es: The already tense personnel situation was exacerbated, and protective 
equipment was lacking. Quarantine and isolation measures had to be im-
plemented while ensuring continued medical care where needed. It was im-
portant to counteract isolation of the residents and in some cases a partial 
or even complete evacuation of homes was unavoidable.
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The problem of shortages in care professionals (cf. 1.5) was further exac-
erbated by the corona crisis. Infections of staff with SARS-CoV-2 and quar-
antine regulations lead to increasing absences of employees in LTC. The 
importance of protective equipment and disinfectants has also increased 
considerably because of the pandemic. Protective materials, which were 
readily available before the pandemic, have become more difficult and 
cost-intensive to obtain during the pandemic. An alliance of important organ-
izations and associations of the nursing sector, the “Alliance for Good Care” 
(Bündnis für Gute Pflege), therefore demanded to give top priority to the pro-
vision of protective clothing (Bündnis für Gute Pflege 2020). The BMG react-
ed by changing the otherwise common procurement procedure to be able to 
purchase masks and protective equipment at short notice (here and below: 
BMG 2020c). By the end of March, more than four million masks had been 
purchased via the so-called open-house procedure and been distributed to 
the Länder and the SHI-accredited doctors’ associations (KVs). These were 
then responsible for further distribution to doctors’ practices, hospitals and 
residential homes. In addition, there will be an increased focus on domestic 
production of protective masks in the future. Thus, up to 3.2 billion masks 
and up to 14 million protective clothing produced in Germany will be avail-
able by the end of 2021. The federal government will receive a total of 233 
million FFP2 and 63 million surgical masks via the open-house procedure. 
By the end of 2021, the federal government has thus contractually secured 
a total of around 1.7 billion FFP2/KN95/FFP3 masks and around 4.2 billion 
surgical masks. Around 964 million protective masks of all categories have 
already been delivered to the target addressees or are in the possession of 
the federal government (as of 29 June 2020).

As of July, the German health care system is equipped with sufficient protec-
tive materials. Occasional bottlenecks in supply are caused by distribution 
problems between the federal government, the federal states, individual 
municipalities and the residential homes (Interview BMG 2: 59:10).

In the course of the pandemic, bans on visits and in some cases on ad-
missions to residential homes were introduced by the single Länder from 
mid-March onwards in order to protect residents from infection. These 
measures included almost total bans on entry and were comparable be-
tween the federal states, but not uniformly designed. 

In addition, an amendment to the Occupational Safety and Health Act 
(Arbeitsschutzgesetz – ArbSchG) enabled the single Länder to increase 
maximum daily working hours to up to 12 hours, to reduce the change in 
personnel and thus the risk of infection. This measure has been in force 
until the end of July (BMAS 2020). Additionally, no quality checks will be 
carried out at residential homes until the end of September 2020. All phys-
ical assessments by the Medical Review Board of the Statutory Health 
Insurance Funds have been suspended and replaced by document- and 
telephone-based assessments (MDK 2020).

Other general measures are also largely the responsibility of the individual 
Länder. For example, the Bavarian State Ministry of Health and Nursing 
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established a committee of experts for long-term care, including represent-
atives of the nursing profession. The aim is to identify the problems from 
a nursing perspective and to develop joint solution strategies (StmGP Bay-
ern 2020). Individual state nursing chambers and federal states have also 
launched a call for voluntary nursing professionals to improve staffing levels 
in the short term. In addition, the Länder concerned have found solutions to 
enable the commuting of foreign medical and paramedical personnel from 
neighboring countries.

Notwithstanding legal regulations and recommendations of the Federal 
Government and the Länder, the individual residential homes were re-
quired to take their own initiatives to deal with the Corona pandemic in the 
best possible way. For example, the residential homes had to provide room 
capacities in order to be able to comply with quarantine regulations in case 
of infection (Interview BMG 1: 29:44). Furthermore, the residential homes 
had to try to make room to store protective materials, as many homes do 
not have enough storage space available (Interview BMG 2: 20:06).

The problems and uncertainties of the residential homes in dealing with 
such a dynamic situation can be illustrated with an example: In some cas-
es, the staff was asked to bring sufficient clothing and articles of daily need 
(Hygiene, towels, etc.) for three weeks, in case the facility was quarantined 
due to increased infections (Interview BMG 2: 20:06). Such a case never 
occurred, but in several cases residents of residential homes had to be par-
tially or completely evacuated and distributed to other residential homes, 
because care could no longer be guaranteed due to staff shortages (Inter-
view BMG 2: 15:12).

The specific measures provided limited coverage of the national pandemic 
plan described above. Problems arose primarily in terms of spatial separa-
tion once there was an increase in infections in a residential home. It was 
also difficult for individual residential homes to stockpile protective materi-
als due to lack of space. It can be assumed that staff were not sufficiently 
trained to deal with such a pandemic and that those responsible on site 
were often overwhelmed (Interview BMG 1: 31:15).

There were also problems in communicating legal regulations from the fed-
eral and the Länder level to local authorities and residential homes. For 
example, there were some exceptions to the ban on visits, e.g. to enable 
relatives to accompany a dying family member. However, these were often 
not applied due to the lack of information in individual residential homes 
(Interview BMG 2: 23:54). The individual residential homes being ultimate-
ly responsible often lead to a very cautious behaviour of the management. 
To avoid infection was the highest priority for many managers, and the re-
sulting negative consequences for residents and relatives were sometimes 
serious (Interview BMG 2: 28:04).

In order to enable social contact despite the visitation bans, alternatives 
to personal visits were used, such as conversations over the garden fence, 
at the window, during a walk, via video calls using Skype or WhatsApp, 
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and simply by telephone. The Volkssolidarität carried out various projects 
in its residential homes. Tablets were purchased for communication with 
relatives, entertainment services were developed, and streaming services 
and e-learning portals were made available (Volkssolidarität, 2020.) Fur-
thermore, telemedical care was increasingly used for medical care in the 
residential homes (Interview BMG 1: 18:38).

Since mid-April, the Bundeswehr has also been supporting residential 
homes at their request in containing the SARS-CoV-2 pandemic within the 
framework of so-called administrative assistance. The legal basis is Art. 35 
para. 1 of the German Basic Law (Grundgesetz). The Bundeswehr listed a 
total of 90 cases of administrative assistance (as of 03.08.2020) in resi-
dential homes (Bundeswehr 2020). Most of these cases involved support 
services, which were described as “personnel support”, “material support” 
or “provision of infrastructure” (Bundeswehr 2020). Press reports indicat-
ed that in residential homes, this includes support for nursing or non-nurs-
ing measures (e.g. distribution of meals, making beds) in the event of staff 
shortages, but also the provision of protective equipment or support with 
disinfection measures. In addition, there are numerous media reports of 
similar support measures by civil protection facilities, e.g. from the Federal 
Agency for Technical Relief (Technisches Hilfswerk – THW) or the German 
Red Cross. Civil protection experts were, and still are, involved in numerous 
local and regional committees to coordinate measures to contain the SARS-
CoV-2 pandemic. However, the extent of support cannot be quantified.

Concerns and fears about the impact of the measures taken on the men-
tal and social health of residential home residents were addressed by the 
Federal Commissioner for Nursing (Bundesbeauftragter für Pflege) at an 
early stage. Hundreds of requests for help from relatives in this regard were 
received between March and May (interview BMG 2). In general, the re-
strictions made to prevent infection were considered necessary by the re-
sponsible associations, even taking into account the negative side effects. 
Individual associations, such as the Sozialverband VdK Deutschland e.V. 
and the Federal Association of Non-Statutory Social Welfare Organisations 
(Bundesarbeitsgemeinschaft der freien Wohlfahrtspflege) also addressed 
the negative effects of visitor bans at an early stage and called for relaxa-
tions. The continuous testing of visitors, residents and employees should 
be able to guarantee the safety of all and must be financed accordingly 
(BAGfW 2020, VdK 2020). It was only in the course of general relaxation 
that this position was taken up by other associations – stressing the need 
for financing by the public sector.

From the beginning/mid-May, the visiting bans were released individually 
under certain conditions set by the respective federal states (Bundesregi-
erung 2020b). This was not always well received but was also strongly crit-
icised by individual nursing bodies. The lack of protective equipment and 
the mandatory preparation and implementation of visiting concepts were 
enormous challenges for the residential homes. For the implementation, 
the federal states as well as some nursing bodies have drawn up measures 
and recommendations for the development of the visiting concepts. How-
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ever, the responsibility for the implementation lay with the individual resi-
dential home. As a result, residential homes in a single community used 
different measures. The different solution strategies of the individual resi-
dential homes thus lead to injustice towards those in need of care.

The lifting of the visitation bans has increased the risk of infection for those 
in need of care and residential home staff. Individual federal states have 
therefore carried out random tests in residential homes. At the end of 
March, for example, an initiative of the members of Paderborn Practice Net-
work (Praxisnetz Paderborn e.V.) identified positive cases through extensive 
testing (RKI 2020d). The Federal Government was therefore called upon to 
initiate more tests for the risk groups and reacted shortly afterwards with a 
new test regulation. The aim of the new directive is to provide comprehen-
sive testing for persons without symptoms who are at risk of becoming par-
ticularly vulnerable to SARS-CoV-2 infection, either themselves or for others 
(BMG 2020d). With backdated effect from 14 May, residential homes and 
nursing services could thus carry out tests independently of the cases that 
have occurred. Prior to 14 May, the costs were only covered by the statutory 
health insurance scheme when symptoms occurred.

Regarding the political reactions to the crisis, it should first be noted that 
the federal states are responsible for protecting public health. Although the 
competence to adopt some legal framework provisions lies with the federal 
government, these provisions (e.g. the Infection Protection Act) require the 
approval of the Bundesrat, i.e. the chamber of the Länder, and also open up 
a variety of independent options for the Länder. The Federal Government 
saw this division of competences as an obstacle to rapid nationwide inter-
ventions to contain infectious diseases in particular, and therefore tried 
to expand its relevant competences accordingly. Against this background, 
at the end of March the Bundestag passed the Act for the Protection of 
the Population in the Event of an Epidemic Situation of National Signifi-
cance (Gesetz zum Schutz der Bevölkerung bei einer epidemischen Lage 
von nationaler Tragweite), which represents an amendment to the Infection 
Protection Act (BGBl. I: 587). It gives the Federal Minister of Health, for a 
limited period of time, the authority to take measures to protect the popula-
tion and to guarantee the provision of health care to the population by stat-
utory order. The prerequisite for this is that the Bundestag has established 
an epidemic situation of national importance (§ 5 IfSG). The resulting com-
petences of the Federal Minister of Health (§ 5 para. 2 IfSG) cover a wide 
range of actions (e.g. provisions on cross-border travel, on reporting and 
examination obligations, on ensuring the supply of medicines) and explicitly 
include the right to adapt, restrict or suspend provisions applicable to res-
idential homes (§ 5 para. 2 no. 8a-c IfSG). To this extent, this law includes 
a strengthening of the federal government’s powers vis-à-vis the Länder, 
but also vis-à-vis self-administration in nursing care insurance. However, 
the Länder were certainly careful to safeguard their interests and compe-
tences in the legislative process (Interview BMG 1) and have succeeded in 
weakening more far-reaching plans of the Federal Ministry of Health. All in 
all, one can speak of a moderate centralization of competences to contain 
an “epidemic emergency”.
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In Germany, the operation of residential homes and the quality of the care 
services provided there are subject to statutory framework regulations of 
the federal government (Heimgesetz), which are specified by legislation at 
state level. The states are also responsible for monitoring compliance with 
these regulations. In addition, the legal provisions of the Long-Term Care 
Insurance Act - constituting the Social Code Book XI, which also gives the 
states a number of options for structuring the system, apply throughout 
Germany. Monitoring compliance with provisions under the Long-Term Care 
Insurance Act is the responsibility of the MDK, which is organized at state 
level. Finally, with regard to the containment of the SARS-CoV-2 pandem-
ic, measures under the Infection Protection Act have gained considerably 
in importance. In this respect, the Länder have the competence to shape 
the federal legal framework independently, a competence they have made 
extensive use of during the SARS-CoV-2 crisis, too. The local health authori-
ties are responsible for monitoring compliance with these regulations. How-
ever, the legal bases mentioned, and the resulting powers of control apply 
to all residential home operators, i.e. irrespective of whether the residen-
tial homes operators are public, non-profit or private organizations. Insofar, 
the SARS-CoV-2 crisis has not led to any major shifts in the distribution of 
responsibilities between the public and private sector. One can, however, 
speak of an increase in the importance of public regulation inasmuch as 
the Länder, on the basis of the Infection Protection Act, issued a large num-
ber of detailed regulations specific to residential homes, which also apply 
to private residential homes, which operate the vast majority of residential 
homes and residential home places. The extent to which this was also ac-
companied by an increase in the density of checks on (private) residential 
homes by (public) institutions cannot be determined on the basis of the 
available data.

Residential homes have been imposed contact restrictions by legislation 
at the state level. The actual application of these provisions is general-
ly a responsibility of the residential homes themselves, with the effects 
described above. Medical care - although residential homes may employ 
doctors as employees (§ 119b SGB V) - is in most cases not provided by 
employed doctors in the residential homes, but rather by registered doctors 
or medical care centres (Medizinische Versorgungszentren – MVZ). Bans or 
restrictions on visits also applied to external service providers of residen-
tial homes, including doctors. In a nationwide online survey of residential 
homes, only 5.7% of the responding institutions stated that they grant un-
restricted access to external service providers, while 27.7% did not allow 
access and 66.6% only in exceptional cases (Wolf-Ostermann and Roth-
gang 2020: 24). Among the residential homes that were hit harder by the 
pandemic, the proportion of homes that did not grant access rose to 38.5% 
(ibid.). The case of the city, the district and the Würzburg health authority 
caused a furor: in order to limit the number of contacts between doctors 
and residential home residents, they made provision for one doctor, who 
had previously treated many and the majority of patients in a home, to be 
responsible for the entire home, while at the same time excluding all other 
doctors from providing care in this home. This limited on the one hand the 
individual’s right to free choice of doctor and on the other hand the doctor’s 



GERMANY ℅ 27

◂  back to table of contents

right to free exercise of his profession and was sharply criticized by the 
umbrella organization of doctors working in outpatient care of the statu-
tory health insurance, the National Association of Statutory Health Insur-
ance accredited Physicians (KBV). Some federal states (e.g. Lower Saxony) 
provided tablets to residential homes to enable residents a telemedical 
consultation with doctors. The intersection between residential homes and 
medical care has barely been addressed in the pandemic plans. The online 
survey mentioned above shows that only a few facilities purchased special 
software to enable residents to have a medical video consultation or on-
line visit (Wolf-Ostermann and Rothgang 2020: 28-29). However, a good 
three-quarters of all facilities procured additional software to counteract 
the isolation of home residents and enable contact with relatives or friends 
(ibid.: 28).

With respect to the role and importance of relevant actors in the devel-
opment and implementation of policies, several aspects are relevant. For 
example, the BMG included the LTC insurance funds and LTC associations 
in the political discussion rounds at the federal level right from the start, for 
example, in order to decide on the financing of additional protective meas-
ures (protective clothing, masks, gloves, etc.) and contact reduction meas-
ures as early as the beginning of March, which were then also incorporated 
into legislation (Hospital Relief Act – Krankenhausentlastungsgesetz). The 
Federal Ministry, in close coordination with the Länder via the Conference 
of Health Ministers, can be regarded as a central actor in this regard. There 
was also broad agreement among the Associations of Non-Statutory Social 
Welfare and other providers of retirement and residential homes about the 
necessity of the measures taken to protect against infection, and corre-
sponding decisions were taken at joint conferences at federal level. At the 
municipal level responsible for implementation, however, levels of informa-
tion on current regulations and possible exemptions varied greatly (e.g. on 
terminal care). The fact that actors from professional nursing associations 
were not represented in the municipal crisis committees – in contrast to 
doctors and representatives of residential home operators – was criticized 
both by the associations and by the Federal Commissioner for Nursing (In-
terview BMG 2: 16:44). Overall, the membership of such bodies at the mu-
nicipal level was very heterogeneous (ibid.). The individual house rules of 
each home operator also permit deviations. Accordingly, the actual design 
of the visit regulations varied within the nationally uniform framework. It 
ranged from a strict closure of the facility to others to the organization of 
protective measures and equipment that enabled relatives to visit the res-
idents regularly (Interview BMG 2: 23:54). Particularly at the beginning of 
the pandemic, the lack of protective equipment and the preparation and 
implementation of visit concepts were perceived as challenges by the as-
sociations of providers. However, legal uncertainties and unwanted media 
interest may also have played a role in the sometimes very restrictive in-
terpretation of visit regulations for individual facilities (Interview BMG 2: 
28:04 / 32:53).

In the course of the pandemic, and particularly as a result of the relaxation 
of the visitation bans, the first lines of conflict between individual actors 
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have become apparent. While many stakeholders support the relaxation in 
principle, but safeguarded by extending testing, representatives of residen-
tial homes and professional associations for nursing have taken a critical 
stance in this regard (cf. 2.2).

Looking at the development of the pandemic over time in a European 
context, the actions of the Federal Government and the other actors at 
Federal and Länder level cannot be described as proactive. Despite the de-
velopments in Italy, Spain and France, the potential extent of the crisis for 
Germany was initially underestimated. However, when the pandemic man-
ifested itself in Germany as well, all relevant actors, under the leadership 
of the BMG, responded in anticipation and at an early stage by adopting 
relatively far-reaching and strict measures that enabled Germany to con-
tain the spread of the virus relatively well. The good equipment of inpatient 
intensive care units, including ventilation facilities, as well as the good lab-
oratory capacities that were already available before the pandemic were 
certainly helpful. Overall, the ad-hoc measures taken (contact restrictions, 
procurement of protective equipment, containment scouts, creation of ad-
ditional intensive care capacities, etc.) can be considered very effective. 
Furthermore, initial measures have also been initiated to address the struc-
tural deficits in the public health service and long-term care revealed by the 
crisis (cf. 3.3).

3.3. Case Analysis 

Regardless of the coronavirus crisis, institutional LTC will continue to gain in 
importance in Germany. The demographic development, or more precisely 
the ageing of the population, continues. Especially from the mid-2030s on-
wards, large cohorts of baby boomers will significantly raise the number of 
people in need of LTC. The numbers will grow from the current 3.7 million 
recipients of social LTC insurance benefits to over 5 million in 2050 (Jacobs 
et. al. 2019: 11). The number of people receiving inpatient long-term care 
will almost double (ibid.).

In addition to the foreseeable increase of LTC recipients, the socio-struc-
tural and socio-cultural change of individualisation also continues to pro-
gress. This fact does not suggest that a disproportionate increase in the 
use of ambulatory long-term care is to be expected. On the contrary, due 
to the flexibility and mobility requirements of the modern labour market 
and especially due to the labour market participation of women, the po-
tential and willingness of family members to provide care for their parents 
or grandparents themselves is dwindling throughout the population. These 
demographic and social developments will increasingly direct long-term 
nursing care into the inpatient sector, even though outpatient care of peo-
ple in need of care by relatives and nursing services will continue to play a 
major role.

The SARS-CoV 2 pandemic has revealed structural weaknesses in the in-
patient system of German long-term care. Among the most striking crisis 
phenomena, the causes of which, however, can be traced back to the time 
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before the pandemic, are the shortage of personnel in long-term care and 
the inadequate provision of protective equipment for staff. The pandemic 
acted as a catalyst for these two problems, making it obvious to large parts 
of the public, that these problems have taken on serious proportions. This 
applies above all to the lack of professionally trained nursing staff in inpa-
tient long-term care, which in part questions the resilience of the system. 
The shortage of personnel in professional nursing is evident in all areas of 
the health care system and can only be solved by substantially strengthen-
ing and upvaluing the nursing professions.

Regarding other epidemiological, infectiological experiences as well as les-
sons from the organisation of health and care provision during the coro-
navirus, such as the lack of stockpiling of protective clothing, antiquated 
reporting chains etc., it can be assumed that these aspects will be incorpo-
rated in a revised version of the National Pandemic Plan. Similar to the situa-
tion after the H1N1 pandemic, aspects will be supplemented and identified 
omissions addressed in an amendment. Thus, concrete specifications in 
the plan on the quantity and quality of the material to be stockpiled can be 
expected. Overall, the revised plans are likely to stronger emphasize long-
term care facilities. This is likely to manifest itself, among other things, in an 
increased density of infectiological guidelines. Especially the problems with 
inadequate or insufficiently developed and trained hygiene plans should be 
considered in such a nationwide amendment of the pandemic plan and its 
regional specific details.

The lack of professional protective clothing, the scarcity of these goods and 
their limited and high-priced availability on the free market will probably 
lead to national or Europe-wide production capacities that have been out-
sourced to the East Asian region for years (cf. 3.2).

The strengthening of the local public health services will supposedly be 
one of the most far-reaching long-term changes in Germany, which can 
be directly linked to the SARS-CoV-2 pandemic. Already during the peak 
phase of the pandemic, the local health authorities were provided with ad-
ditional personnel resources to monitor and contain the infection. It can 
be assumed that the public health service in Germany, which has been 
neglected for decades, will be substantially increased in personnel and its 
technical infrastructure modernised.

Furthermore, several smaller developments outside the classical instru-
ments of pandemic control are to be expected. On the one hand, telemed-
ical care of people in need of long-term care in inpatient facilities is likely 
to become more important. On the other hand, the controversies about the 
long-term reorganisation of medical care for people in retirement and resi-
dential homes will be fuelled again.

At this point it should be noted that no fundamental changes in the institu-
tional setting are to be expected in the long-term care regime. Individual ac-
tors, such as the public health service, will be upgraded and strengthened 
and needed amendments will be made to the pandemic plans. There are 
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no substantial reforms, in the sense of a restructuring of responsibilities in 
the long-term care system, to be expected.

3.4. Examples of developments in specific care homes

The responsible persons in the residential homes immediately realized the 
particular danger posed to the residents by the SARS-CoV-2 pandemic, be-
cause the average age of the residents is high and many residents have 
pre-existing conditions. This resulted in the obligation to adopt or to draw 
up special guidelines and rules for handling the virus. There was no need 
for an external reference to this. However, there were also fears among the 
nursing staff that they themselves could become infected. With regard to 
the residential homes as a whole, there was a strong fear that the SARS-
CoV-2 pandemic and its consequences would expose the deficiencies in 
inpatient long-term care, especially the severe shortage of staff (Interview 
BMG 2).

The residential homes, with whose nursing services an interview was con-
ducted, are integrated into a central quality management system of the exe-
cuting agency (not for profit). Within this framework, an immediate reaction 
was taken and consultations were held on emergency plans and suitable 
measures, e.g. if an employee or resident became infected. The residential 
homes were able to draw on their own hygiene plans, which in some points 
had to be adapted to the special risks of SARS-CoV-2 infection. The employ-
ees were informed immediately and were thus able to adapt their working 
procedures. The legal provisions of the federal government and the Länder 
concerned provided the framework for their own actions. In addition, the 
current guidelines and recommendations of the Robert Koch Institute, the 
highest specialist institution for the containment of infectious diseases in 
Germany, were always followed and observed very closely, e.g. when infor-
mation about suitable protective equipment was required. In dealing with 
practical issues, the responsible persons asked the local health author-
ity (Gesundheitsamt) for support, especially for information, which was 
reported to be very helpful indeed. In addition, the responsible body for 
the residential homes (Heimaufsicht) set up a corona hotline to which the 
individual residential homes could direct their questions about corona con-
tainment. The residential homes were also able to contact the health insur-
ance funds, the Medical Review Board of the Statutory Health Insurance 
Funds and the home supervisory authorities. But most importantly, they 
were supported by the local health authority and the recommendations of 
the Robert Koch Institute. The local health authority had also set up a coro-
na hotline for the residential homes. SARS-CoV-2 crisis teams were set up 
at local and municipal level to address topical, practical issues of local pan-
demic control. Actors from the long-term care sector criticized the fact that 
they were not always represented on these committees (interview BMG 2).

In the residential homes with which an interview was conducted, infections 
of nursing staff and residents occurred. After the positive finding, it was 
initially unknown whether other nursing staff or residents had been infect-
ed. As a first measure, all residents were isolated in their rooms. Common 
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meals and activities were stopped. Furthermore, the nursing service man-
agement tried to limit a change of caregivers as much as possible, but this 
goal could not be fully achieved due to shift work. Furthermore, all workers 
were required to wear full protective equipment (full-body coats, gloves, 
mouth and nose cover with an FFP-2 mask) throughout working hours. A 
complete ban on visiting the home was also imposed on the residents. 
There was neither further training for the nursing staff nor the regular qual-
ity checks. Only the residents and the nursing staff remained in the resi-
dential home, apart from the family doctors, who continued to have access 
to the residential home. Exceptions were only made for terminal care and 
for residents who could no longer be mobilized due to their disabilities. In 
these cases, visits to the room were also possible. 

The ban was later relaxed and converted into a restricted visiting system. 
Visitors must confirm with their signature that they do not have any infec-
tious diseases. Visits to rooms are still prohibited. Only walks in the open 
air (outside the house) are allowed. In addition, appointments must be 
planned and all visits had to be documented. The nursing services inter-
viewed have not closed their home to new admissions of people in need of 
care. However, rules were also developed for new admissions: the patients 
concerned had to undergo a test and then be quarantined for 14 days, after 
which they were tested again.

The general practitioners and on-call doctors of the Association of Statu-
tory Health Insurance Physicians have been very cooperative towards the 
residential home staff and have carried out tests very quickly. However, it 
should also be emphasized that medical care in residential homes is gen-
erally considered to be in need of improvement (Interview BMG 2). Persons 
infected in hospital were kept in protective isolation there and were not sent 
back to the residential home until after the end of their stay. In general, 
after a hospital stay, people have to be kept in protective isolation for seven 
days in a residential home. The fact that infected people needed hospital 
treatment did not occur in the nursing services interviewed. If an infection 
was detected, all relatives and all nursing staff in the residential home were 
informed. After the infections were detected, all residents and caregivers 
were tested in accordance with the legislation.

The implementation of measures was not always easy. The isolation of the 
residential home residents in their rooms was particularly difficult. This 
caused particular problems when these measures affected dementia pa-
tients. It was also difficult to ensure the continuity of care by one or as 
few nursing staff as possible. Here the problem arose that at times almost 
all activities (including housekeeping and sometimes even cleaning the 
rooms) were carried out by the nursing staff, only to limit the number of 
different contacts with the home residents. The reactions of the relatives to 
the isolation were very different. Many had sympathy for the isolation meas-
ures, but some did not. Nationwide, the psychological stress caused by iso-
lation became an important issue for residential home residents (Interview 
BMG 2). The nursing staff called relatives weekly to inform them how the 
elderly people in the residential home were doing. In the later course of the 
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pandemic, the residential homes purchased trays to enable the residents 
to contact their relatives via video. In this respect, support from the nursing 
staff was necessary because the people in need of care were overwhelmed 
with the handling of the technology.

However, the residential homes dealt with the visit bans and their relaxa-
tion in very different ways. These differences, often between residential 
homes that were in close proximity to each other, could not be justified 
objectively and were often criticized as arbitrary by those involved (Inter-
view BMG 2). Also, exceptions to the ban on visits were not always followed 
by the residential homes (Interview BMG 2). When weighing up interests, 
some residential homes gave priority to legal security, i.e. avoiding the risk 
of infection, and thus came into conflict with the wishes of residential home 
residents and their relatives (Interview BMG 2). Overall, there were consid-
erable differences in the way the pandemic was handled between the fed-
eral states, the municipalities and the residential homes. In this respect, 
better coordination of action is needed (Interview BMG 2). It is not possi-
ble to make general statements about differences in the quality of care 
depending on the respective institution. The majority of residential homes 
are likely to have fulfilled their responsibilities, some may not. Good or bad 
residential homes existed with all providers (Interview BMG 2).

Emergency care for the children of LTC staff members also posed difficul-
ties, as many of them are mothers whose children could not go to school 
or to the day-care centre for weeks on end. In some cases, LTC staff mem-
bers were in quarantine and were not allowed to use public transport to 
get to the residential home, so they had to be picked up from home by taxi 
or private car. This caused considerable organizational problems for the 
residential homes. In some residential homes, the lack of personnel in the 
residential homes also had a negative effect.

There were bottlenecks with protective equipment at the beginning of the 
pandemic, e.g. when ordering mouth-and-nose protection and disinfectants, 
but not later. There was no external support from civil protection facilities 
or the German Armed Forces (the German army) in the residential homes 
surveyed. In Germany, too, it probably played only a minor role (Interview 
BMG 2) The Medical Review Board of the Statutory Health Insurance Funds 
(MDK) and the residential home supervisory authority have suspended the 
regular checks on the quality of care in residential homes until 30 Septem-
ber 2020. However, occasional reviews (e.g. in the event of complaints by 
residents or relatives) will continue to take place. The residential home su-
pervisory authority has intensified the examination of SARS-CoV-2-related 
measures in residential homes in the later course of the pandemic.

Overall, the residential homes with whose nursing services an interview 
was conducted felt that, despite all the difficulties, they were quite well 
prepared for the pandemic. This assessment is in partial contradiction to 
the overall impression across the country, according to which many homes 
were experiencing considerable problems after all (Interview BMG 2). One 
head of nursing services was of the opinion that Germany reacted too late 
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to the pandemic. When the reports of the outbreak in China reached Ger-
many, entry from the risk areas should already have been prevented. She 
also expressed the conviction that a further complete lock-down in the res-
idential home, especially the isolation of the residents, would no longer be 
reasonable and feasible.
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