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Health care services for older people in COVID-19 pandemic times – a 

Nordic comparison 

Key points: 
 

• It is important to learn from how the COVID-19 outbreak in 2020 affected the 
municipal health and care services’ ability to achieve principal goals within care 
for older people. 
 

• The pandemic had a more negative impact on the services’ ability to promote an 
active and social life, than on their ability to promote or enhance mental and 
physical health. 
 

• Measures that can improve opportunities for an active and social life during a  
pandemic situation should have high priority, particularily within home-based 
care. 
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Health care services for older people in COVID-19 pandemic times – a 

Nordic comparison 

Abstract 

Objective: To explore the Nordic municipal health and care services’ ability to 

promote principal goals within care for older people during the COVID-19 

pandemic. 

Design and setting: Two surveys were conducted among managers of municipal 

health care services for older adults in Denmark, Finland, Norway and Sweden; 

the first around 6 months into the pandemic (survey 1), and the second around 12 

months later (survey 2).  Data were analysed through descriptive statistics, and 

multiple regression (OLS). 

Subjects: 1470 (survey 1, 2020) and 745 (survey 2, 2021) managers. 32 % in 

home care, 51 % in nursing homes, 17 % combined.  

Results: In all countries the pandemic seems to have had more negative impact 

on  eldercare services’ ability to promote an active and social life, than on the 

ability to promote or enhance older people’s mental and physical health. The 

regression analysis indicates that different factors influence the ability to promote 

these goals. Managers within nursing homes reported reduced ability to promote 

mental and physical health and an active social life to a significantly lower 

degree than managers of home care. The effect of three prevention strategies 

(lock down, testing, and/or organisational change), were explored. Organisational 

change (reorganize staff and practice, restrict use of substitutes) tended to impact 

the units’ ability to promote a social life in a positive direction, while lock down 

(areas, buffets etc) tended to impact both the ability to promote mental/physical 

health and a social life  in a negative direction.  

Conclusion: Measures that can improve opportunities for an active and social life 

during a pandemic should have high priority, particularily within home-based 

care.  

Keywords: primary health care, eldercare, older people, COVID-19, pandemic, 

managers, Nordic countries.  
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Introduction 

The Nordic countries share many similarities in their health care services for older 

people[1]. Yet, they in many respects reacted differently to the outbreak of the COVID-

19 pandemic. While the Swedish national health authorities, for instance, hesitated in 

their recommendation of tough preventive measures for the municipal health care 

service, or favoured optional or less restrictive approaches [2], Denmark, Finland and 

Norway implemented a strict set of measures at an early stage [3,4]. The pandemic also 

had different consequences for older people in these countries. Sweden experienced a 

much higher disease burden than other Nordic countries, where the proportion of 

COVID-19 cases among people 80+ was about twice that of the other Nordic countries. 

Much public debate has been devoted to the differences between these neighbouring 

countries in both COVID-19 strategies and outcomes for various groups of the 

population, including older people in need of care [2].  

In this paper we examine how managers of health care services at the municipal 

level in Denmark, Finland, Norway, and Sweden evaluate their service or unit’s ability 

to sustain or promote principal goals within care for older people during the pandemic, 

and which factors that may explain variations between the four countries. We draw on 

two sets of survey data, one set from the first half year after the outbreak of the 

pandemic, and the second almost one year later. In these sets of data, we look 

specifically into how the outbreak affected the possibility of maintaining key principles 

within active and healthy ageing.  

Health care services and age-friendly strategies in the Nordic countries 

Over the last decades, principles involved in the strategy ‘active and healthy ageing’ has 

been vital to meet challenges due to an ageing population in western countries [5]. In 
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the Nordic countries, the ageing population is also a key issue in these countries’ 

welfare policies, yet with somewhat different strategies chosen [6-8].  

The Nordic countries expect a doubling of the proportion of people aged 80+ by 

the year 2060, from four to eight per cent, which is expected to provide substantial 

challenges within several areas, health care service delivery included [6]. The strategies 

for active and healthy ageing in all the Nordic countries consists of four areas: Age 

friendly places/communities, intergenerational housing and meeting places, prevention 

of loneliness and social isolation, and active and healthy ageing through welfare 

technology [6].  

Norway differs somewhat from the other Nordic countries because the country 

has an explicit strategy for an age-friendly society, whereas the other Nordic countries 

integrate ageing related aspects in different parts of their welfare policy areas such as 

care, housing and labour market. In Sweden, strategies involved in care for older people 

are driven from national regulations and specific values that to a large extent allow 

municipalities to decide how services and support should be provided, while in 

Denmark and Norway the national health authorities (Sundhedsstyrelsen and 

Helsedirektoratet) have played a more active role in the strategy for an age-friendly 

society  [6]. In Finland, care for older people have been part of a more general public 

health strategy instead of a free-standing strategy, where policies for older people are 

primarily integrated into various political sectors, such as environmental sector, 

educational sector, and law [6]. Nevertheless, despite the differences, all four Nordic 

countries by-and-large share the four-area strategy mentioned above. 

The COVID-19 pandemic has increased the attention drawn to ageing, because 

of measures such as social distancing and lockdown of social arenas that in particular 

affected the oldest age groups negatively [9]. Tough restrictions in some places and 
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increased mortality rates among older people in other places, indicate that issues 

concerning ageing are closely related to place, and as such support discussions on age 

and place  in publications within geographical gerontology [10-14]. Some studies also 

indicate that communities that were forerunners in age-friendly planning [15] seem to 

have been more prepared to respond to the needs of older people during COVID-19 [9].  

Care for older people in Nordic countries 

Care for older people is in the Nordic countries characterized by a universal provision, 

i.e. provided to all citizens according to their needs and with a high level of public 

funding [16,17]. During the last decades de-institutionalization has been a general trend 

for long-term care in all these countries. Denmark and Sweden, however, have taken 

this trend a step further than Norway. In Denmark institutional care was suspended 

through the introduction of a new act (Eldreboliglov) in 1987, and from then on only a 

low volume of established nursing homes remained. Five years later (1st of January 

1992) a similar change occurred  in Sweden (Ädelreformen). It has, however, been 

debated whether this formal de-institutionalisation in Denmark and Sweden to some 

extent has been replaced by a re-institutinalisation [18,19]. Home-based care dominates 

also in Norway, but long-term care in nursing homes is still offered for people with 

extensive need of daily care.[18] Finland, on the other hand, has recently chosen a 

model of assisted living with 24-hour services that replaces institutional care. 

Nevertheless, across the countries the overall strategy seems to be that people can stay 

in their own home for as long as possible[20].  

Pandemic responses and eldercare service provision 

In all Nordic countries older people have been regarded as a group in particular risk, 

from the beginning of the pandemic[21]. The protective measures and other responses 
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to the pandemic, have affected the ageing population particularly hard. All Nordic 

countries have had restrictions within eldercare, and all have recommended older people 

to limit their social contacts. Contacts with family members  have also been reduced or 

in periods been “forbidden” or strongly restricted [6]. Studies have, however, indicated 

that social distancing have been too general, and produced unnecessary loneliness 

among older people [22-27]. The pandemic has also increased the severity of existing 

challenges within the services, such as mental health problems among users [6]. 

Finding solutions to problems that social distancing and other restrictive 

measures have caused among older people has become urgent [28]. National and local 

authorities have changed administrative routines and management techniques, and 

experimental forms of governance have emerged, implying both opportunities and risks 

[29-31]. The use of welfare technology and digital conferences between service users 

and providers have been beneficial for both users and providers. Digital interaction has 

also been promoted as a means to maintain contact between users of health care services 

and their family members.  

It is reasonable to believe that eldercare services may be affected by both the 

pandemic indirectly through implemented measures, and directly through staff and/or 

users of the services being infected by COVID-19.   

Aim and research questions  

The primary aim of the paper is to explore the municipal health care services’ 

promotion of an active and healthy ageing during the first 1,5 years of the COVID-19 

pandemic in four Nordic countries: 1) To what extent has the pandemic affected the 

services’ capability to achieve the principal goal of healthy ageing among older people? 

2) To what extent has the pandemic affected the capability to promote an active and 
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social life among older people? We aim to explain and understand potential differences 

between the four countries’ health care services  and investigate how potential 

differences may be related to various factors such as contagion level, type of service 

(nursing home versus home care), sector (private versus public), types of prevention 

measures, and size of unit. 

Material and methods 

Data  

The present paper draws on two web-based surveys carried out in Denmark, Finland, 

Norway, and Sweden in a collaboration between four research teams, one from each 

country. The surveys explore in general how managers responded to and experienced 

the COVID-19 crisis through different phases of the pandemic (Figure 1).The survey’s 

design and content were partly informed by data from 25 qualitative interviews with 

Danish managers of different health care services for older people, and from members 

of the collaborating research teams which ensured comparability between the countries. 

The questionnaire included 103 questions with separate items for three separate phases 

of the pandemic, and an additional number of questions related to each respondent’s 

individual and organizational background. The final version was pilot tested and 

adjusted based on input from pilot respondents. Details on the development of the 

questionnaire are presented in [21,28,32] . 

 

-- FIGURE 1 NEAR HERE -- 
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Sample 

Both surveys targeted   managers of public and private nursing homes and home care 

services in all municipalities in Denmark, Finland, Norway and Sweden. The managers 

were reached by email either indirectly through a municipal registry (Finland, Norway, 

Sweden) or directly through personal (work) email addresses (Denmark). Three 

reminders followed the initial invitation of each survey. We do not have exact 

knowledge about the size of the eligible population of managers in each country. On the 

other side we know that in Denmark, 93% of the municipalities were represented in the 

first survey and 88% in the second. Similarly, 39% and 28% were represented in 

Finland, 41% and 40% in Norway, and 52% and 34% in Sweden. Entries from each 

municipality varied from one up to 38 in the first survey and up to 23 in the second.Data 

for the present paper was derived from both the first (2020) and second survey (2021) 

with a total of 1,300 complete responses (1,962 including incomplete responses) for the 

first survey, and 694 complete responses (1,169 including incomplete responses) for the 

second survey.  

A comparison of sex, age, education level and tenure among the respondents in 

the first and the second survey does not indicate any substantial differences in sample 

characteristics between the two surveys (see Table A3). Furthermore, a test for non-

respondent bias [33] in the Danish data set in the first survey showed only few and 

unsystematic statistically significant (p < .05) differences in the data between early and 

late responses.  

Ethics 

Data collection has followed the General Data Protection Regulation (GDPR). From 

each respondent informed consent was obtained at the opening page of the online 

questionnaire. In the invitation respondents were provided information on the purpose 
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of the study, made aware of aspects such as confidentiality, that participation in the 

study was voluntary and  that data would be collected, processed and reported in such a 

way that individual respondents could not be identified. 

Measurement 

Ability to promote activity and health, is the main (dependent) variable, and is measured 

by two items: The managers were asked whether their unit during the corona pandemic 

had become less capable to promote 1) the mental and physical health of older people, 

and 2) an active and social life among older people. The response scale was a Likert 

scale with seven values, from 1 ( fully disagree) to 7 (fully agree). Both statements were 

formulated negatively (“unit less able to”). Thus, positive scores/coefficients indicate 

decline or change in a negative direction, while negative scores/coefficients indicate 

improvement or a change in a positive direction (Figure 2). We refer to these two 

indicators as “health promotion” and “social promotion”, respectively. We note that the 

indicators are measuring performance in a relative sense, as perceived changes due to 

the pandemic, and cannot be taken as an indicator for exact changes.  

 

-- FIGURE 2 NEAR HERE – 

 

Country dummies: 35 % of our respondents are from Denmark (38 % survey 

1/32% survey 2), 24 % from Sweden (23 % survey 1/24 % survey  2), 22 % from 

Norway (20 % survey 1/23 % survey 2) and 19 % from Finland (19% survey 1/20 % 

survey 2). When we compare this distribution with the population distribution across the 

four countries (Denmark representing 22%, Sweden 38%, Norway 20%, and Finland 

21%, source: https://en.wikipedia.org/wiki/Nordic_countries), it becomes evident that 
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Denmark has a significantly higher response rate compared to the other three countries. 

It is likely that the higher response rate in Denmark can be explained by the more direct 

sampling strategy in this country, compared to the three other countries. . The variable 

is recoded into dummies. Sweden is used as the reference category in the regression 

models. We have also estimated marginal means for each country to enable a detailed 

country comparison (Table 3). Different sample sizes between the countries makes it 

necessary to control for country in the regression model is necessary. As a support we 

have also estimated models at country level (Table A1).  

Experienced COVID-19 contagion in the unit: The managers were asked about 

the number of C19 contagion cases among staff (and/or their family/social network) and 

patients/users (and/or their family/social network) for three specified measurement 

periods in each of the two surveys (Table 1). In total 603 of the 1470 (41%) managers 

providing valid responses for the question in the first survey, and 546 of 745 (83%) in 

the second (2021), indicated that they had experienced one or more contagion cases in 

their unit. The Swedish managers reported contagion cases more often than managers in 

any of the other three countries, with 73% in 2020 and 97% in 2021.. In comparison, 

40% and 83% reported one or more cases in Denmark, 26% and 58% in Norway, and 

20% and 40% in Finland. The average number of cases was also substantially higher in 

Sweden when contagion had been present in the unit with 11,8 cases on average in 2020 

and 24,1 in 2021. Corresponding figures for Denmark are 5,7 and 13,1, for Finland5,4 

and 5,5, and for Norway 5,0 and 8,5.. Since the original variable was highlight skewed 

and many zero values prevented the use of log-transformations, we applied a dummy 

version of the variable indicating whether contagion cases were present (coded as 1) or 

not (codes as 0).  
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-- TABLE 1 NEAR HERE – 

 

 

Size of unit: We have used the number of full-time employed persons in the unit 

as indicator for organisational size. Size of unit is correlated with contagion cases, but a 

Pearson’s r =.37, indicates that multicollinearity is not a substantial problem. The 

variable was log-transformed when included in the model to adjust for non-normality 

[34].  

Service type (dummies): 51 % of the Nordic respondents manage units within  

nursing homes while 32 % manage home care units, and 17 % manage both categories 

of units. The variable is recoded into dummies, where “home care” is left in the constant 

in the regression model. 

Prevention measures: The survey contained a set of questions with the response 

options yes or no for mapping the use of a total of 17 measures that the initial interviews 

had identified as commonly used for preventing COVID-19 contagion in the manager’s 

own care unit. Through an explorative factor analysis (EFA) with principal axis 

factoring (PAF) as extracting method and varimax as rotation method we were able to 

identify three common factors with a meaningful theoretical interpretation. The analysis 

was guided by consideration of scree plots, the items’ factor loadings, and the factors’ 

eigenvalues. Each of the three factors relied on three items accounting for a total of 36% 

of the total variation in the 17 items.  In the final solution with tree factors and nine 

items, 57,9% of the variance was explained. All nine primary loadings were .35 or 

higher (eight above .47 and six above .63), which are all above the recommended 

minimum of .32 [35]. 
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 The first factor relates broadly to organizational changes (labelled ‘prevention 

1’) and consists of the survey items indicating the use of ’splitting staff in smaller 

teams’, ’restricting use of substitutes for permanent staff’, ’reorganizing care in order to 

reduce users’ social contact.’ The second factor relates to the lockdown of areas and 

facilities (’prevention 2’) and consists of items for ’sectioning/closing of inhouse areas’, 

’avoiding/closing buffets for meals, restricting entrance/visits’. The third factor relates 

to test and isolation of residents (‘prevention 3’) and consists of items for ’testing of all 

new users/residents’, ’control test of all users discharged to unit from hospital’, and 

’isolation/quarantining of users/residents returning from hospital visits.’ The variables 

in our analysis for the three types of preventive measures are based on calculation of 

summative indexes.  

Results 

I. Perceived performance during the first 1,5 year with pandemic  

–The analysis reveals that the COVID-19 pandemic was perceived to have considerably 

more negative impact on the ability to promote a social and active life than mental and 

physical health (see Figure 2). We find that one third (33 % in  survey 1 and 32 % in  

survey 2) of the managers agreed fully or partly that their unit had become less able to 

promote older people’s physical and mental health, while 50 % and 49 % agreed fully 

or partly in the statement concerning active and social life. Yet around one half of the 

managers reported that the ability to promote physical and mental health was not 

reduced, and around 40 per cent disagreed that ability to enhance a social life was 

reduced. The managers’ reportings are consistent between the first and the second data 

collections.. These results are also consistent across the time points for our surveys 

(2020 and 2021) at the country level. In all countries the scores on perceived 
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performance are markedly lower concerning ability to promote active and social life 

than for ability to promote mental or physical health. We also find substantial 

differences between countries. For both performance indicators, managers in Finland 

reported lower performance than managers in the other countries (57% in the first and  

51% in the second survey reported reduced health performance and 76% and 79 % 

reported reduction in promotion of social life). At the other end,  managers in Denmark 

reported changes in a negative direction to a lesser extent in both surveys (35% and 

38% reported reduced health promotion, and 49% and 51 % reported reduced social 

promotion  

II. Multivariate analysis 

A multiple regression analysis was performed with the purpose to examine the 

variations in performance evaluations further across the countries (Table 2). We also 

aimed to examine the relative impact of COVID-19 contagion experience in the unit 

compared to other factors. The analysis draws on a pooled dataset with data from both 

surveys. A control variable is included to test for possible differences between the time 

periods covered by the surveys.  

The analysis examines the perceived loss of ability to promote older people’s 

mental and physical health and an active and social life under the COVID-19 pandemic. 

We note that coefficients with a positive sign indicate higher average loss of ability, and 

a negative sign indicates lower average loss of ability.  

The statistical software package IBM SPSS 27.0 was used for estimations. We 

report p-values at three levels (p ≤ 0.1, p ≤ .05, p ≤ .01). P-values ≤ .05 were considered 

statistically significant. We use a robust estimation to mitigate possible bias due to 

heteroscedasticity in the data across the countries.  
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-- TABLE 2 NEAR HERE – 

 

We observe that experience of COVID-19 contagion in own unit impacts both 

promotion of social life and promotion of health significantly, and in a negative way 

(positive sign). At country level the effect of contagion is most pronounced in Denmark 

and Finland (Table A1). Managers in Denmark and Finland perceive that local 

outbreaks of COVID-19 are negatively related to the ability to promote social and active 

life and physical and mental health while no relationship is found for Norway and 

Sweden. It is also of interest to highlight that only managers in Sweden with 

responsibilities for relatively larger organizational units perceive that ability to promote 

social and active life and physical and mental health is less affected compared to those 

with responsibilities for relatively smaller organizational units. Finally, we note that 

there are sector differences in the ability to promote social and active life and physical 

and mental health in Denmark and Finland between home care units and nursing homes 

units but no statistically significant differences in Norway and Sweden. 

A predominant result, for both promotion of social life and health, is that 

managers of nursing home units tend to be more positive in their evaluation than 

managers of home care. This is a tendency that seems to hold at country level for all 

four countries. The same tendency can be observed among respondents that manage 

both nursing homes and home care.  

Looking at prevention strategies, we observe two main patterns: Prevention 

strategies involving organisational changes (splitting staff in smaller teams, restricting 

use of substitutes in staff, reorganise care to reduce users’ social contact) tends to 

impact perceived promotion of social life in a positive manner. Furthermore, this is a 
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tendency that seems to hold also to some degree at country level,  in Sweden and 

Denmark (Table A1). Locking down (restricting entrance/visits, sectioning/closing of 

area, avoiding/closing buffets), on the other hand, seems to have a tangible effect on 

both promotion of health and a social life.  A negative sign indicates that locking down 

in fact tends to decrease ability to promote both health and active and social life. Here 

too, the tendency is  statistically significant only for Denmark and Sweden.. The third 

prevention strategy, contagion control through testing of residents and 

isolation/quarantining of users returning from hospital visits, shows little effect and is 

inconclusive.  

The estimation of marginal means with 95% confidence intervals (see Table 3) 

indicates that Denmark scores significantly more positive (lowest mean values) than the 

other countries on both social promotion and health promotion, and that Finland scores 

significantly more negative (highest mean values) than the other three countries. The 

scores for Norway and Sweden are quite similar. The marginal means also indicate that 

the score on promoting social life in all four countries is significantly lower than 

promoting health. 

 

-- TABLE 3 NEAR HERE --Discussion and conclusion 

The aim of this paper has been to explore the Nordic countries’ care for older people 

during the first 18 months of the COVID-19 pandemic, based on assessments by 

managers within municipal health care services for older people. Data is derived from 

twosurveys carried out in Denmark, Finland, Norway, and Sweden in 2020 and 2021.  

The study reveals a substantial variation in the managers’ assessment of the 

impact of the Corona pandemic on their unit’s ability to promote or enhance mental and 
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physical health and an active and social life among older people, which both are 

principal goals within the “active and healthy ageing” strategy. Around one third of the 

managers agreed fully or partly that their ability to promote older people’s mntal and 

physical health was reduced, while half of the managers agreed that their ability to 

promote an active and social life was reduced. On the other hand, a substantial number 

also disagreed with the statement presented. Around half of the managers disagreed that 

the ability to promote health was reduced, and around 40 % disagreed that the 

promotion of social lifewas reduced. In all four countries promotion of social life was 

given a more negative score than promotion of health, indicating that the pandemic - 

despite the fatal consequences it had on mortality, and on physical and mental health - 

from the managers’ point of view has had adverse effects on the municipal health care 

services’ ability to promote an active and social life among older people. This is a 

consistent finding across both surveys and across all four countries. Nonetheless, we 

should not neglect that there is a likely - and interesting - association between these two 

main outcomes, where e.g. reduced opportunities for activity and social life could be 

expected also to have subsequent negative effects for mental and physical health (but 

also effects in the other direction are imaginable - since weak health condition also 

reduces possibilties for activity and social life to some extent). We do not have data to 

follow this up further in the two surveys, but the relationship between these two 

principal outcomes in health care for older people would deserve attention in future 

research.  

When we look at individual countries, managers in Finland indicated the lowest 

evaluation on both social promotion and health promotion, while managers in Denmark 

were at the other end with the most positive  evaluation out of the four countries. This 

ranking of the countries is not on par with the contagion levels and death rates 
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registered in the four countries, where Sweden was by far the country with the highest 

level, followed by Denmark, while Finland together with Norway showed a relatively 

low level at the time of the data collection. It is not easy to see a straightforward way to 

interpret this pattern observed for Finland in particular. One should however be careful 

not to automatically interpret the low score in Finland in  negative terms. We can not 

rule out that there might be some methodological or cultural (or even combined) aspects 

involved in this type of data collection that could possibly explain some of the 

observations. It could for example be argued that the Finnish managers were more 

accurate (or “frank”) with their responses and that they therefore reflect a greater 

concern with and consciousness of the quality of care than managers in the other 

countries. Hopefully such issues could be addressed in future studies comparing health 

care performance between Nordic countries. 

 The statistical analysis revealed that there are quite substantial country 

differences in performance that could not be explained by the available variables at unit 

level (managers) or municipal level. There may be several ways to interpret this. The 

unexplained inter country variance must be due to explanatory factors outside the set of 

items/variables that were used in the questionnaire. The questionnaire was built as a 

multi-purpose instrument where performance was only one of several dependent 

variables to be explored. In addition, performance turned up as a topic relatively late in 

the process of making of the questionnaire. This logic also affected the range of 

independent variables that would be included. Nonetheless, it is important to recognize 

the possibilities the included variables give and that the survey provides valuable pieces 

of new knowledge about intra- and inter-country differences (and some of their 

explanations) concerning the managers’ perception of their units’ performance 
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concerning health care services for older people during the first 1-2 years of the 

COVID-19 pandemic. 

One main result is that managers of  nursing home units reported systematically 

more positively on ability to promote both health and social life than managers of home 

care. This was a tendency in all four countries, yet  strongest in Denmark and Finland. 

The effect of three prevention strategies (closing/locking down, testing residents 

and/or organisational change), was modest. The analysis concludes a positive impact of 

organisational change (reorganize staff and care, restrict use of substitutes) on 

promotion of social life. Interestingly, the analysis also indicates that locking down 

(areas, buffets etc) in fact  tended to (weakly) decrease both promotion of social life and 

promotion of health.  

A main implication of this study is that, in the pursuit for health care services to 

be better prepared and adapted for future pandemics, policies and measures that can 

stimulate health care services’ ability to promote social activity and prevent unwanted 

social isolation among older people with health care needs, would address a pronounced 

deficiency. Also, the results indicate that the gains would be higher within home care. 

The results also indicate that closing areas for users and restricting visits, is a less 

effective strategy than organisational changes.  

One limitation of the study is that he questionnaire was translated from a Danish 

version to the three other Nordic languages and that, despite thorough back-translation, 

small differences in the meanings of concepts may exist. Different distribution methods 

between the countries (via municipal digital postal addresses in Finland, Norway, and 

Sweden, and directly to managers’ e-mail addresses in Denmark) may to some degrees 

have affected nonresponse (rate and bias). In the regression models we observed a 

modest explained variance (adj. R2). However, since the main purpose of the regression 
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analysis has been to explore the impact of specific factors and not to explain the total 

variance in performance evaluation, we do not evaluate this limitation as critical for the 

value of the analysis. 
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Figure 1: Daily new confirmed COVID-19 cases and deaths per million people from 
March 1st 2020 to July 19th 2021, Denmark, Finland, Norway, Sweden. (Source: 
https://ourworldindata.org) 
 

 
 
Survey 1=Survey 1 data collection period (2020) 
Survey 2=Survey 2 data collection period (2021) 
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Figure 2: Perceived promotion of health and promotion of social life by country 
(2020=Survey 1, and 2021=Survey 2) 
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Table 1: Sum of contagion cases among staff or citizens reported by managers (2020=Survey 1, and 
2021=Survey 2) 

  
Managers’ reporting C19 contagion cases among staff or 

users/clients 

 
N (answered 

question) 

Reported C19 cases 
% 

Mean  
of cases 
reported Median 

Std. 
Dev Min Max 

2020        
1 DENMARK 721 40% (N=291) 5,7 3 8,23 1 71 

2 FINLAND 235 20% (N=48) 5,4 1 6,85 1 27 
3 NORWAY 239 26% (N=62) 5,0 2 7,56 1 35 

4 SWEDEN 275 73% (N=202) 11,8 5 23,82 1 228 
Total 1470 41% (N=603) 7,7 3 15,56 1 228 

2021        
1 DENMARK 404 83% (N=336) 13,1 6 19,86 1 127 

2 FINLAND 111 40% (N=45) 5,5 2 7,56 1 31 
3 NORWAY 149 58% (N=86) 8,5 2 24,32 1 195 

4 SWEDEN 81 97% (N=79) 24,1 12 31,85 1 220 
Total 745 73% (N=546) 13,4 5 22,58 1 220 

 
Table 2. OLS regressions 

 LESS ABLE TO PROMOTE 
SOCIAL AND ACTIVE LIFE 

LESS ABLE TO PROMOTE 
PHYSICAL AND MENTAL 

HEALTH 
Intercept 4.80** 3.86** 
C19 (dummy, 1=outbreak) 0.35** 0.34** 
Size of unit (Full time 
employed, LN) -0.06 -0.06 

Service (home care = ref.)   
Nursing home -0.74** -0.43** 
Nursing home and home care -0.36* -0.29* 
Prevention I (org. changes) -0.11† -0.02 
Prevention II (lockdown) 0.11* 0.14** 
Prevention III (test residents) -0.05 -0.06 
Survey year (dummy, 1=2021)  -0.11 0.03 
Country (Sweden = ref)    
  Denmark -0.72** -0.83** 
  Finland 0.60** 0.55** 
  Norway  -0.08 -0.14 
   
Model summary 
N 1800 1796 
R2 / Adj. R2   0.11 / 0.10 0.11 / 0.10 
White’s test χ2(66) = 91.15* χ2(66) = 76.38 
Note: Results reported with unstandardized beta-coefficients (B) and robust estimation (HC3) of p-values 
(p).  
† p ≤ 0.1, * p ≤ .05, ** p ≤ .01 
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Table 3. Estimation of country-level marginal means  
 Means and 95% confidence intervals 

LESS ABLE TO PROMOTE SOCIAL 
AND ACTIVE LIFE 

LESS ABLE TO PROMOTE PHYSICAL AND 
MENTAL HEALTH 

Denmark 3.54 [3.42–3.66] 2.86 [2.75–2.97] 
Finland 4.86 [4.64–5.07] 4.24 [4.04–4.44] 
Norway 4.18 [3.97–4.38] 3.56 [3.36–3.75] 
Sweden 4.28 [4.02–4.49] 3.70 [3.48–3.91] 
Grand Mean 4.21 [4.12–4.30] 3.59 [3.50–3.68] 
Notes: Estimated at the mean values for covariates and factors with the regression models reported in table 2. 
 

Appendix  
 
Table A1. Country-level OLS regression  
 
LESS ABLE TO PROMOTE SOCIAL AND ACTIVE LIFE 
 DK F N  S 
Intercept 3.98** 4.90** 4.51** 5.73** 
C19 (dummy, 1=outbreak) 0.29* 0.64** 0.22 -0.03 
Size of unit (Full time employed, LN) 0.05 -0.03 -0.07 -0.32** 
Service (home care = ref.)     
Nursing home -1.12** -0.40 -0.23 -0.36 
Nursing home and home care -0.91** -0.29 0.09 -0.02 
Prevention I (org. changes) -0.10† 0.07 -0.09 -0.35** 
Prevention II (lockdown) 0.13† 0.08 0.10 0.18 
Prevention III (test residents) 0.03 -0.20† -0.12 0.15 
Survey year (dummy, 1=2021)  -0.08 -0.06 -0.23 0.28 
Model summary 
N 902 298 323 277 
R2 / Adj. R2   0.09 / 0.08 0.06 / 0.03 0.02 / 0.00 0.07 / 0.04 
White’s test χ2(39) = 41.55  χ2(39) = 28.12 χ2(39) = 24.82 χ2(39) = 37.28 
 
LESS ABLE TO PROMOTE PHYSICAL AND MENTAL HEALTH 
 DK F N  S 
Intercept 2.76** 4.41** 3.58** 4.69** 
C19 (dummy, 1=outbreak) 0.35* 0.66** 0.10 -0.04 
Size of unit (Full time employed, LN) 0.08 -0.03 -0.07 -0.31** 
Service (home care = ref.)     
Nursing home -0.66** -0.48* -0.15 -0.19 
Nursing home and home care -0.74** -0.68* 0.19 -0.00 
Prevention I (org. changes) -0.09 0.08 0.10 -0.15 
Prevention II (lockdown) 0.14* 0.08 0.06 0.25* 
Prevention III (test residents) 0.00 -0.18 -0.15 0.02 
Survey year (dummy, 1=2021)  -0.01 -0.12 0.10 0.49† 
Model summary 
N 898 298 322 278 
R2 / Adj. R2   0.05 / 0.04 0.08 / 0.05 0.03 / 0.00 0.05 / 0.02 
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White’s test (for heteroskedasticity)  χ2(39) = 47.13  χ2(39) = 35.30 χ2(39) = 31.36  χ2(39) = 37.07 
Note: Results reported with unstandardized beta-coefficients (B) and robust estimation (HC3) of p-values (p).  
† p ≤ 0.1, * p ≤ .05, ** p ≤ .01 

 
Table A2: Descriptive statistics 
Variable Denmark Finland Norway Sweden 

 N 
Mea
n/ % Sd. 

Min 
Max N 

Mea
n/ % Sd. 

Min 
Max N 

Mea
n/ % Sd. 

Min 
Max N 

Mea
n/ % Sd. 

Min 
Max 

Performance 1 1018 2,90 1,69 1-7 341 4,22 1,645 1-7 349 3,51 1,555 1-7 363 3,79 1,77 1-7 

Performance 2 1028 3,58 1,87 1-7 341 4,84 1,648 1-7 350 4,18 1,66 1-7 362 4,35 1,86 1-7 

Contagion cases 
(survey  1+2) 1121 5,41 12,89 0-127 345 1,47 4,43 0-31 386 2,69 12,35 0-195 358 13,11 34,71 0-478 

Service type  
home care (=ref)  
nursing home 
both services 

1361 
40% 
56% 
4% 

 0-2 398 
18% 
52% 
30% 

 0-2 459 
20% 
39% 
41% 

 0-2 557 
33% 
46% 
21% 

 0-2 

Size of unit (FTE) 1277 55,04 56,30 0-
1000 410 115,3

4 
221,0

7 
0-

2000 478 139,7
8 

288,9
5 

0-
4000 518 67,64 256,1

0 
0-

3500 
Prevention measure 
1: Organizational 
change 

1119 1,96 1,08 0-3 357 1,91  0-3 381 1,91  0-3 405 2,10 1,07 0-3 

Prevention measure 
2: Lockdown 1106 1,49 1,12 0-3 360 1,64  0-3 380 1,60  0-3 392 1,72 1,11 0-3 

Prevention measure 
3: Test residents 1092 1,31 0,99 0-3 358 0,74  0-3 379 0,76  0-3 389 1,99 1,12 0-3 

Survey 2020=0 
2021=1 1413 61% 

39%  0-1 495 65% 
35%  0-1 615 56% 

44%  0-1 615 70% 
30%  0-1 

 
 
Table A3: Characteristics of respondents in sample, by year and country 
Variable Denmark Finland Norway Sweden Total 

 
2020 

(N=860) 
2021 

(N=553) 
2020 

(N=321) 
2021 

(N=174) 
2020 

(N=343) 
2021 

(N=272) 
2020 

(N=431) 
2021 

(N=184) 
2020 

(N=1955) 
2021 

(N=1183) 

 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Mean/ % 

(Sd) 
Sex 
woman=0,  
man=1 

 
94% 
6% 

 
93% 
7% 

 
97% 
3% 

 
97% 
3% 

 
88% 
12% 

 
87% 
13% 

 
90% 
10% 

 
87% 
13% 

 
93% 
7% 

 
91% 
9% 

Age 53,1 
(8,2) 

54,9 
(7,8) 

50,2 
(8,9) 

51,6 
(8,7) 

50,9 
(8,7) 

53,0 
(8,2) 

49,8 
(10,0) 

50,3 
(8,8) 

51,5 
(8,9) 

53,3 
(8,4) 

Education level 
(1 to 5) 

3,1 
(0,9) 

3,0 
(0,8) 

4,2 
(0,9) 

4,5 
(0,9) 

4,0 
(0,8) 

3,8 
(0,8) 

3,5 
(1,0) 

3,2 
(0,9) 

3,5 
(1,0) 

3,4 
(1,0) 

Eldercare total 
tenure (years) 

20,9 
(10,8) 

21,3 
(10,9) 

18,3 
(9,9) 

18,0 
(9,6) 

20,8 
(10,0) 

19,4 
(10,9) 

18,1 
(12,0) 

17,6 
(11,6) 

19,8 
(10,9) 

19,9 
(10,9) 
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