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Abstract
Background Staff working in long-term care (LTC) homes during COVID-19 frequently reported a lack of 
communication, collaboration, and teamwork, all of which are associated with staff dissatisfaction, health concerns, 
lack of support and moral distress. Our study introduced regular huddles to support LTC staff during COVID-19, led 
by a Nurse Practitioner (NP). The objectives were to evaluate the process of huddle implementation and to examine 
differences in outcomes between categories of staff (direct care staff, allied care and support staff, and management) 
who attended huddles and those who did not.

Methods All staff and management at one LTC home (< 150 beds) in Ontario, Canada were included in this pre-
experimental design study. The process evaluation used a huddle observation tool and focused on the dose (duration, 
frequency) and fidelity (NP’s adherence to the huddle guide) of implementation. The staff attending and non-
attending huddles were compared on outcomes measured at post-test: job satisfaction, physical and mental health, 
perception of support received, and levels of moral distress. The outcomes were assessed with validated measures 
and compared between categories of staff using Bayesian models.

Results A total of 42 staff enrolled in the study (20 attending and 22 non-attending huddles). Forty-eight huddles 
were implemented by the NP over 15 weeks and lasted 15 min on average. Huddles were most commonly attended 
by direct care staff, followed by allied care/support, and management staff. All huddles adhered to the huddle guide 
as designed by the research team. Topics most often addressed during the huddles were related to resident care 
(46%) and staff well-being (34%). Differences were found between staff attending and non-attending huddles: direct 
care staff attending huddles reported lower levels of overall moral distress, and allied care and support staff attending 
huddles perceived higher levels of support from the NP.

Conclusions NP-led huddles in LTC homes may positively influence staff outcomes. The process evaluation provided 
some understanding of why the huddles may have been beneficial: the NP addressed resident care issues which were 
important to staff, encouraged a collaborative approach to solving issues on the unit, and discussed their well-being.
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Introduction
COVID-19 unleashed a series of catastrophic events in 
long-term care (LTC) homes, such as workforce short-
ages, inadequate resources, lack of communication and 
teamwork, and suboptimal infection prevention and con-
trol practices (IPAC); all these events have had negative 
consequences on LTC staff. Staff working in LTC homes 
throughout the pandemic cite a high prevalence of burn-
out [1], dissatisfaction with working conditions [2], post-
traumatic stress, mood disturbances [3], lack of support 
[4] and moral distress related to not being able to provide 
the quality care in accordance with the residents’ wishes 
[5]. At the beginning of the COVID-19 pandemic, a team 
of international researchers provided considerations for 
LTC home leaders to support the health and well-being 
of LTC staff and residents, one of which was to incorpo-
rate huddles as a way to enhance timely team communi-
cation [6].

Huddles may involve a suite of interventions to sup-
port and facilitate changes in the work culture, by target-
ing topics that staff wish to discuss [7]. A recent scoping 
review of the effectiveness of huddles [8] indicated that 
in 67% of studies, huddles had a positive impact on team 
processes, including improvements in collaboration, 
communication across clinical roles and staff satisfac-
tion. While the use of huddles is not widespread in LTC 
homes, they have been shown to positively influence 
resident and staff satisfaction [9]. Huddles can also create 
opportunities to provide timely advice to staff on current 
challenges in LTC homes, and to collaborate and discuss 
strategies to optimize resident care, which in turn may 
lead to improved teamwork and support [10]. In addition, 
huddles in LTC homes have been demonstrated to pro-
vide a forum where staff can discuss their struggles and 
generate strategies that address moral distress [11].

Challenges to the implementation of huddles in LTC 
homes include the identification of a facilitator, lack of 
standardized protocols and limited guidance for con-
ducting the huddles [12]. The role of a competent facili-
tator should not be underestimated when implementing 
new practices, such as huddles, as the integration of prac-
tices in clinical settings can be very challenging [13]. The 
integrated Promoting Action on Research Implementa-
tion in Health Services (i-PARIHS) framework has been 
used to inform the implementation of best evidence into 
practice in prior intervention studies. The framework 
highlights facilitation as the active ingredient for imple-
menting innovations into practice [14]. In this study, 
a nurse practitioner (NP) led the huddles based on evi-
dence of NPs’ clinical and leadership facilitator roles in 
LTC homes highlighted during the pandemic [15]. NPs 

are advanced practice nurses with expertise to assess, 
diagnose and treat residents or patients [16], engage with 
family and care partners [17] and dedicate a large part of 
their time to coaching and educating staff [18]. As such, 
their scope of practice positions them well to build the 
capacity and expertise of staff in LTC homes [15].

An element essential for the success of huddles includes 
the process in which the huddles are implemented, 
the tasks achieved during the huddles and the discus-
sions that are required for follow-up. Of the 24 studies 
included in a systematic review of multidisciplinary team 
huddles focused on patient safety [19], only two included 
the evaluation of the huddles [20, 21]. These studies 
reported on the fidelity of huddle implementation, which 
was quantified in terms of participants’ attendance and/
or completion of a checklist on the topics covered or 
activities performed during the huddle. Evaluating the 
implementation process of huddles is essential to gener-
ate knowledge that helps understand how, when, and why 
interventions succeed or fail [22].

Conducting huddles also requires careful consideration 
of the intended target audience to ensure the right staff 
complements are engaged in the process. In their study, 
Wagner et al. [10] provided evidence that often, direct 
care staff were not active participants in care planning 
meetings or shift reports and suggested that huddles 
can provide a unique opportunity for direct care staff to 
discuss challenges and generate solutions. In this study, 
huddles were designed to engage direct care, allied care 
and support, and management staff, as each of these 
categories can contribute meaningfully to the resolu-
tion of challenges. The involvement of direct care staff 
and allied care and support staff in resident care pro-
vides opportunities to identify relevant practice-related 
issues. Management staff’s participation is important 
when administrative challenges (e.g., staffing or equip-
ment shortages) arise or to demonstrate their support of 
the huddles. We expected differential influences of the 
huddles on outcomes for these three different staff cat-
egories in anticipation of their variable attendance due 
to sick leaves, outbreaks and frequent changes in policies 
and directives. Variability in exposure to the interven-
tion’s dose has been found to affect the level of outcome 
achievement [22].

The specific objectives of this study were to (1) evalu-
ate the process of huddles implementation; (2) compare 
the staff who attended the huddles and the staff who did 
not attend the huddles on outcomes of moral distress, job 
satisfaction, physical and mental health, and perceptions 
of support provided by the NP; and (3) explore potential 
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differentials impacts of the intervention on outcomes 
reported by the three staff categories.

Methods
Design
We used a pre-experimental static-group comparison 
design to determine differences in outcomes between 
healthcare providers who participated in the huddles and 
those who did not [23], stratified by the staff category.

The intervention group included staff who attended 
any number of huddles, further referred to as the ‘attend-
ees’, whereas the control group included staff who did 
not attend any huddles, or ‘non-attendees’. While we had 
originally set out to conduct a quasi-experimental design, 
we encountered significant issues related to staff turn-
over, absenteeism, and stress, which limited the ability to 
collect pre- and post-outcome data from the same indi-
viduals. Ethics approval for the project was obtained from 
the Toronto Rehabilitation Institute, University Health 
Network Ethics Board, REB#20-6298. All methods were 
carried out per relevant guidelines and regulations.

Setting and sample
The huddles took place on two units in a privately owned, 
not-for-profit LTC home with < 150 beds, located in 
Ontario, Canada. The LTC home consisted of five units 
in total, with 29 residents residing on each unit. All units 
provided long-term care services, including demen-
tia care. The NP was employed on a contract basis, and 
whose role included providing care to all residents, sup-
port to families, management, and staff. The NP was at 
the home 8 h a week in addition to providing acute, epi-
sodic care as part of an acute care outreach team. The 
target population consisted of three staff categories. The 
category of direct care staff was personal support work-
ers (PSWs), registered practical nurses (RPNs), and reg-
istered nurses (RNs). Allied health care professionals 
included physiotherapists (PTs), occupational therapists 
(OTs), registered dietitians, and rehabilitation/physio-
therapy assistants. Support staff encompassed recre-
ation and life enrichment staff, environmental services, 
behavioural support staff, and resident support aids (a 
role introduced throughout the pandemic to assist PSWs 
in non-care related tasks). Management staff included 
administrators, nurse managers, human resources, and 
administrative assistants. Allied healthcare professionals 
and support staff were combined in the analysis because 
of the small number of respondents within each type. All 
staff were included if they worked any shift on a casual, 
part-time, or full-time basis.

Intervention
Forty-eight huddles were implemented between May and 
August 2021. The NP facilitated huddles twice a week for 

staff on the day (1:45–2:00 pm) and evening (2:00–2:15 
pm) shifts. A flyer with the huddle information and times 
was posted at the nursing station. Prior to the imple-
mentation of the intervention, the NP received training 
in facilitating the huddles. The NP was presented with a 
toolkit containing resources to effectively carry out hud-
dles, an explanation of the huddle structure and scripts 
for delivering the structured huddle, and documentation 
and reflection sheets [7].

In this study, huddles differed from shift reports as they 
focused on involving staff from all disciplines to collec-
tively address opportunities for improvement identified 
by staff, be that clinical care, housekeeping, dietary etc. 
with the aim of ensuring a timely response. Specifically, 
‘opportunity for improvement cards’ were made available 
for staff to complete anonymously throughout the imple-
mentation window to identify their needs; the completed 
cards were posted on a whiteboard to be addressed at the 
next huddles. Occasionally, based on previous huddle 
discussions, additional facilitators with expertise on the 
topic were invited to co-lead the huddle with support 
from the NP for example.

Data collection
Survey recruitment
After the 15-week huddle period, all staff working at the 
LTC home were invited to complete a survey via email 
sent by the LTC home management through the home’s 
newsletter. When participants accessed the link for the 
online survey, they were prompted to read the consent 
information and the survey instructions and to confirm 
their willingness to participate in the research study. 
Once consented, they were able to access the survey 
questions, which included their sociodemographic char-
acteristics, whether they participated in the huddles (yes 
or no), and outcome data. Staff who completed the sur-
vey had the option to be included in a draw for one of five 
$50 e-gift cards.

Process evaluation
The process evaluation included assessments of the key 
aspects of dose and fidelity with which the huddles were 
implemented: (1) duration of the huddles (in minutes); 
(2) attendance (number of participants and their staff cat-
egory); (3) frequency of delivery (dates of huddle occur-
rence); and (4) adherence, by the NP facilitator, to the 
structure of the huddles (huddle topic and aim, environ-
ment, collaborative culture, and risk management plan, 
i.e., the plan going forward to address any concerns that 
arose). The dose and fidelity of the intervention imple-
mentation were assessed using the Huddle Observa-
tion Tool (HOT); a structured tool originally developed 
by Edbrooke-Childs et al. [7] for paediatrics, which was 
adapted to the context of LTC by the study team. The NP 
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leading the huddle completed the HOT and collected 
detailed notes reflecting on the huddle, in particular on 
collaborative culture and risk management plans devel-
oped during the huddle (Appendix A).

Outcome measures
All outcome data were collected via an online survey 
distributed within 6 weeks of the final huddle. Three 
reminder emails to complete the survey were sent. Self-
reported data were collected on:

1) Moral distress, using a ten-item checklist adapted 
from the Moral Distress in Dementia Care 
Instrument [24]. The checklist was adapted by Iaboni 
et al., and pilot tested with staff working in LTC 
homes during COVID-19 to measure the negative 
feelings experienced when they are unable to do what 
they believe is the right thing for a resident [5]. The 
10 items inquire about causes or situations leading to 
staff moral distress. Respondents were asked to rate 
the distress experienced on a 5-point scale ranging 
from none at all (1) to an extremely large amount 
of distress (5). As done by previous researchers [5], 
the responses to each item were analyzed separately 
due to the independence of the items’ content, that 
is, staff may encounter different causes or situations 
leading to distress.

2) Support provided by the NP who facilitated the 
huddles, using 5 items Supportive Supervisory 
Scale [25] on a 5-point scale, from never (1) to 
always (5). A total score was computed as the sum 
of the 5 items, where higher scores indicate the 
NP as more supportive. The scale was previously 
validated with RN supervisors in LTC [25]. Given 
that NPs are graduate-prepared RNs with leadership 
responsibilities, the attributes evaluated by the scale 
are in line with what is required of NPs, specifically 
being reliable and empathic.

3) Job satisfaction, using a single item asking “how 
satisfied are you overall with your current job in the 
LTC home” rated on a 4-point scale, where higher 
scores indicate more satisfaction. This measure has 
high reliability and validity [26] and has been used 
previously in studies involving LTC homes [27].

4) Overall health (In general, how would you say your 
health is?) and mental health (In general, how would 
you say your mental health is?) status of survey 
respondents were measured with the above two 
items from Statistics Canada [28], using a 5-point 
scale, ranging from poor (1) to excellent (5).

Data analysis
Data on staff’s demographic characteristics and the hud-
dle dose and fidelity were summarized using descrip-
tive statistics. Cross-tabulations and Fisher’s exact test 

were used to examine differences in the characteristics 
of attendees and non-attendees. Bayesian inference was 
chosen for accurate multiple comparisons [29] and is 
useful even when the sample size is small [30]. For each 
outcome, a Bayesian proportional odds model was used 
to estimate the posterior probability distribution of the 
difference in responses for attendees and non-attendees 
[31]. For each situation contributing to moral distress, the 
proportion of the posterior probability distribution less 
than zero was used to estimate the probability of a low 
level of moral distress. For the other outcomes, the pro-
portion of the posterior probability distribution greater 
than zero was used to estimate the probability of a high 
level of support, satisfaction, or health. For this interval 
hypothesis testing, a probability of 0.95 or higher was 
considered statistical evidence. Bayesian analyses were 
started from uninformative priors and stratified by cate-
gory of staff (i.e., direct care, allied care/support, or man-
agement). Stata 16 was used for statistical calculation.

To determine the topics discussed in the huddles, an 
exploratory quantitative content analysis was selected 
[32]. The content analysis of the detailed notes docu-
mented by the NP in the risk management planning sec-
tion of the HOT tool was carried out by two members of 
the research team. The two coders (AK and AW) inde-
pendently reviewed the data line-by-line assigning codes 
to capture the topics discussed, followed by a meeting to 
discuss, and reconcile discrepancies.

Results
Sample
A total of 42 individuals completed the online survey 
post-intervention. Of these, 33% were direct care staff, 
48% were allied care and support staff, and 19% were 
management staff. Overall, most respondents were 
between the ages of 18 and 34 (n = 15, 36%), self-identified 
as white (n = 38, 90%), women (n = 35, 83%), and worked 
more than four days a week (n = 26, 62%). Nearly half of 
the survey respondents had been working between 1 and 
5 years at the LTC home (n = 21, 50%).

Twenty participants indicated that they attended the 
huddles; these participants included two management 
staff, six direct care staff and 12 allied care and support 
staff. Twenty-two respondents indicated not participat-
ing in the huddles, of which six were management staff, 
eight direct care staff, and eight allied care and support 
staff. There were no statistically significant between-
group differences in the staff characteristics (Table 1).

Process evaluation of the intervention
A total of 48 huddles were held from May to August 
2021. The mean duration of the huddles was 15  min, 
with a 10–30-minute range and huddle attendance 
ranged between two to 13 attendees per huddle. The 
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Table 1 Characteristics of staff completing surveys
Characteristic Frequency (column %) P-value

Overall
(n = 42)

Huddles
(n = 20)

No huddles
(n = 22)

Age (years) 0.275

18–34 15 (36%) 9 (45%) 6 (27%)

35–44 9 (21%) 5 (25%) 4 (18%)

45–55+ 18 (43%) 6 (30%) 12 (55%)

Gender 0.444

Women 35 (83%) 16 (80%) 19 (86%)

Men 7 (17%) 4 (20%) 3 (14%)

Race 0.144

White 38 (90%) 19 (95%) 19 (86%)

Non-white 3 (7%) 0 3 (14%)

Missing 1 (2%) 1 (5%) 0

Role* 0.264

Direct care 14 (33%) 6 (30%) 8 (36%)

Allied care/support 20 (48%) 12 (60%) 8 (36%)

Management 8 (19%) 2 (10%) 6 (27%)

Experience in current role in the facility (years) 0.343

< 1 8 (19%) 3 (15%) 5 (23%)

1–5 21 (50%) 12 (60%) 9 (41%)

6–15 6 (14%) 4 (20%) 3 (14%)

16–20 + 6 (14%) 1 (5%) 5 (23%)

Work schedule 0.118

< 2 days 4 (10%) 0 4 (18%)

2–4 days 12 (29%) 5 (25%) 7 (32%)

> 4 days 26 (62%) 15 (75%) 11 (50%)

Redeployment 17 (41%) 10 (50%) 7 (32%) 0.188

Overall moral distress 0.254

An extremely large amount 3 (7%) 3 (15%) 0

 A large amount 14 (33%) 6 (30%) 8 (36%)

A moderate amount 14 (33%) 5 (25%) 9 (41%)

A small amount or none at all 11 (27%) 6 (30%) 5 (23%)

Overall NP support 0.842

Always 12 (29%) 6 (30%) 6 (29%)

Often 12 (29%) 7 (35%) 5 (24%)

Occasionally 13 (32%) 5 (25%) 8 (38%)

Seldom or never 4 (10%) 2 (10%) 2 (9%)

Work satisfaction 0.769

Strongly satisfied 3 (7%) 2 (10%) 1 (5%)

Satisfied 31 (74%) 15 (75%) 16 (73%)

Dissatisfied or strongly dissatisfied 8 (19%) 3 (15%) 5 (22%)

Physical Health 0.041

Excellent 11 (26%) 8 (40%) 3 (14%)

Very good 7 (17%) 1 (5%) 6 (27%)

Good 16 (38%) 6 (30%) 10 (46%)

Fair 5 (12%) 2 (10%) 3 (14%)

Poor 3 (7%) 3 (15%) 0

Mental Health 0.228

Excellent 3 (7%) 3 (15%) 0

Very good 8 (19%) 4 (20%) 4 (18%)

Good 13 (31%) 4 (20%) 9 (41%)

Fair 14 (33%) 6 (30%) 8 (36%)

Poor 4 (10%) 3 (15%) 1 (5%)
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dose of the intervention to which the three categories 
of staff were exposed differed slightly: direct care staff 
attended all huddles, whereas management and admin-
istrative staff were present at only 23% of the huddles. 
For the first three weeks of implementation, the huddles 
occurred between three to four times a week but were 
later reduced to twice per week based on feedback from 
the staff. Eleven of the huddles were co-led by other staff 
(e.g., housekeeping, rehabilitation lead, recreation, and 
life enrichment) with support from the NP. In terms of 
fidelity, more than 90% of the huddles followed the pre-
defined structure. See further details in Table 2.

As identified through the content analysis, topics most 
frequently discussed were related to resident care (n = 22, 
46%). Perceived positive improvements to resident care 
were documented by the NP. For example, when a resi-
dent was in isolation and experienced a fall and psycho-
logical symptoms of dementia, direct care staff shared 
and discussed successful approaches to engage the resi-
dent and minimize their responsive behaviours and risk 

of another fall. In another huddle, through collaborative 
work between direct care staff, dietary aids, and a dieti-
tian, changes were made to a resident’s meal plan which 
led to the resident enjoying meals again. Other examples 
of resident care-related discussions included the NP pro-
viding staff with education to optimize person-centred 
care by sharing strategies to support residents who were 
anxious about receiving care, and education to better 
understand residents’ diagnoses and medications. As per 
the notes provided by the NP, solutions developed in the 
huddles likely led to improvements in residents’ quality 
of life and the work environment of the staff.

The second most common topic addressed at the 
huddles was related to staff well-being (n = 16, 34%). 
Discussions focused on the risks of neglecting self-care, 
addressing staff members’ feelings of anxiety associated 
with providing resident care, discussing the prevalence of 
post-traumatic stress as well as validating frustration and 
concerns related to the pandemic to boost staff morale. 
Some huddles provided an opportunity for celebration 
such as lifting restrictions on family visits in the home. 
Additional topics covered in the huddles were related to 
IPAC practices and measures (n = 4, 8%), including the 
emphasis on the importance of following IPAC guide-
lines; the use of proper equipment (n = 2, 4%); and secu-
rity (n = 2, 4%), which consisted of a review of safety plans 
associated with an emergency at the home.

Staff outcomes
Survey responses indicated that 40% of the staff were 
experiencing a large or extremely large level of moral 
distress. The following situations were primarily associ-
ated with a large amount of moral distress: restrictions 
on family visits, seeing care levels decrease due to staff-
ing shortages and high staff turnover. Of note, 50% of 
attendees reported experiencing a high level of moral 
distress associated with a lack of support for their own 
safety when providing care to residents exhibiting chal-
lenging behaviours related to dementia, compared to 32% 
of non-attendees.

Differences emerged when comparing levels of moral 
distress for the three categories of attendees and non-
attendees. Direct care attendees reported a lower level 
of overall moral distress as compared to non-attendees 
(posterior probability = 0.9933). In addition, attend-
ees reported low levels of moral distress associated 
with seeing lower-quality resident care due to high staff 
turnover (posterior probability = 0.9909) and having to 
follow COVID-19-related policies that don’t seem to ben-
efit residents (posterior probability = 0.9780) compared 
to non-attendees. Management staff attending hud-
dles reported higher levels of moral distress associated 
with high staff turnover (posterior probability = 0.001), 
not having enough activities for residents (posterior 

Table 2 Characteristics of huddles led by the nurse practitioner 
at the LTC home

Huddles
(n = 48)

Duration (mins) mean, range 15 (10–30)

Shift
Day 28 (58%)

Evening 20 (42%)

Facilitator
Nurse practitioner 40 (83%)

Other* 8 (17%)

Attendance 8 (2–13)

Direct care 48 (100%), 
range 1–7

PSW 47 (98%), 
range 2–5

RPN 46 (96%), 
range 0–2

RN 3 (6%), 
range 0–1

Allied care/support 34 (71%), 
range 1–7

Management 11 (23%), 
range 0–1

Huddle Structure Adherence
Aim stated 46 (96%)

Clear leader 45 (94%)

Positive event shared 44 (92%)

Looking back 45 (94%)

Looking now 44 (92%)

Planning 43 (90%)
Note. PSW, Personal Support Worker; RPN, Registered Practical Nurse; RN, 
registered nurse
* Other facilitators that co-led the huddles with the NP included housekeeping, 
rehabilitation lead, recreation and life-enrichment staff
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probability = 0.03), and not having enough staff to provide 
care (posterior probability = 0.0003), as compared to non-
attendees. See further details in Table 3.

In terms of perceived support from the NP, 58% of all 
participants reported experiencing support from the NP 
often or always. The majority of attendees believed the 
NP struck a balance between their and residents’ con-
cerns, compared to 45% of non-attendees. For direct care 
staff, there were no differences in perceptions of support 
between the attendees and non-attendees, whereas allied 
care and support staff in attendance reported greater sup-
port from the NP (posterior probability = 0.9642). Man-
agement staff attendees reported higher levels of support 
from the NP related to the NP being open to remarks 
(posterior probability = 0.9998) and striking a balance 
between resident concerns and those of the managers 
(posterior probability 0.9998). In terms of job satisfac-
tion, as well as physical and mental health, there was no 
evidence of differences between the attendees and non-
attendees, for direct care staff and allied care and support 
staff. However, managers who attended huddles reported 
worse physical health (posterior probability = 0.04) and 
mental health (posterior probability = 0.003) (Table 4).

Discussion
The aim of this study was to evaluate the process of 
implementing the huddles and examine whether there 
were differences in outcomes of moral distress, job sat-
isfaction, physical and mental health, and the perceived 
amount of support provided by the NP between huddles 
attendees and non-attendees. Huddles were facilitated by 
the NP over 15 weeks, with 2 huddles per week on aver-
age, including both day and evening staff. In line with 
previous research [10], we found that huddles were most 
often targeted at concerns related to resident care. Addi-
tionally in this study, the NP facilitator allowed staff to 
discuss topics focused on their well-being and self-care 
strategies given the COVID-19 pandemic, which staff 
appreciated. Differences in outcomes were found for 
direct care staff attending the huddles, as they reported 
lower levels of overall moral distress compared to direct 
care staff who did not attend the huddles. Allied care/
support staff attending the huddles perceived the NP as 
more supportive, compared to non-attendees.

The huddles were targeted at direct care staff and as 
such were attended most often by PSWs and RPNs, who 
represent the majority of LTC staff responsible for resi-
dent care [33] but who may be limited in opportunities to 
share their perspective [10]. Allied care and support staff 
were also invited to attend, as communication amongst 

Table 3 Proportion of the posterior probability distribution consistent with less moral distress, overall and stratified by role
Type of moral distress reported post-implementation Huddles vs. no huddles

Overall
(n = 42)

Direct 
care
(n = 14)

Allied 
care/
support
(n = 20)

Man-
age-
ment
(n = 8)

Overall, how much, if any, moral distress do you currently feel in your job 0.71 .99 0.19 0.09

Seeing the care suffer for residents with or without dementia because of high staff turnover or new staff 
without the training to provide dementia care

0.32 .99 0.06 .001

Having to follow COVID-19 related policies or procedures even when they don’t seem best for the residents 0.87 .98 0.51 0.21

Seeing a low quality of life for residents with or without dementia because there are not enough activities 0.12 0.94 .01 .03

Seeing residents with or without dementia suffering from pain or other symptoms because they are not 
treated appropriately

0.58 0.92 0.47 0.06

Seeing the care suffer for residents with or without dementia because of the effects of restrictions on family 
visits

0.45 0.81 0.29 0.10

Seeing poor care for a resident with or without dementia because of poor communication between staff 
members

0.32 0.62 0.53 0.12

Not reporting what I believe is neglect or abuse of a resident with or without dementia because I feel no 
one listens or I’m afraid of causing trouble

0.40 0.60 0.78 0

Having to provide care to aggressive residents with or without dementia without the supports I need to feel 
safe

0.21 0.53 0.34 0

Seeing the care suffer for residents with or without dementia because physicians do not visit often enough 0.57 0.47 0.86 0.21

Seeing the care suffer for residents with or without dementia because there are not enough staff to do the 
work

0.10 0.37 0.21 .0003

Total score 0.36 0.84 0.32 .03
Note: Rows are ordered by the estimated probability less moral distress was reported by respondents in Direct care who participated in huddles compared to those 
in Direct care who did not participate in huddles

In bold is probability of 0.95 or higher, which is considered statistical evidence for lessened moral distress in those attending the huddles

In italics is probability of 0.05 or lower which is considered statistical evidence of more moral distress in those attending the huddles
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disciplines is key to trust and promoting a positive, per-
son-centred culture in the LTC home [34]. The input 
from all team members greatly enhanced the amount and 
type of solutions offered concerning resident care. Evi-
dence suggests that solutions developed in huddles have 
been associated with improved resident outcomes [35], 
and a reduction in responsive incidents [10]. Ensuring 
LTC homes utilized the expertise of all team members 
has been demonstrated to be essential for the excellent 
quality of care, and an interdisciplinary approach to res-
ident care should be considered in the design of future 
huddles in this setting [36–38].

Moral challenges have arisen specifically due to the 
COVID-19 pandemic, as staff have reported distress 
regarding ruptured family connections, resident loneli-
ness and the increasingly ambiguous and rapidly chang-
ing expectations of staff roles and responsibilities [39]. 

These concerns were corroborated by our findings. Staff 
have identified the need to vent frustrations and dis-
cuss their moral distress openly to process and learn 
from their experiences [40]. Imposing a structured pro-
cess and a safe medium can facilitate honest and open-
reflections more effectively than informal discussions 
among coworkers [40]. Similarly in our study, huddles 
provided an opportunity for staff to discuss their fatigue, 
concerns about resident care and COVID-19, and in 
some instances make changes to improve resident care 
and their situations. Our findings provide preliminary 
evidence that staff who attended the huddles compared 
to those who did not, reported a lower amount of moral 
distress, specifically related to seeing residents’ care lev-
els decrease because of staffing issues, lack of training, 
and COVID-19 policies. However, caution is warranted 
in interpreting these findings given that it is possible 
that those staff with lower moral distress self-selected to 
attend the huddles. As the pandemic has left LTC homes 
increasingly vulnerable, huddles are one solution to con-
tinue supporting staff as the LTC sector recovers.

NPs are uniquely positioned, because of their role, to 
facilitate the huddles. NPs have an important clinical 
and leadership facilitator role in LTC homes that was 
clearly highlighted during the pandemic [15]. Facilitators 
who help implement best practices are required in LTC 
homes, as similar to most healthcare settings, this sec-
tor is frequently under-resourced and often lacks leaders 
with the experience and skills required to introduce and 
implement best practices. Engaging a dedicated facilita-
tor, like an NP, to enable the facilitation of evidence-based 
innovations into practice may be essential for implemen-
tation [14]. Results from our study supported the impor-
tant facilitator role the NP took on to lead the huddles 
and their influence on positive outcomes, as allied care 
and support staff who attended the huddles perceived 
NP’s support as higher than those who did not attend the 
huddles. Being able to attend the huddles allowed allied 
and support staff more opportunities to discuss resident 
care situations with the NP, which was most likely wel-
comed as there are usually few opportunities to have col-
laborative problem-solving opportunities with the NP 
and direct care staff outside of the huddles. Given the 
majority of LTC homes do not have an NP, leaders within 
the home need to be identified who can facilitate these 
huddles, including, but not limited to, managers, charge 
nurses, and personal support workers.

Results on fidelity, specifically attendance records, indi-
cate that management staff had a limited presence at the 
huddles, which could be related to there being few man-
agers in the building. In an effort to engage the manag-
ers, they were included as part of the planning committee 
and their involvement in the huddles was anticipated. 
However, due to the realities of the COVID-19 pandemic 

Table 4 Proportion of the posterior probability distribution 
consistent with greater support from the nurse practitioner, work 
satisfaction, health and mental health, overall and stratified by 
role
Type of Nurse Practitioner 
support

Huddles vs. no huddles
Overall
(n = 42)

Direct 
care
(n = 14)

Allied 
care/
support
(n = 20)

Man-
age-
ment
(n = 7)

My Nurse Practitioner strikes 
a balance between resident/
families’ concerns and mine

0.89 0.31 .972 .9979

I can rely on my Nurse 
Practitioner to be open to 
any remarks I may make to 
him/her

0.79 0.53 0.76 .9998

I can rely on my Nurse Prac-
titioner when I ask for help, 
for example, if things are not 
going well between myself 
and residents and/or their 
families

0.77 0.80 0.77 0.57

My Nurse Practitioner keeps 
me informed of any decisions 
that were made in regard to 
my residents

0.41 0.26 0.81 0.49

My Nurse Practitioner keeps 
me informed of any major 
changes in the work environ-
ment of organization

0.33 0.19 0.69 0.73

Total score 0.69 0.32 .964 0.70

Work satisfaction and 
health
Work satisfaction 0.81 0.84 0.53 0.34

Health 0.59 0.52 0.77 0.04

Mental Health 0.63 0.64 0.71 0.003
Note: Rows are ordered by evidence of strengthened Nurse Practitioner support

In bold is probability of 0.95 or higher, which is considered strong statistical 
evidence for strengthened support

In italics is probability of 0.05 or lower which is considered statistical evidence 
of more moral distress in those attending the huddles
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and staff shortages, managers had competing priorities 
and were unable to regularly attend the huddles. The 
attendance of managers at huddles is important, as many 
issues causing moral distress were rooted in staff con-
cerns associated with staffing shortages and COVID-19 
fatigue and having a manager present may have facili-
tated organizational responses. Furthermore, in this 
study managers attending the huddles reported more 
moral distress and health concerns than those not attend-
ing, which may have negatively impacted their ability to 
hear staff’s concerns further affecting their distress levels. 
Some LTC home managers have been described as hav-
ing passive-avoidant leadership styles [41], possibly due 
to the overwhelming administrative work within the con-
text of limited resources, without any capacity for more 
negativity from staff. Whereas strong leadership among 
managers in LTC homes, characterized as closely moni-
toring work and coaching and giving feedback, has been 
shown to lessen job strain and improve social support 
among direct care staff [42]. Future research should focus 
on training and experience requirements for develop-
ing LTC home leaders, understanding the management 
staff’s role within the huddles; as well, as strategies to 
communicate staff’s concerns and suggested solutions to 
the management team if they are unable to attend.

Strengths and limitations
The major strength of this study was the implementation 
of a structured huddle intervention which was adapted 
based on previous research and delivered with high fidel-
ity. Additionally, the use of a knowledgeable facilitator, 
such as the NP, to implement the huddles was a strength. 
While the study provides important insights, it is not 
without limitations. We do not know how frequently 
each staff member attended the huddles, as this informa-
tion was not collected due to anonymity concerns, and 
therefore we could not evaluate the true dose of the inter-
vention for each huddle attendee. Although we know the 
number of huddle attendees, we are unable to determine 
the response rate compared to the total number of staff 
working, as we cannot account for unfilled shifts due to 
staff shortages experienced by the LTC home. In this LTC 
home setting, huddles were only held during day and eve-
ning shifts, limiting the opportunity for staff who worked 
primarily during the night shift to participate. However, 
staff who were not able to attend the huddles were able to 
track and contribute to the issues and solutions discussed 
using the whiteboards. The design of the study was 
adjusted to decrease the burden on staff working at the 
LTC home. Due to continuous COVID-19 outbreaks and 
staff turnover, staff were unable to complete the surveys 
as expected, so we were unable to evaluate and compare 
changes in staff outcomes over time or know if attendees 
and not attendees differed regarding their characteristics; 

making the findings of this study difficult to generalize to 
other LTC homes. In addition, staff who participated in 
the study were predominately white, which is not repre-
sentative of staffing in most LTC homes. Finally, multiple 
outcomes were assessed with small sample size, however, 
statistical procedures were used to address these issues. 
Future studies should examine changes in outcomes 
between staff participating in huddles.

Conclusion
The process evaluation provided evidence that the NP 
followed the structured protocol for conducting a hud-
dle. Huddles provided a forum for staff to discuss issues 
which were meaningful to them, including patient care 
concerns and issues related to their well-being. There 
was some evidence that those who attended the huddles 
experienced less moral distress and greater support from 
the NP. NPs are important members of LTC home teams 
and can be instrumental in implementing evidence-based 
practices. Additional studies employing robust method-
ological approaches are needed to demonstrate how hud-
dles can impact resident outcomes and staff retention.

List of abbreviations
HOT  huddle observation tool
IPAC  infection prevention and control
LTC  Long-Term Care
NP  nurse practitioner
OT  occupational therapist
PSW  personal support worker
PT  physiotherapist
RN  registered nurse
RPN  registered practical nurse

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-023-04382-3.

Supplementary Material 1

Acknowledgements
We would like to thank the staff for participating in the huddles and the 
management team for allowing our team entry to your facility during the 
pandemic.

Authors’ contributions
KM, JB, VB, AEP, AI, SV, MK, and SS contributed to the conception and the 
design of the work, KM, AK, AW contributed to data collection and acquisition, 
KM, AK, AW, and SCS contributed to data analysis and interpretation, KM and 
AK drafted the work which all authors (KM, AK, AW, JB, VB, AEP, AI, SV, CM, MK, 
SCS, SS) substantially revised. All authors approve the submitted version and 
agree to both be personally accountable for their own contributions and 
integrity of any part of the work.

Funding
The study is funded by the Canadian Foundation for Health Improvement 
(CFHI), Canadian Institute of Health Sciences (CIHR) and the Canadian Centre 
for Aging & Brain Health Innovation (CABHI): Implementation Science Teams: 
Supporting Pandemic Preparedness in Long-Term Care Funding Opportunity. 
Dr. McGilton is supported by the Walter & Maria Schroeder Institute for Brain 
Innovation and Recovery.

https://doi.org/10.1186/s12877-023-04382-3
https://doi.org/10.1186/s12877-023-04382-3


Page 10 of 11McGilton et al. BMC Geriatrics          (2023) 23:713 

Data Availability
The datasets generated and analyzed in this study are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethics approval for the project was obtained from the Toronto Rehabilitation 
Institute, University Health Network Ethics Board, REB#20-6298. All study 
participants provided informed consent prior to completing data collection.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1KITE Research Institute, Toronto Rehabilitation Institute, University Health 
Network, Toronto, Canada
2Lawrence S Bloomberg Faculty of Nursing, University of Toronto, Toronto, 
Canada
3School of Health and Life Sciences, Conestoga College, Kitchener, 
Canada
4Mar School of Nursing, Universitat Pompeu Fabra, Barcelona, Spain
5Social Determinants and Health Education Research Group, Hospital del 
Mar Medical Research Institute, Barcelona, Spain
6Department of Psychiatry, Temerty Faculty of Medicine, University of 
Toronto, Toronto, Canada
7Schools of Pharmacy and Public Health Sciences, University of Waterloo, 
Waterloo, Ontario, Canada
8Faculty of Nursing, Toronto Metropolitan University, Toronto, Canada

Received: 25 May 2022 / Accepted: 5 October 2023

References
1. White EM, Wetle TF, Reddy A, Baier RR. Front-line nursing Home Staff experi-

ences during the COVID-19 pandemic. J Am Med Dir Assoc. 2021;22:199–203. 
https://doi.org/10.1016/j.jamda.2020.11.022.

2. Cimarolli VR, Bryant NS, Falzarano F, Stone R. Job resignation in nurs-
ing homes during the COVID-19 pandemic: the role of quality of 
Employer Communication. J Appl Gerontol. 2022;41:12–21. https://doi.
org/10.1177/07334648211040509.

3. Brady C, Fenton C, Loughran O, Hayes B, Hennessy M, Higgins A, et al. Nursing 
home staff mental health during the Covid-19 pandemic in the Republic of 
Ireland. Int J Geriatr Psychiatry. 2022;37. https://doi.org/10.1002/gps.5648.

4. White EM, Aiken LH, Sloane DM, McHugh MD. Nursing home work 
environment, care quality, registered nurse burnout and job dissatisfac-
tion. Geriatr Nurs (Minneap). 2020;41:158–64. https://doi.org/10.1016/j.
gerinurse.2019.08.007.

5. Iaboni A, Quirt H, Engell K, Kirkham J, Stewart S, Grigorovich A, et al. Barriers 
and facilitators to person-centred Infection prevention and control: results 
of a survey about the Dementia isolation Toolkit. BMC Geriatr. 2022;22:74. 
https://doi.org/10.1186/s12877-022-02759-4.

6. McGilton KS, Escrig-Pinol A, Gordon A, Chu CH, Zúñiga F, Sanchez MG, et al. 
Uncovering the devaluation of nursing home staff during COVID-19: are we 
fuelling the Next Health Care Crisis? J Am Med Dir Assoc. 2020. https://doi.
org/10.1016/j.jamda.2020.06.010.

7. Edbrooke-Childs J, Hayes J, Sharples E, Gondek D, Stapley E, Sevdalis N, et al. 
Development of the Huddle Observation Tool for structured case manage-
ment discussions to improve situation awareness on inpatient clinical wards. 
BMJ Qual Saf. 2018. https://doi.org/10.1136/bmjqs-2017-006513.

8. Pimentel CB, Snow AL, Carnes SL, Shah NR, Loup JR, Vallejo-Luces TM, et 
al. Huddles and their effectiveness at the frontlines of clinical care: a scop-
ing review. J Gen Intern Med. 2021;36:2772–83. https://doi.org/10.1007/
s11606-021-06632-9.

9. Huijbregts M, Sokoloff LG, Feldman S, Conn DK, Simons K, Walsh L, et al. 
Implementation of a Mental Health Guideline in a long-term Care Home: A 
Participatory Action Approach. J Res Interprof Pract Educ. 2012;2. https://doi.
org/10.22230/jripe.2012v2n2a71.

10. Wagner LM, Huijbregts M, Sokoloff LG, Wisniewski R, Walsh L, Feldman S, et 
al. Implementation of Mental Health huddles on Dementia Care Units. Can J 
Aging. 2014;33:235–45. https://doi.org/10.1017/S0714980814000166.

11. Pijl-Zieber E, Hagen B, Armstrong‐Esther C, Hall B, Akins L, Stingl M. Moral 
distress: an emerging problem for nurses in long‐term care? Qual Ageing 
Older Adults. 2008;9:39–48. https://doi.org/10.1108/14717794200800013.

12. Rodriguez HP, Meredith LS, Hamilton AB, Yano EM, Rubenstein LV. Huddle 
up! Health Care Manage Rev. 2015;40:286–99. https://doi.org/10.1097/
HMR.0000000000000036.

13. Kitson A, Harvey G, McCormack B. Enabling the implementation of evidence 
based practice: a conceptual framework. Qual Saf Health Care. 1998;7:149–58. 
https://doi.org/10.1136/qshc.7.3.149.

14. Hunter SC, Kim B, Kitson AL. Interactive workshop to develop implementa-
tion framework (i-PARIHS) resources to support practice facilitation. Imple-
ment Sci Commun. 2020;1:56. https://doi.org/10.1186/s43058-020-00046-0.

15. McGilton KS, Krassikova A, Boscart V, Sidani S, Iaboni A, Vellani S et al. Nurse 
Practitioners Rising to the Challenge During the Coronavirus Disease 2019 
Pandemic in Long-Term Care Homes. Gerontologist 2021. https://doi.
org/10.1093/geront/gnab030.

16. Kaasalainen S, Martin-Misener R, Kilpatrick K, Harbman P, Bryant-Lukosius 
D, Donald F, et al. A historical overview of the development of Advanced 
Practice nursing roles in Canada. Nurs Leadersh. 2010;23. https://doi.
org/10.12927/cjnl.2010.22268.

17. Kilpatrick K, Tchouaket É, Jabbour M, Hains S. A mixed methods quality 
improvement study to implement nurse practitioner roles and improve 
care for residents in long-term care facilities. BMC Nurs. 2020. https://doi.
org/10.1186/s12912-019-0395-2.

18. Kane RL, Flood S, Keckhafer G, Rockwood T. How EverCare Nurse 
practitioners spend their time. J Am Geriatr Soc. 2001;49. https://doi.
org/10.1046/j.1532-5415.2001.4911249.x.

19. Franklin BJ, Gandhi TK, Bates DW, Huancahuari N, Morris CA, Pearson M, et 
al. Impact of multidisciplinary team huddles on patient safety: a system-
atic review and proposed taxonomy. BMJ Qual Saf. 2020;29. https://doi.
org/10.1136/bmjqs-2019-009911. 1.2-2.

20. Bonafide CP, Localio AR, Stemler S, Ahumada L, Dewan M, Ely E, et al. Safety 
Huddle intervention for reducing physiologic monitor alarms: a hybrid 
effectiveness-implementation Cluster Randomized Trial. J Hosp Med. 2018. 
https://doi.org/10.12788/jhm.2956.

21. Pannick S, Athanasiou T, Long SJ, Beveridge I, Sevdalis N. Translating staff 
experience into organisational improvement: the HEADS-UP stepped wedge, 
cluster controlled, non-randomised trial. BMJ Open. 2017;7:e014333. https://
doi.org/10.1136/bmjopen-2016-014333.

22. Sidani S, Braden C. Nursing and Health interventions. Wiley; 2021. https://doi.
org/10.1002/9781119610113.

23. Ministry of Long-Term Care Ontario. Long-Term Care Staffing Study. 2020.
24. Campbell DT, Stanley JC. Experimental and quasi-experimental designs for 

Research. Houghton Mifflin Company; 1963.
25. Awosoga O, Pijl EM, Hagen B, Hall B, Sajobi T, Spenceley S. Development and 

validation of the Moral Distress in Dementia Care Survey instrument. J Adv 
Nurs. 2018;74:2685–700. https://doi.org/10.1111/jan.13803.

26. McGilton KS. Development and psychometric testing of the support-
ive supervisory scale. J Nurs Scholarsh. 2010;42:223–32. https://doi.
org/10.1111/j.1547-5069.2009.01323.x.

27. Dolbier CL, Webster JA, McCalister KT, Mallon MW, Steinhardt MA. Reliability 
and validity of a single-item measure of job satisfaction. Am J Health Promo-
tion. 2005;19:194–8. https://doi.org/10.4278/0890-1171-19.3.194.

28. Schwendimann R, Dhaini S, Ausserhofer D, Engberg S, Zúñiga F. Factors 
associated with high job satisfaction among care workers in Swiss nursing 
homes – a cross sectional survey study. BMC Nurs. 2016;15:37. https://doi.
org/10.1186/s12912-016-0160-8.

29. Statistics Canada. Canadian Community Health Survey 2022. https://www.
statcan.gc.ca/en/survey/household/3226 (accessed May 10, 2022).

30. Gelman A, Tuerlinckx F. Type S error rates for classical and bayesian single and 
multiple comparison procedures. Comput Stat. 2000;15:373–90. https://doi.
org/10.1007/s001800000040.

31. Gelman A, Carlin JB, Stern HS, Dunson DB, Vehtari A, Rubin DB. Bayesian Data 
Analysis. Chapman and Hall/CRC; 2013. https://doi.org/10.1201/b16018.

https://doi.org/10.1016/j.jamda.2020.11.022
https://doi.org/10.1177/07334648211040509
https://doi.org/10.1177/07334648211040509
https://doi.org/10.1002/gps.5648
https://doi.org/10.1016/j.gerinurse.2019.08.007
https://doi.org/10.1016/j.gerinurse.2019.08.007
https://doi.org/10.1186/s12877-022-02759-4
https://doi.org/10.1016/j.jamda.2020.06.010
https://doi.org/10.1016/j.jamda.2020.06.010
https://doi.org/10.1136/bmjqs-2017-006513
https://doi.org/10.1007/s11606-021-06632-9
https://doi.org/10.1007/s11606-021-06632-9
https://doi.org/10.22230/jripe.2012v2n2a71
https://doi.org/10.22230/jripe.2012v2n2a71
https://doi.org/10.1017/S0714980814000166
https://doi.org/10.1108/14717794200800013
https://doi.org/10.1097/HMR.0000000000000036
https://doi.org/10.1097/HMR.0000000000000036
https://doi.org/10.1136/qshc.7.3.149
https://doi.org/10.1186/s43058-020-00046-0
https://doi.org/10.1093/geront/gnab030
https://doi.org/10.1093/geront/gnab030
https://doi.org/10.12927/cjnl.2010.22268
https://doi.org/10.12927/cjnl.2010.22268
https://doi.org/10.1186/s12912-019-0395-2
https://doi.org/10.1186/s12912-019-0395-2
https://doi.org/10.1046/j.1532-5415.2001.4911249.x
https://doi.org/10.1046/j.1532-5415.2001.4911249.x
https://doi.org/10.1136/bmjqs-2019-009911
https://doi.org/10.1136/bmjqs-2019-009911
https://doi.org/10.12788/jhm.2956
https://doi.org/10.1136/bmjopen-2016-014333
https://doi.org/10.1136/bmjopen-2016-014333
https://doi.org/10.1002/9781119610113
https://doi.org/10.1002/9781119610113
https://doi.org/10.1111/jan.13803
https://doi.org/10.1111/j.1547-5069.2009.01323.x
https://doi.org/10.1111/j.1547-5069.2009.01323.x
https://doi.org/10.4278/0890-1171-19.3.194
https://doi.org/10.1186/s12912-016-0160-8
https://doi.org/10.1186/s12912-016-0160-8
https://www.statcan.gc.ca/en/survey/household/3226
https://www.statcan.gc.ca/en/survey/household/3226
https://doi.org/10.1007/s001800000040
https://doi.org/10.1007/s001800000040
https://doi.org/10.1201/b16018


Page 11 of 11McGilton et al. BMC Geriatrics          (2023) 23:713 

32. Harrell FE. Regression Modeling Strategies: With Applications to Linear Mod-
els, Logistic and Ordinal Regression, and, Analysis S. 2nd ed. Cham: Springer 
International Publishing; 2015. https://doi.org/10.1007/978-3-319-19425-7.

33. Krippendorff K. Content analysis. An introduction to its methodology. 3rd ed. 
California CA: Sage Publications; 2013.

34. Holahan TJ, Eber LB, Vigne E. Building Trust in Post-acute and Long-Term 
Care: strategies for sustainable change. J Am Med Dir Assoc. 2022;23:193–6. 
https://doi.org/10.1016/j.jamda.2021.12.007.

35. Arling PA, Abrahamson K, Miech EJ, Inui TS, Arling G. Communication and 
effectiveness in a US nursing home quality-improvement collaborative. Nurs 
Health Sci. 2014;16:291–7. https://doi.org/10.1111/nhs.12098.

36. Hartgerink JM, Cramm JM, Bakker TJEM, Eijsden AM, Mackenbach JP, Nieboer 
AP. The importance of multidisciplinary teamwork and team climate for 
relational coordination among teams delivering care to older patients. J Adv 
Nurs. 2014;70:791–9. https://doi.org/10.1111/jan.12233.

37. Nazir A, Unroe K, Tegeler M, Khan B, Azar J, Boustani M. Systematic Review 
of Interdisciplinary Interventions in nursing homes. J Am Med Dir Assoc. 
2013;14:471–8. https://doi.org/10.1016/j.jamda.2013.02.005.

38. Doornebosch AJ, Smaling HJA, Achterberg WP. Interprofessional Collabora-
tion in Long-Term Care and Rehabilitation: a systematic review. J Am Med Dir 
Assoc. 2022. https://doi.org/10.1016/j.jamda.2021.12.028.

39. van der Geugten W, Jacobs G, Goossensen A. The struggle for good care: 
moral challenges during the COVID-19 lockdown of Dutch elderly care 
facilities. Int J Care Caring. 2022;6:157–77. https://doi.org/10.1332/2397882
21X16311375958540.

40. Munkeby H, Moe A, Bratberg G, Devik SA. Ethics between the lines’ – nurses’ 
experiences of ethical challenges in Long-Term Care. Glob Qual Nurs Res. 
2021;8:233339362110600. https://doi.org/10.1177/23333936211060036.

41. Poels J, Verschueren M, Milisen K, Vlaeyen E. Leadership styles and leadership 
outcomes in nursing homes: a cross-sectional analysis. BMC Health Serv Res. 
2020;20:1009. https://doi.org/10.1186/s12913-020-05854-7.

42. Backman A, Sjögren K, Lövheim H, Edvardsson D. Job strain in nursing 
homes-exploring the impact of leadership. J Clin Nurs. 2018;27:1552–60. 
https://doi.org/10.1111/jocn.14180.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1007/978-3-319-19425-7
https://doi.org/10.1016/j.jamda.2021.12.007
https://doi.org/10.1111/nhs.12098
https://doi.org/10.1111/jan.12233
https://doi.org/10.1016/j.jamda.2013.02.005
https://doi.org/10.1016/j.jamda.2021.12.028
https://doi.org/10.1332/239788221X16311375958540
https://doi.org/10.1332/239788221X16311375958540
https://doi.org/10.1177/23333936211060036
https://doi.org/10.1186/s12913-020-05854-7
https://doi.org/10.1111/jocn.14180

	Nurse practitioner led implementation of huddles for staff in long term care homes during the COVID-19 pandemic
	Abstract
	Introduction
	Methods
	Design
	Setting and sample
	Intervention
	Data collection
	Survey recruitment
	Process evaluation
	Outcome measures


	Data analysis
	Results
	Sample
	Process evaluation of the intervention
	Staff outcomes

	Discussion
	Strengths and limitations

	Conclusion
	References


