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This fall, the Association of Camp Nursing surveyed 
members about camp health care practices in the summer of 
2020 following the onset of the COVID-19 pandemic. The 181 
survey respondents were asked a range of questions about 

how COVID-19 impacted their camp health care practices. 
This research brief provides select findings from the study 
about camp use of non-pharmacological interventions (NPI) 
and personal protective equipment (PPE). These findings 

Figure 1. Frequency of Camp Use of Non-Pharmacological Interventions (NPIs) in the Summer of 2020 (Scale of 1-5, where = 1 never, 
and 5 = always)

Figure 2. Camp Health Center Use of Personal Protective Equipment (PPE) in the Summer of 2020*
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indicate that many camps chose to alter their programming and 
operations, and to some extent their health care procedures, to 
safely run camp during COVID-19. 

The use of small groups or cohorts (also known as 
pods, families, and villages) was the most frequently used 
NPI implemented to reduce the spread of COVID-19 among 
campers and staff (see Figure 1). This cohort strategy was 
frequently supplemented by a decreased number of campers 
and social distancing. Additionally, many camps scheduled 
times for hand hygiene and increased their regular cleaning 
procedures. Staggered activities and the use of face masks 
for staff were other common procedures, with staggered 
mealtimes and the use of face masks for campers happening 
less frequently. The lower rate of camper face mask usage may 
be tied to cohorting, which allows small numbers of campers 
and staff (usually 8–15 people) to navigate the camp experience 
together without having contact with other cohorts. Many 
camps decided to allow campers to remove their masks while 
in their cohorts. The camper face-masking rate may also be 
related to times where campers would not be required to wear 
masks, such as while eating, sleeping, or swimming. 

Additionally, in camp health centers there was an increase 

in personal protective equipment use, although it was not on the 
same scale as programmatic changes (see Figure 2). Roughly 
one-fifth of camps reported using face masks in the health 
center (22 percent), using more thermometers (20 percent), 
and using more gloves (18 percent) than in previous summers. 
Some camps chose to install plexiglass barriers (17 percent), 
while a few used face shields (11 percent) for physical barriers 
between health care providers and patients. The rates of use 
for additional hand hygiene products or additional cleaning 
products were extremely low, suggesting that hand hygiene 
and cleaning procedures in health centers are priorities every 
summer, and those procedures were adequate for COVID-19. 
Very few camps used UV cleaning systems to sanitize 
instruments or areas within the health center, suggesting that 
either these systems were cost prohibitive or not deemed 
necessary. 

These early statistics begin to help us understand 
successful risk-mitigation techniques that allowed camps to 
operate during a global communicable disease event. Nursing 
has long reinforced preventative care measures, and these data 
lend insight to how we might move forward into summer camp 
2021.




