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	TO:
	Long-term Care Physicians and Nurse Practitioners
	DATE:
	April 3, 2020

	FROM:
	Dr. Margaret Manville, Medical Director Long-term Care

	RE:
	LTC update






1. [bookmark: _GoBack] Many questions have been asked about essential physician/NP visits.   LTC homes, in collaboration with our medical leads in our four geographies, have come up with different solutions to this issue. Most LTC homes have limited the number of physicians who provide in-person visits, some to just the medical coordinator.  Some have altered their on-call structure to reduce the number of physicians available to the facility.  To protect our LTC residents from contracting COVID-19, we must:

a. Reduce the number of physicians attending at LTC homes
b. The physician who attends the LTC home should attend the fewest sites 
c. The attending physician should be of ‘ lowest risk’ to patients for COVID-19
d. Any in-person essential visits are restricted to visits that are critical to a medical decision
e. No proactive in-person visits at this time – please use telephone or telehealth options for proactive visiting.  The LTC billing code 0114 
f. Your medical leads and medical coordinators in the geographies are working with LTC homes to come up with the safest and most resource-efficient plans for your communities. 



2. Most LTC homes are still contacting the MRPS for faxes, phone calls and telehealth visits.


3. On-call physicians – there are also questions about whether on-call physicians can or should visit a LTC facility.  If a visit is deemed essential to the medical or comfort care of the patient, especially if a visit can help with a decision to transfer or keep the resident in the LTC facility for care, that visit would be deemed essential. A good assessment from nursing and excellent communication are paramount for all to feel that they have enough information to make a good decision. The medical coordinator should only get involved if there are issues that cannot be resolved between the on-call physician and the nursing staff.   





4. Please see the New England Journal of Medicine article and CDC Morbidity and Mortality Weekly Report on COVID-19 in Nursing Homes in Washington State published last weekend.  These reports support recommendations that reduce the ability of health care workers and others to bring COVID-19 into the nursing home (enhanced screening, reducing to essential visits only, restricting HCW working at different sites, self-monitoring for symptoms, use of PPEs).  They also discuss asymptomatic and pre-symptomatic spread of COVID-19.




5. MOST/ Goals of Care conversations. It is challenging to have these conversations in the context of COVID-19, with so many unknowns. However, it places an unnecessary burden on our on–call colleagues to have to do this when deciding about disposition if the MOST has not been recently reviewed.  These conversations are better had with families before a decision must be made about transfer. If not already done in the last 6 months, please review your M3-C2 patients for their appropriateness for ER transfers and acute care admissions.   

6. E-MOST:  here are some instructions about how to put the MOST into Powerchart.





[bookmark: _MON_1647418204]


7. Medication reviews: it is very important that medication reviews are also done at this time.  Please try to safely reduce the number of medications and the number of times a medication needs to be given to your patients.  This reduces the exposure of patients to HCW interactions if the medication not absolutely necessary.  Please target vitamins and supplements, and medications with uncertain benefit.  If you think families will not agree, please state that the medications can be ‘held’ (eg. 4 weeks) and can be reviewed once the pandemic threat is reduced. 

8. Charting progress notes for telehealth visits (0114 or 14077).  Many LTC facilities use an EHR (eg. Point Click Care, Powerchart) and many physicians are now charting progress notes in the facility’s EHR. The local site administration can help you with access if you are interested in charting electronically. Using your own office EHR is acceptable as long as your progress note is sent to the facility where your patient resides, and it should have 3 patient identifiers (Name, PHN, DOB).  Dr. Bekker can help if you are interested in charting remotely in Powerchart.  If you are not using an EHR, please use a template for recording your encounter (see the attached as an example) and send it to the facility.  Templates also need 3 patient identifiers as stated.   All progress notes should be sent into the facility as soon as possible after the telehealth encounter is completed so that documentation can be reviewed by staff and filed.    Please type your notes if at all possible so they are legible for the staff.  For this time, Island Health facilities will accept dictated progress notes, instructions in the memo below:



[bookmark: _MON_1647336267]


Sincerely, 

Dr. Margaret Manville, Medical Director Long Term Care, Margaret.Manville@viha.ca

Geography 1:  Dr. Kathleen McFadden, Medical Lead, LTC , Caitlin.Mcfadden@viha.ca
Geography 2   Dr. Erfan Javaheri, Medical Lead, LTC, Erfan.Javaheri@viha.ca
Geography 3   Dr. Stacey McDonald, Medical Lead LTC, Stacey.McDonald@viha.ca
Geography 3   Dr. Eric George, Medical Lead LTC, Eric.George@viha.ca 
Geography 4:  Dr. Ian Bekker, Medical Lead LTC, Ian.Bekker@viha.ca
NEJM outbreak in LTC.pdf
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From Public Health–Seattle and King 
County (T.M.M., S.C., S.P., M.K., J.L., A.B., 
V.K., M.D.L., J.F., C.B.-S., J.S.D.), Universi-
ty of Washington, Seattle (T.D.R., M.R.S., 
J.S.D.), EvergreenHealth, Kirkland (F.X.R.), 
Washington State Public Health Labora-
tory, Shoreline (D.R., B.H.), and Wash-
ington State Department of Health, Tum-
water (P.M.) — all in Washington; and 
the Epidemic Intelligence Service (T.M.M., 
D.W.C., N.G.S., E.J.C., F.T., A.C.B., L.P.O.), 
COVID-19 Emergency Response (T.M.M., 
D.W.C., N.G.S., A.K.R., E.J.C., F.T., M.J.H., 
A.C.B., L.P.O., J.R.J., N.D.S., S.C.R., J.A.J., 
M.A.H., T.A.C.), and Laboratory Leader-
ship Service ( J.R.J.), Centers for Disease 
Control and Prevention, Atlanta. Address 
reprint requests to Dr. Honein at the 
Centers for Disease Control and Preven-
tion, 4770 Buford Hwy., NE, Mailstop 
S-106-3, Atlanta, GA 30341, or at 
mhonein@​cdc​.gov.


*The full list of the Public Health–Seattle 
and King County, EvergreenHealth, and 
CDC COVID-19 Investigation Team can 
be found in the Supplementary Appen-
dix, available at NEJM.org.


Drs. McMichael and Currie contributed 
equally to this article.


This article was published on March 27, 
2020, at NEJM.org.


DOI: 10.1056/NEJMoa2005412
Copyright © 2020 Massachusetts Medical Society.


BACKGROUND
Long-term care facilities are high-risk settings for severe outcomes from outbreaks 
of Covid-19, owing to both the advanced age and frequent chronic underlying 
health conditions of the residents and the movement of health care personnel 
among facilities in a region.


METHODS
After identification on February 28, 2020, of a confirmed case of Covid-19 in a 
skilled nursing facility in King County, Washington, Public Health–Seattle and 
King County, aided by the Centers for Disease Control and Prevention, launched a 
case investigation, contact tracing, quarantine of exposed persons, isolation of con-
firmed and suspected cases, and on-site enhancement of infection prevention and 
control.


RESULTS
As of March 18, a total of 167 confirmed cases of Covid-19 affecting 101 residents, 
50 health care personnel, and 16 visitors were found to be epidemiologically linked 
to the facility. Most cases among residents included respiratory illness consistent 
with Covid-19; however, in 7 residents no symptoms were documented. Hospital-
ization rates for facility residents, visitors, and staff were 54.5%, 50.0%, and 6.0%, 
respectively. The case fatality rate for residents was 33.7% (34 of 101). As of March 18, 
a total of 30 long-term care facilities with at least one confirmed case of Covid-19 
had been identified in King County.


CONCLUSIONS
In the context of rapidly escalating Covid-19 outbreaks, proactive steps by long-
term care facilities to identify and exclude potentially infected staff and visitors, 
actively monitor for potentially infected patients, and implement appropriate infec-
tion prevention and control measures are needed to prevent the introduction of 
Covid-19.


A BS TR AC T


Epidemiology of Covid-19 in a Long-Term 
Care Facility in King County, Washington
Temet M. McMichael, Ph.D., Dustin W. Currie, Ph.D., Shauna Clark, R.N., 
Sargis Pogosjans, M.P.H., Meagan Kay, D.V.M., Noah G. Schwartz, M.D., 


James Lewis, M.D., Atar Baer, Ph.D., Vance Kawakami, D.V.M., 
Margaret D. Lukoff, M.D., Jessica Ferro, M.P.H., Claire Brostrom‑Smith, M.S.N., 


Thomas D. Rea, M.D., Michael R. Sayre, M.D., Francis X. Riedo, M.D., 
Denny Russell, B.S., Brian Hiatt, B.S., Patricia Montgomery, M.P.H., 


Agam K. Rao, M.D., Eric J. Chow, M.D., Farrell Tobolowsky, D.O., 
Michael J. Hughes, M.P.H., Ana C. Bardossy, M.D., Lisa P. Oakley, Ph.D., 


Jesica R. Jacobs, Ph.D., Nimalie D. Stone, M.D., Sujan C. Reddy, M.D., 
John A. Jernigan, M.D., Margaret A. Honein, Ph.D., Thomas A. Clark, M.D.,  
and Jeffrey S. Duchin, M.D., for the Public Health–Seattle and King County, 


EvergreenHealth, and CDC COVID-19 Investigation Team*​​
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On December 31, 2019, China re-
ported a cluster of pneumonia cases of 
unknown cause that would later be iden-


tified as severe acute respiratory syndrome coro-
navirus 2 (SARS-CoV-2).1-3 Patients with the illness, 
called coronavirus disease 2019 (Covid-19), fre-
quently present with fever, cough, and shortness 
of breath within 2 to 14 days after exposure.4 As 
of March 23, 2020, there had been 332,930 con-
firmed cases of Covid-19 reported globally, and 
14,510 deaths had been reported.5 In recognition of 
the widespread global transmission of Covid-19, 
the World Health Organization declared Covid-19 
to be a pandemic on March 11, 2020.6 The first 
case of Covid-19 in the United States was diag-
nosed on January 20, 2020, in Snohomish County, 
Washington, in a person who had recently trav-
eled to Wuhan, China.7


On February 28, Public Health–Seattle and 
King County (PHSKC) was notified of a positive 
Covid-19 test result from a patient who had been 
admitted to a local hospital and tested on the 
basis of newly revised testing criteria from the 
Centers for Disease Control and Prevention (CDC).8 
The patient resided in Facility A, a skilled nursing 
facility with approximately 130 facility residents 
and 170 staff. When the initial case was con-
firmed on February 28, 2020, PHSKC and the 
CDC immediately began case investigation, con-
tact tracing, quarantine of exposed persons, isola-
tion of persons with confirmed or suspected 
Covid-19, and on-site enhancement of infection 
prevention and control. Some of the information 
obtained through the investigation was rapidly re-
ported through a Morbidity and Mortality Weekly 
Report.9


C a se R eport


On February 27, 2020, PHSKC was notified of a 
73-year-old woman with cough, fever, and short-
ness of breath who resided in Facility A, in which 
a cluster of unexplained febrile respiratory illness 
was occurring. The index patient had symptom 
onset on February 19 and worsening respiratory 
status requiring supplemental oxygen for 5 days 
before she was transferred to a local hospital on 
February 24, 2020. At the hospital, she was found 
to be febrile (temperature as high as 39.6°C), with 
tachycardia, tachypnea, and hypoxemia (oxygen 
saturation, 83% while she was breathing ambient 


air). She became more hypoxemic over the next 
24 hours, despite bilevel positive airway pressure 
(BiPAP), and was intubated on February 25, 2020, 
because of respiratory failure. A computed tomo-
graphic (CT) scan of the chest revealed diffuse 
bilateral pulmonary infiltrates. Her medical his-
tory included insulin-dependent type II diabetes 
mellitus, obesity, chronic kidney disease, hyper-
tension, coronary artery disease, and congestive 
heart failure. She had no known travel or contact 
with persons known to have Covid-19.


Multiplex viral respiratory panel and bacterial 
cultures (sputum and bronchoalveolar lavage) 
were unrevealing. The CDC testing criteria for 
Covid-19 had been recently revised to include se-
verely ill persons for whom no cause had been 
identified.10 On February 27, an astute clinician 
requested Covid-19 testing on the basis of the 
new CDC criteria allowing testing in cases of se-
vere, unexplained pneumonia despite the lack of 
an epidemiologic link and obtained nasopharyn-
geal and oropharyngeal swabs and a sputum 
specimen to test for SARS-CoV-2 by real-time 
reverse-transcriptase polymerase chain reaction 
(rRT-PCR). On February 28, 2020, results were 
positive, 9 days after symptom onset and 4 days 
after hospital admission. The patient died on 
March 2, 2020.


Me thods


In response to the travel-associated case of 
Covid-19 in neighboring Snohomish County, 
PHSKC activated its emergency response on Janu-
ary 20, 2020, and began active surveillance for 
Covid-19, focused on identifying cases of suspected 
and confirmed Covid-19 and tracing contacts. 
PHSKC collects data on demographics, clinical 
status, and results of laboratory testing gathered 
from Covid-19 case investigations into its local 
surveillance database and analyzes these data in 
combination with laboratory records and case 
reports obtained from the Washington Disease 
Reporting System.


On receiving notification on February 28 of 
the Covid-19 diagnosis for the index patient, who 
was a resident of Facility A, PHSKC immediately 
began an investigation of the cluster of Covid-19–
like illness that was occurring in this facility. A 
CDC field team arrived on March 1, at the re-
quest of PHSKC, to assist with the investigation. 
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Covid-19 in a Long-Term Care Facility in Washington


Facility residents, visitors, and health care person-
nel with confirmed Covid-19 were interviewed by 
telephone to collect information on symptoms, 
severity, coexisting conditions, travel history, and 
close contacts with known Covid-19. Guidance 
related to self-isolation, self-quarantine, and 
testing for symptomatic close contacts was pro-
vided during interviews, as appropriate. If a case 
patient was unable to be interviewed (e.g., because 
the patient had been intubated), a proxy was asked 
to provide as many details as possible. Medical 
chart abstractions were performed to confirm 
information about underlying health conditions 
among facility residents with Covid-19.


Specimen collection and diagnostic testing 
were conducted in accordance with CDC guide-
lines.11 In brief, upper respiratory specimens 
(nasopharyngeal and oropharyngeal swabs) were 
collected with synthetic fiber swabs. Each swab 
was stored in a sterile tube with viral transport 
media between 2°C and 8°C before being trans-
ported to the Washington Department of Health 
Public Health Laboratory for diagnostic testing. 
Sputum was collected only when the person had 
a productive cough or when clinically indicated. 
Diagnostic testing was done in accordance with 
the CDC’s SARS-CoV-2 rRT-PCR panel for detec-
tion of SARS-CoV-2.12-14


As part of the intensive response, at least 100 
long-term care facilities in King County were 
contacted by email on March 6, 2020, through a 
REDCap survey that was used to obtain informa-
tion on residents or staff known to have Covid-19 
or on clusters of influenza-like illness among 
residents and staff. Nonresponders were sent up 
to five reminders to complete the survey.15 In ad-
dition, countywide databases that capture all 
emergency medical service transfers from long-
term care facilities to acute care facilities were 
reviewed on a daily basis for evidence of cases or 
clusters of influenza-like illness. Finally, routine 
passive surveillance for influenza-like illness 
clusters in long-term care facilities was used to 
identify possible Covid-19; reporting is mandat-
ed for a confirmed case of influenza or for two 
or more cases of influenza-like illness in a 72-hour 
period. All long-term care facilities with evidence 
of a cluster of respiratory illness were contacted 
by telephone for additional information, includ-
ing information on infection-control strategies 
that were in place and on personal protective 


equipment (PPE) supplies. On the basis of this in-
formation, the long-term care facilities were pri-
oritized according to risk of Covid-19 introduction, 
and the highest-priority facilities were visited by 
response personnel to perform diagnostic test-
ing of those with influenza-like illness and to 
implement infection-control assessment, train-
ing, and support.


R esult s


On February 28, 2020, four cases of Covid-19 
were confirmed among residents of King County; 
1 person had presumed travel-related exposure, 
and 3 were identified by testing hospitalized 
patients who had severe respiratory illness 
(e.g., pneumonia) and who had tested negative 
for influenza and other respiratory pathogens. 
One of these was the index patient from Facility 
A; one was a Facility A staff member. When the 
index case was identified on February 28, at least 
45 residents and staff dispersed across Facility A 
had symptoms of respiratory illness; PHSKC was 
notified of this increase by the facility on Febru-
ary 27.


As of March 18, a total of 167 persons with 
Covid-19 that was epidemiologically linked to 
Facility A had been identified (Fig. 1); 144 were 
residents of King County and 23 were residents 


Figure 1. Confirmed Cases of Covid-19 Linked to Facility A.


Shown are cases of Covid-19 in Washington that had been epidemiological-
ly linked to Facility A as of March 18, 2020.
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of Snohomish County. Cases of Covid-19 occurred 
among facility residents (101 persons), health care 
personnel (50), and visitors (16) (Table 1). Among 
facility residents, 118 were tested; 101 results were 
positive and 17 negative. Most affected persons 
had respiratory illness consistent with Covid-19; 
however, chart review of facility residents found 
that in 7 cases no symptoms had been docu-
mented. Clinical presentation ranged from mild 
(no hospitalization) to severe, including 35 deaths 
by March 18. Reported dates of symptom onset 
ranged from February 15 to March 13. The median 
age of the patients was 83 years (range, 51 to 100) 
among facility residents, 62.5 years (range, 52 to 
88) among visitors, and 43.5 years (range, 21 to 79) 


among facility personnel; 112 patients (67.1%) 
were women (Table 1). The hospitalization rates 
for residents, visitors, and staff were 54.5%, 50.0%, 
and 6.0%, respectively. As of March 18, the pre-
liminary case fatality rate was 33.7% for resi-
dents and 6.2% for visitors; no staff members 
had died. Most (94.1% of 101) facility residents 
had chronic underlying health conditions, with 
hypertension (67.3%), cardiac disease (60.4%), 
renal disease (40.6%), diabetes mellitus (31.7%), 
pulmonary disease (31.7%), and obesity (30.7%) 
being most common. Of the coexisting conditions 
evaluated, hypertension was the only underlying 
condition present in 7 facility residents with 
Covid-19. The 50 health care personnel with con-


Table 1. Demographic and Clinical Characteristics of Persons with Confirmed Covid-19 Linked to Facility A.*


Characteristic
Residents 
(N = 101)


Health Care 
Personnel 
(N = 50)


Visitors 
(N = 16)


Total 
(N = 167)


Median age (range) — yr 83 (51–100) 43.5 (21–79) 62.5 (52–88) 72 (21–100)


Sex — no. (%)


Male 32 (31.7) 12 (24.0) 11 (68.8) 55 (32.9)


Female 69 (68.3) 38 (76.0) 5 (31.2) 112 (67.1)


Hospitalized — no. (%)


Yes 55 (54.5) 3 (6.0) 8 (50.0) 66 (39.5)


No 9 (8.9) 44 (88.0) 8 (50.0) 61 (36.5)


Unknown 37 (36.6) 3 (6.0) 0 40 (24.0)


Died — no. (%)


Yes 34 (33.7) 0 1 (6.2) 35 (21.0)


No 67 (66.3) 50 (100.0) 15 (93.8) 132 (79.0)


Chronic underlying conditions — no. (%)†


Hypertension‡ 68 (67.3) 4 (8.0) 2 (12.5) 74 (44.3)


Cardiac disease 61 (60.4) 4 (8.0) 3 (18.8) 68 (40.7)


Renal disease 41 (40.6) 0 2 (12.5) 43 (25.7)


Diabetes mellitus 32 (31.7) 5 (10.0) 1 (6.2) 38 (22.8)


Obesity 31 (30.7) 3 (6.0) 3 (18.8) 37 (22.2)


Pulmonary disease 32 (31.7) 2 (4.0) 2 (12.5) 36 (21.6)


Cancer 15 (14.9) 0 0 15 (9.0)


Compromised immune system 9 (8.9) 0 0 9 (5.4)


Liver disease 6 (5.9) 0 0 6 (3.6)


*	�Data are for persons with confirmed Covid-19 that was epidemiologically linked to Facility A, including residents of King County and 
Snohomish County, from February 27 through March 18, 2020.


†	�For chronic underlying conditions, “no” and “unknown” are combined. Percentages represent the number of cases with information on the 
coexisting condition, irrespective of missing data. Data on chronic underlying conditions were missing for 1 resident, 5 health care person-
nel, and 1 visitor.


‡	�Hypertension was the only chronic underlying condition in 7 residents, 2 health care personnel, and 1 visitor.
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firmed Covid-19 worked in the following occupa-
tional categories: physical therapist, occupational 
therapist assistant, speech pathologist, environ-
mental care (housekeeping, maintenance), nurse, 
certified nursing assistant, health information 
officer, physician, and case manager.


Through ongoing surveillance and outreach 
to provide technical assistance with infection 
prevention and control to long-term care facili-
ties (e.g., nursing homes, assisted living), a total 
of 30 King County facilities with at least one 
confirmed Covid-19 case, including Facility A, 
were identified by March 18. Of the first 8 fa-
cilities affected after Facility A, at least 3 had 
clear epidemiologic links to Facility A (Fig.  2). 
Two of the facilities with definitive epidemio-
logic links had staff working both at that facil-
ity and at Facility A; the third facility had re-
ceived two patient transfers from Facility A. 
Information received from surveys of long-term 
care facilities and on-site visits identified factors 
that were likely to have contributed to the vul-
nerability of these facilities, including staff who 
had worked while symptomatic; staff who worked 
in more than one facility; inadequate familiarity 
with and adherence to PPE recommendations; 
challenges to implementing proper infection con-
trol practices, including inadequate supplies of 
PPE and other items (e.g., alcohol-based hand 
sanitizer); delayed recognition of cases because 
of a low index of suspicion; limited availability 
of testing; and difficulty identifying persons 
with Covid-19 on the basis of signs and symp-
toms alone. Examples of specific PPE challenges 
included an initial lack of available eye protection, 
frequent changes in PPE types because supply 
chains were disrupted and PPE was being ob-
tained through various donations or suppliers, 
and a need for a designated staff member to 
observe PPE use to ensure that staff were consis-
tent with safe PPE handling (e.g., not touching 
or adjusting face protection, primarily face masks, 
during extended use). Working collaboratively, 
state and local health departments and CDC 
staff provided five focused PPE trainings for fa-
cility staff, including donning and doffing dem-
onstrations and practice, and three additional 
basic infection control visits, including hand 
hygiene assessments, audits of PPE use, and re-
views of environmental cleaning and disinfec-
tion practices.


Discussion


The vulnerability of long-term care facilities to 
respiratory disease outbreaks, including influ-
enza and other commonly circulating human 
coronaviruses such as the common cold, is well 
recognized.16,17 As this report shows, the spread 
of Covid-19 reflected the same vulnerability in at 
least one long-term care facility. In total, 167 
confirmed cases of Covid-19 had been identi-
fied among residents, personnel, and visitors as 
of March 18, and 30 skilled nursing and assisted 
living facilities in King County had identified at 
least one confirmed case of Covid-19. Staff 
working in multiple facilities while ill and trans-
fers of patients from one facility to another po-
tentially introduced Covid-19 into some of these 
facilities. The transmission within Facility A and 
to other facilities in the area posed a serious threat 
to the medically vulnerable population residing 
within long-term care facilities and strained the 
local acute care hospitals. Although the use of 
vaccine and antiviral medications can be effec-
tive in reducing the spread of influenza in long-
term care facilities, such interventions are not 
currently available for Covid-19.18 Residents and 
health care personnel at long-term care facilities 
are at risk for Covid-19 transmission and severe 


Figure 2. Timeline Showing Long-Term Care Facilities in King County with 
One or More Confirmed Cases of COVID-19.


The first nine long-term care facilities (e.g., nursing homes or assisted liv-
ing facilities) in King County with one or more confirmed cases of Covid-19 
are shown according to the date of the first confirmed case. Facilities are 
those identified as of March 9, 2020. The direction of potential introduc-
tion of Covid-19 from one facility to another is unknown.
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outcomes, particularly for residents who are 
predominantly at advanced ages and have under-
lying medical conditions. Publicly available infor-
mation on staffing and quality measures shows 
no indication that baseline practices at Facility A 
placed residents at greater risk than residents at 
other similar facilities.


This investigation had a number of limita-
tions. Not all residents and staff were inter-
viewed and tested for SARS-CoV-2, which might 
have led to under-ascertainment of infections, 
particularly for those who were presymptomatic 
or asymptomatic. For example, at another facil-
ity (Facility B) that had a subsequent Covid-19 
outbreak epidemiologically linked to Facility A, 
swabbing of all residents revealed that infections 
with low cycle threshold values (indicating a 
large quantity of viral RNA) occurred among 
some residents who did not have symptoms.19 
There was not a complete roster of visitors to 
Facility A, and it is possible that some infections 
among visitors were also missed by these sur-
veillance and investigation efforts. Because symp-
tom onset dates were not available in many 
cases, the epidemic curve is presented by date of 
report; however, this does not adequately repre-
sent the timing of disease onset in the facility, 
given that the median time from symptom onset 
to diagnosis in this cohort was 8 days but had 
considerable variability. Finally, case ascertain-
ment and testing ramped up after the outbreak 
was recognized at Facility A, but there could have 
been infections and transmission at other facili-
ties in the area earlier.


On March 10, 2020, the governor of Washing-
ton implemented mandatory screening of health 
care workers and visitor restrictions for all li-
censed nursing homes and assisted living facili-
ties.20 These strategies are coordinated and sup-
ported by public health authorities, partnering 
health care systems, regulatory agencies, and their 
respective governing bodies.20-23 Local and state 
authorities strengthened prevention and mitiga-
tion strategies targeting transmission of Covid-19 
and other respiratory viruses in long-term care 
facilities that include screening and restricted 
access policies for visitors and nonessential per-
sonnel; screening of health care personnel, in-
cluding measurement of body temperature and 
interviewing for presence of respiratory symp-
toms, to identify and exclude symptomatic work-
ers; strategies for close clinical monitoring of 


residents; social distancing, including restricting 
resident movement and group activities; staff 
training on infection prevention and control and 
PPE use; and establishment of plans for county 
and state coordination of needs and contingency 
plans for acquiring PPE in anticipation of delays 
or interruptions in supply.20,22,24,25 In addition to 
education, hands-on training, and maintaining 
adequate supplies, facilities need to reinforce staff 
adherence to infection prevention and control prac-
tices with regular auditing and feedback from ob-
servation of staff workflow. Substantial disrup-
tions, such as staff absenteeism and increased 
workload, may affect the consistency with which 
these practices are implemented and monitored. 
The impact of these policies in protecting long-
term care facilities should continue to be evalu-
ated, along with the role of serial testing strategies 
to identify infected staff or patients as testing re-
agents and supplies become more available.


The experience described here indicates that 
outbreaks of Covid-19 in long-term care facilities 
can have a considerable impact on vulnerable 
older adults and local health care systems. The 
findings also suggest that once Covid-19 has 
been introduced into a long-term care facility, it 
has the potential to spread rapidly and widely. 
This can cause serious adverse outcomes among 
facility residents and staff, which underscores 
the importance of proactive steps to identify and 
exclude potentially infected staff and visitors, 
early recognition of potentially infected patients, 
and implementation of appropriate infection pre-
vention and control measures.21-24,26 Lessons learned 
from this initial cluster can provide valuable guid-
ance for long-term care facilities in other parts of 
the United States.


The findings and conclusions in this report are those of the 
authors and do not necessarily represent the official position of 
the Centers for Disease Control and Prevention.


Disclosure forms provided by the authors are available with 
the full text of this article at NEJM.org.


A data sharing statement provided by the authors is available 
with the full text of this article at NEJM.org.


We thank the facility residents; the staff of Facility A for 
their ongoing efforts to provide care in the face of these chal-
lenges; staff at the local and state health departments respond-
ing to this public health emergency; staff at the Washington 
State Department of Health Public Health Laboratories and 
at the CDC Laboratories for their dedication; the acute care 
hospitals and their staff who have provided and continue to 
provide care for those affected by COVID-19; CDC staff at the 
Emergency Operations Center; and members of the Covid-19 
response teams at the local, state, and national levels for their 
unwavering commitment in the face of this global public 
health emergency.
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It’s finally here! 
The Advance Care Planning/MOST tab in Results Review


All the historical info available in one place to make decisions/run a family meeting


The MOST is the cherry on top, but the Goals of 


Care Documentation is where the “good stuff” is







To read previous notes on Goals of Care discussions, 
Double click on the “Goals of Care Narrative” cell and 
it opens the document for that date.







Doctors/NPs can document a GOC conversation by 
creating a new ACP form from the “AdHoc” menu: 
It’s 3 clicks to open it 


The most recent note is visible underneath for reference, with cues for the 
components of the “Serious Illness Conversation” template underneath that. Sign 
it by clicking the checkmark (NOT the floppy disc! If you click the floppy disc your 
work gets hidden)


This is what it looks like for 


physicians. If you can’t find it, 


please call or email me


rachel.carson@viha.ca 


3


1


2







ANYONE (nurse, social worker, MD, NP, dietitian, PT etc) can use 
this form to enter information about a Goals of Care conversation 
they have with the patient, because Advance Care Planning is a 
team sport! 


The most recent note is visible underneath for reference, with 
cues for the components of the “Serious Illness Conversation” 
template underneath that. Sign it by clicking the checkmark (NOT 
the floppy disc! If you click the floppy disc your work gets hidden)







Doctors/NPs can document a GOC conversation by 
creating a new ACP form from the “AdHoc” menu:


This is what it looks like for 


some physicians – 3 clicks 


to open







Doctors/NPs may also want to put the Goals of 
Care Discussion as part of their main consult / 
progress note then copy (CTRL-C) and paste it 
into the ACP/Goals of Care form box


Why? Because the ACP/Goals of Care form can’t be 
copied to someone outside of iHealth (e.g. to family 
physician office office) the way a physician consult can.


Only an MD/NP document (not a form) can be sent out 
electronically to physician offices, so if you want to 
send a summary of the discussion to the GP, the 
MD/NP has to put it in a note, and copy that to GP 
then cut and paste it into the ACP form


Nursing or allied health documentation can only be 
sent out to physician offices by printing and faxing







Who are you going to call?
Emergency Contacts in Cerner are:


• Different from substitute decision makers (neighbour vs relative in Toronto)


• unreliable (“ghost contacts”… spoooooky)


• encounter-specific (not patient-level like the allergy record)


• not editable by clinical staff (only NUAs/patient-placement staff have access)


Record potential temporary substitute decision makers (TSDMs) and their contact 
info in the ACP form (Consent to Treatment section) 


Enter 
it 


Here


Find 
it 


here
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 ADVANCED CARE PLANNING IN THE EHR 
Provider Guide 


INTRODUCTION ............................................................................................................................................. 1 
HOW TO VIDEO: ADVANCE CARE PLANNING IN POWERCHART .................................................................... 3 
QUICK REFERENCE GUIDE FOR PHYSICIANS .................................................................................................. 4 
 


INTRODUCTION 


Advance Care Planning (ACP) is a process that a capable adult follows to ensure that their values, wishes, 
beliefs, and goals of care are known, in the event that they become incapable of providing direction or 
consent in their care. This process includes conversations with the adult’s loved ones and health care 
providers. These conversations should be ongoing, as wishes and health status may change. Advance 
Care Planning may also include the adult recording their wishes, making a list of possible Temporary 
Substitute Decision Makers (TSDM), the legal appointment of a Substitute Decision Maker (SDM), and/or 
writing an Advance Directive. 


What is my role in Advance Care Planning? 


We all support ACP through: 
 Ascertaining what beliefs, values, and wishes relating to health, capabilities, and care are 


important to the patient and working with the patient to identify goals of care. 
 Ensuring that patients have information and, if needed, clarification about prognosis and 


treatment options. 
 Ensuring patients have information about personal planning options (this may include a referral 


to Social Work and/or providing additional resources). 


How can I learn more about Advance Care Planning? 


There are numerous resources available regarding ACP: 
 The BC Ministry of Health’s My Voice booklet. 
 HealthLink BC’s Advance Care Planning site.  
 BC Ministry of Health’s Advance Care Planning site.  
 NIDUS, a BC non-profit offering information and resources relating to personal planning options. 
 Speak Up, a national website offering information and resources related to ACP. 


For more information about Advance Care Planning, please contact the Advance Care Planning 
Coordinator at advancecareplanning@viha.ca.  


What do I do with the Advance Care Planning information that I receive? 


Like allergy information, ACP information needs to be readily available anywhere a patient receives care. 
The new ACP Powerform provides a way for this information to be recorded, so that all clinicians can 
find it with just two clicks, wherever the patient is within Island Health. It is important that the ACP 
information in the chart is regularly verified with the patient to ensure that the information is accurate 
and up to date. Patients’ Advance Care Plans can change at any time.   







ADVANCE CARE PLANNING IN THE EHR | 2 


What information can be recorded in the Powerform? 


The ACP Powerform has several sections: 


 Goals of Care Narrative: In this section, Health Care Providers (HCPs) can document information 
that they receive about a patient’s values, wishes, beliefs, and goals related to their care. This is 
recorded in a free-text box. The page also includes a list of the key elements of the Serious 
Illness Conversation to help guide HCPs in their discussions.  


 Consent to Treatment: This section allows HCPs to document any legal documents that are 
relevant to consent, such as a Representation Agreement, Advance Directive, or Committee of 
Person. This section also allows HCPs to record the names and contact information of potential 
TSDM and to indicate their eligibility (criteria are listed on the page). Information in this section 
should be reviewed regularly, as documents and relationships can change. 
 
The table below outlines the documents that may be completed: 


 Advance 
Directive 


Enduring 
POA 


RA7  
Financial 


RA7 
Personal 
and Health 


RA9 
Personal 
and Health 


Committee 
of Estate 


Committee 
of Person 


Financial 
NO YES 


Routine 
Management 


NO NO YES NO 


Legal 
 


NO YES Limited NO NO YES NO 


Personal 
Care 


NO NO NO 
YES 


Limited 
YES NO YES 


Health Care 
YES NO NO 


YES  
Limited 


YES NO YES 


 
HCPs must always seek consent using the standards set out in the Health Care (Consent) and 
Care Facility (Admission) Act. 


 Financial and Legal: HCPs can use this page to document any financial or legal arrangements 
that a patient may have in place, such as a Committee of Estate or Power of Attorney. This page 
also allows HCPs to record whether a patient is receiving Palliative Benefits and when they were 
registered with the program. 


 Planning for Death: Information about a patient’s end of life wishes their funeral arrangements 
and executor can be included here. HCPs may document whether an Expected Death in the 
Home (EDITH) form has been completed. Conversation notes and information related to a 
patient’s request for Medical Assistance in Dying may also be recorded on this page.   


 Cultural/Spiritual: HCPs may record a patient’s religious preference, information related to a 
religious community, and religious or cultural considerations relevant to their care.  


 Minor/Pediatric: HCPs working with minors may use this section to document information about 
a minor’s healthcare decision maker, degrees of intervention, and ACP conversations. 
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HOW TO: ADVANCE CARE PLANNING IN POWERCHART 


 
 
This two-minute video provides an overview of ACP documentation in PowerChart.  
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QUICK REFERENCE GUIDE FOR PHYSICIANS 


APPLIES TO All providers and clinicians who document Advance Care Planning (ACP), Serious 
Illness Conversations, and Goals of Care in the Electronic Health Record (EHR) 


PURPOSE To demonstrate the procedure for efficiently documenting and viewing ACP 
information in the EHR 


Background 


Documentation is integral to ACP to ensure a patient’s wishes are expressed, heard, and respected. To 
facilitate communication of those wishes, the EHR has been configured to capture this specific 
information and display it within the workflow. 


Accessing the Advance Care Planning/Goals of Care PowerForm 


 From Adhoc documentation Admission/Transfer/Discharge folder: 


  


 
 


 From the Workflow pages ACP component: 
(Not all PowerChart users have this component) 


 


Using the PowerForm 


For detailed information on how to use PowerForms, refer to the PowerForm quick reference guide. 


Use the check mark  to sign a completed PowerForm, not the save  button. Saved documents are 
only visible to the author and will not communicate ACP to the care team. 
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Viewing ACP Documentation within the Electronic Health Record 


 From Results Review: 


 
 


 From the Workflow pages:  


 


Modifying a signed PowerForm 


 Navigate to Form Browser from the Menu on the left hand side of the screen. 
 Locate the form you wish to modify. 
 Right click and select Modify. 
 Update the PowerForm, and click Sign. 


Marking a PowerForm “In Error” 


 Navigate to Form Browser from the Menu on the left hand side of the screen. 
 Locate the form you wish to mark In Error. 
 Right click and select Unchart. 
 Write a reason for marking the form In Error in the comment section, and click Sign. 
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		To review documentation click on MOST/ACP tab in “Results Review”







[image: ]To review documentation, click on MOST/ACP tab in “Results Review”
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Memo



Re:  Remote Documentation



To:  All physicians caring for patients in Long Term Care facilities in Island Health Geography



Background

To reduce the risk of infection, Island Health is reducing physician visits long term care facilities (see memo from March 31, 2020).  Consequently, physicians are caring for patients through telephone conversations with nursing staff.  Charting of the salient information and decisions within these conversations is still required for billing and legal purposes (I.e. billing a 114 for a telephone conversation).  Additionally, the availability of this documentation to all care team staff is important for patient care.   This memo outlines the recommended remote documentation (charting and ordering when not on site at the facility) process for all LTC physicians in the Island Health area.  Remote documentation is required when physician and nursing team discuss routine matters, often at a scheduled time, as they would if the physician was attending on-site.  The urgent, one-issue calls from nursing team also needs to be documented but not necessarily using the ideas in this memo.  Additionally, this memo is intended to influence but not supersede any similar guidance provided to physicians working at affiliate LTC facilities.   



Analysis

See attached Power Point presentation for review of all possible remote communication methods and the selection criteria.  



Recommendations (in order of preference)

Charting

1. Use the digital health record at the facility such as Point Click Care or Power Chart to document your care encounter.  

2. Dictate your progress notes for Island Health facilities.  

3. Type your notes for each patient care encounter on a separate piece of paper with three patient identifiers (name, DOB, PHN) and fax to the nursing station.  Use of the attached template is preferred. 

4. Hand write your notes for each patient care encounter on a separate piece of paper with three patient identifiers (name, DOB, PHN) and fax to the nursing station.  Use of the attached template is preferred. 

We do not recommend delaying your charting until next time you are at the facility.  We do not recommend sending in multiple chart notes on one piece of paper.   Do not send pictures of written or typed notes.



Ordering

1. Type your orders on a separate piece of paper with three patient identifiers (name, DOB, PHN) and fax to the nursing station.  

2. Mention orders in your progress notes and hand write orders on a separate piece of paper with three patient identifiers (name, DOB, PHN) and fax to the nursing station 

3. Hand write orders on a separate piece of paper with three patient identifiers (name, DOB, PHN) and fax to the nursing station 

4. Telephone orders to nursing station.  These need to be followed up with one of the above methods as well.  



Implementation Recommendations

Caution

This change in documentation puts strain on nursing staff at a time when they are already under increase strain.  Ways we can reduce this strain: 

1) Choose a digital (Power Point or Care Connect) method or dictate

2) Chose a method and stick with it for a facility.  Don’t sometimes fax and sometimes use digital.

3) Physicians for a facility minimize the variation between them and make the change all at once together.  

4) Avoid writing 

5) Fax notes in the evening for evening staff to file.  Check this plan with the facility leadership first. 



Charting

· Secure email is an option to send typed notes.  Ensure there is agreement from nursing staff.  Define a person and time when they will check the email or call to inform them the email was sent. 

· Using an EMR may save time and provide record.  If your EMR can print a encounter note with the patient information on the top that might save time and provide a record of your documentation efforts. 

· Dictation: Email transcriptionservices@viha.ca to get access. 1) Call 250-370-8800.  2) Enter MSP # (dictation ID),  3) Press ‘2#’ for outpatient, 4) Enter ‘6#’ for progress note, 5) Enter MRN number, # 6) Press 2 to start dictating, 4 to stop recording, 3 to go back, 9 to end.  

· Charting in Power Chart or PCC require access to be given and some training.  This will teach you how to access the system from home securely.  

· When charting in Power Chart ensure you are charting on the right encounter (just like there is a particular spot in a paper chart do write a note – same with a computer system).  The training will show you how to do this. 
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Progress NotePatient Label





Patient Name:  



Date of Birth:





Personal Health Number:                                                                                          Date:  







Facility: 					House/Unit:  





Fax number: 





Remote Documentation - for doc.pptx







Remote Charting


Thinking through the options











Situation - Reviewing your LTC patients over the phone with the RN…


How are you documenting your decisions?


Keep care team informed?    Meet standard medical-legal best practices?  











You need decide to lower Metoprolol on one patient because RN reports low HR and BP and symptoms








You decide to treat presumed UTI in an unwell person after the nurse says the coccyx wound is not infected 








You decide to increase Synthroid in a patient with slightly high TSH because the patient is reported to have symptoms of low thyroid.  




















Remote documentation options


			Recording Tool			Substrate			Organization			Transmission			Storage


			Pen			Paper			One record per 			Mail			Home


			Typing			Word Processor			Multiple records per 			Fax			Office


			Voice			EMR						Email			Facility Chart


						EHR/PCC						Sneaker net			EMR


												Network/None			HER/PCC


															





Personal considerations:  Motivation, Ability, Convenience, Professional obligation


PCC = Point Click Care











System considerations


Consistency between providers (final product)











Care team access to physician documentation for team function and patient care.








Care team workload








Hospital record – legal obligation








Patient privacy








Infection control








Chart bloat





























Balance of needs


Personal


System


Best








System review


			Recording Tool			Substrate			Organization			Transmission			Storage


			Pen			Paper			One record per 			Mail			Home


			Typing			Word Processor			Multiple records per 			Fax			Office


			Voice			EMR						Email			Facility Chart


						EHR/PCC						Sneaker net			EMR


												Network/None			EHR





Team access


Infection


Privacy


Chart size


Timely, Workload


Hosp. Record


Hosp. Record


Work load


Work load


Team access


Privacy


Team access


Team access


Ways that the system is impacted by the documentation options








System review – Ideal Solution


			Recording Tool			Substrate			Organization			Transmission			Storage


									One record per 						


			Typing			Word Processor									


			Voice			EMR									Facility Chart


						EHR/PCC									


												Network/None			EHR





Power Chart/PCC Progress Notes


-Cut and Paste


-Type





Transcription











System review – Middle ground solution


			Recording Tool			Substrate			Organization			Transmission			Storage


			Pen			Paper			One record per 						Home


			Typing			Word Processor						Fax			Office


			Voice			EMR						Secure Email			Facility Chart


															EMR


															





Chart size


Work load


Work load


Team access


Privacy


Chart size


Fax, secure email in one note per page


-Pen


-Type














Transcription























Name on paper 








Notes








Call Transcription on phone








Enter MRN








Dictate





















































Fax solution – Written, Typed


Can be dictated with ipad, mac, Dragon

















Fresh ‘piece of paper’








Name, DOB, PHN








Notes








Print/Fax








Repeat





















































Fax solution -EMR
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Older adults are susceptible to severe coronavirus disease 
2019 (COVID-19) outcomes as a consequence of their age and, 
in some cases, underlying health conditions (1). A COVID-19 
outbreak in a long-term care skilled nursing facility (SNF) 
in King County, Washington that was first identified on 
February 28, 2020, highlighted the potential for rapid spread 
among residents of these types of facilities (2). On March 1, 
a health care provider at a second long-term care skilled nursing 
facility (facility A) in King County, Washington, had a positive 
test result for SARS-CoV-2, the novel coronavirus that causes 
COVID-19, after working while symptomatic on February 26 
and 28. By March 6, seven residents of this second facility were 
symptomatic and had positive test results for SARS-CoV-2. 
On March 13, CDC performed symptom assessments and 
SARS-CoV-2 testing for 76 (93%) of the 82 facility A residents 
to evaluate the utility of symptom screening for identification 
of COVID-19 in SNF residents. Residents were categorized as 
asymptomatic or symptomatic at the time of testing, based on 
the absence or presence of fever, cough, shortness of breath, or 
other symptoms on the day of testing or during the preceding 
14 days. Among 23 (30%) residents with positive test results, 
10 (43%) had symptoms on the date of testing, and 13 (57%) 
were asymptomatic. Seven days after testing, 10 of these 13 
previously asymptomatic residents had developed symptoms 
and were recategorized as presymptomatic at the time of 
testing. The reverse transcription–polymerase chain reaction 
(RT-PCR) testing cycle threshold (Ct) values indicated large 
quantities of viral RNA in asymptomatic, presymptomatic, 
and symptomatic residents, suggesting the potential for trans-
mission regardless of symptoms. Symptom-based screening 


in SNFs could fail to identify approximately half of residents 
with COVID-19. Long-term care facilities should take proac-
tive steps to prevent introduction of SARS-CoV-2 (3). Once 
a confirmed case is identified in an SNF, all residents should 
be placed on isolation precautions if possible (3), with con-
siderations for extended use or reuse of personal protective 
equipment (PPE) as needed (4).


Immediately upon identification of the index case in 
facility A on March 1, nursing and administrative leader-
ship instituted visitor restrictions, twice-daily assessments of 
COVID-19 signs and symptoms among residents, and fever 
screening of all health care personnel at the start of each shift. 
On March 6, Public Health – Seattle and King County, in 
collaboration with CDC, recommended infection prevention 
and control measures, including isolation of all symptomatic 
residents and use of gowns, gloves, eye protection, facemasks, 
and hand hygiene for health care personnel entering symptom-
atic residents’ rooms. A data collection tool was developed to 
ascertain symptom status and underlying medical conditions 
for all residents.


On March 13, the symptom assessment tool was completed 
by facility A’s nursing staff members by reviewing screening 
records of residents for the preceding 14 days and by clinician 
interview of residents at the time of specimen collection. For 
residents with significant cognitive impairment, symptoms 
were obtained solely from screening records. A follow-up 
symptom assessment was completed 7 days later by nursing 
staff members. Nasopharyngeal swabs were obtained from all 
76 residents who agreed to testing and were present in the 
facility at the time; oropharyngeal swabs were also collected 
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Summary
What is already known about this topic?


Once SARS-CoV-2 is introduced in a long-term care skilled 
nursing facility (SNF), rapid transmission can occur.


What is added by this report?


Following identification of a case of coronavirus disease 2019 
(COVID-19) in a health care worker, 76 of 82 residents of an SNF 
were tested for SARS-CoV-2; 23 (30.3%) had positive test results, 
approximately half of whom were asymptomatic or presymp-
tomatic on the day of testing. 


What are the implications for public health practice?


Symptom-based screening of SNF residents might fail to 
identify all SARS-CoV-2 infections. Asymptomatic and 
presymptomatic SNF residents might contribute to SARS-CoV-2 
transmission. Once a facility has confirmed a COVID-19 case, all 
residents should be cared for using CDC-recommended 
personal protective equipment (PPE), with considerations for 
extended use or reuse of PPE as needed.


from most residents, depending upon their cooperation. 
The Washington State Public Health Laboratory performed 
one-step real-time RT-PCR assay on all specimens using the 
SARS-CoV-2 CDC assay protocol, which determines the 
presence of the virus through identification of two genetic 
markers, the N1 and N2 nucleocapsid protein gene regions 
(5). The Ct, the cycle number during RT-PCR testing when 
detection of viral amplicons occurs, is inversely correlated with 
the amount of RNA present; a Ct value <40 cycles denotes a 
positive result for SARS-CoV-2, with a lower value indicating 
a larger amount of viral RNA.


Residents were assessed for stable chronic symptoms (e.g., 
chronic, unchanged cough) as well as typical and atypical signs 
and symptoms of COVID-19. Typical COVID-19 signs and 
symptoms include fever, cough, and shortness of breath (3); 
potential atypical symptoms assessed included sore throat, 
chills, increased confusion, rhinorrhea or nasal congestion, 
myalgia, dizziness, malaise, headache, nausea, and diarrhea. 
Residents were categorized as asymptomatic (no symptoms or 
only stable chronic symptoms) or symptomatic (at least one 
new or worsened typical or atypical symptom of COVID-19) 
on the day of testing or during the preceding 14 days. Residents 
with positive test results and were asymptomatic at time of 
testing were reevaluated 1 week later to ascertain whether any 
symptoms had developed in the interim. Those who devel-
oped new symptoms were recategorized as presymptomatic. 
Ct values were compared for the recategorized symptom 
groups using one-way analysis of variance (ANOVA) for all 
residents with positive test results for SARS-CoV-2. Analyses 
were conducted using SAS statistical software (version 9.4; 
SAS Institute).


On March 13, among the 82 residents in facility A; 76 
(92.7%) underwent symptom assessment and testing; three 
(3.7%) refused testing, two (2.4%) who had COVID-19 
symptoms were transferred to a hospital before testing, and 
one (1.2%) was unavailable. Among the 76 tested residents, 
23 (30.3%) had positive test results.


Demographic characteristics were similar among the 53 
(69.7%) residents with negative test results and the 23 (30.3%) 
with positive test results (Table 1). Among the 23 residents with 
positive test results, 10 (43.5%) were symptomatic, and 13 
(56.5%) were asymptomatic. Eight symptomatic residents had 
typical COVID-19 symptoms, and two had only atypical symp-
toms; the most common atypical symptoms reported were malaise 
(four residents) and nausea (three). Thirteen (24.5%) residents 
who had negative test results also reported typical and atypical 
COVID-19 symptoms during the 14 days preceding testing.


One week after testing, the 13 residents who had positive test 
results and were asymptomatic on the date of testing were reas-
sessed; 10 had developed symptoms and were recategorized as pre-
symptomatic at the time of testing (Table 2). The most common 
signs and symptoms that developed were fever (eight residents), 
malaise (six), and cough (five). The mean interval from testing 
to symptom onset in the presymptomatic residents was 3 days. 
Three residents with positive test results remained asymptomatic.


Real-time RT-PCR Ct values for both genetic markers 
among residents with positive test results for SARS-CoV-2 
ranged from 18.6 to 29.2 (symptomatic [typical symptoms]), 
24.3 to 26.3 (symptomatic [atypical symptoms only]), 15.3 
to 37.9 (presymptomatic), and 21.9 to 31.0 (asymptomatic) 
(Figure). There were no significant differences between the 
mean Ct values in the four symptom status groups (p = 0.3).


Discussion


Sixteen days after introduction of SARS-CoV-2 into facility A, 
facility-wide testing identified a 30.3% prevalence of infec-
tion among residents, indicating very rapid spread, despite 
early adoption of infection prevention and control measures. 
Approximately half of all residents with positive test results 
did not have any symptoms at the time of testing, suggesting 
that transmission from asymptomatic and presymptomatic 
residents, who were not recognized as having SARS-CoV-2 
infection and therefore not isolated, might have contributed to 
further spread. Similarly, studies have shown that influenza in 
the elderly, including those living in SNFs, often manifests as 
few or atypical symptoms, delaying diagnosis and contributing 
to transmission (6–8). These findings have important implica-
tions for infection control. Current interventions for preventing 
SARS-CoV-2 transmission primarily rely on presence of signs 
and symptoms to identify and isolate residents or patients who 
might have COVID-19. If asymptomatic or presymptomatic 
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residents play an important role in transmission in this popula-
tion at high risk, additional prevention measures merit consid-
eration, including using testing to guide cohorting strategies or 
using transmission-based precautions for all residents of a facility 
after introduction of SARS-CoV-2. Limitations in availability 
of tests might necessitate taking the latter approach at this time.


Although these findings do not quantify the relative con-
tributions of asymptomatic or presymptomatic residents to 
SARS-CoV-2 transmission in facility A, they suggest that these 
residents have the potential for substantial viral shedding. 
Low Ct values, which indicate large quantities of viral RNA, 


were identified for most of these residents, and there was no 
statistically significant difference in distribution of Ct values 
among the symptom status groups. Similar Ct values were 
reported in asymptomatic adults in China who were known to 
transmit SARS-CoV-2 (9). Studies to determine the presence 
of viable virus from these specimens are currently under way.


SNFs have additional infection prevention and control chal-
lenges compared with those of assisted living or independent 
living long-term care facilities. For example, SNF residents might 
be in shared rooms rather than individual apartments, and there 
is often prolonged and close contact between residents and 


TABLE 1. Demographics and reported symptoms for residents of a long-term care skilled nursing facility at time of testing* (N = 76), by 
SARS-CoV-2 test results — facility A, King County, Washington, March 2020


Characteristic


Initial SARS-CoV-2 test results


Negative, no. (%) Positive, no. (%)


Overall 53 (100) 23 (100)
Women 32 (60.4) 16 (69.6)
Age, mean (SD) 75.1 (10.9) 80.7 (8.4)
Current smoker† 7 (13.2) 1 (4.4)
Long-term admission type to facility A 35 (66.0) 15 (65.2)
Length of stay in facility A before test date, days, median (IQR) 94 (40–455) 70 (21–504)
Symptoms in last 14 days
Symptomatic 13 (24.5) 10 (43.5)
At least one typical COVID-19 symptom§ 9 (17.0) 8 (34.8)
Only atypical COVID-19 symptoms¶ 4 (7.5) 2 (8.7)
Asymptomatic 40 (75.5) 13 (56.5)
No symptoms 32 (60.4) 8 (34.8)
Only stable, chronic symptoms 8 (15.1) 5 (21.7)
Specific signs and symptoms reported as new or worse in last 14 days
Typical symptoms
Fever 3 (5.7) 1 (4.3)
Cough 6 (11.3) 7 (30.4)
Shortness of breath 0 (0) 1 (4.4)
Atypical symptoms
Malaise 1 (1.9) 4 (17.4)
Nausea 0 (0) 3 (13.0)
Sore throat 2 (3.8) 2 (8.7)
Confusion 2 (3.8) 1 (4.4)
Dizziness 1 (1.9) 1 (4.4)
Diarrhea 3 (5.7) 1 (4.4)
Rhinorrhea/Congestion 1 (1.9) 0 (0)
Myalgia 0 (0) 0 (0)
Headache 0 (0) 0 (0)
Chills 0 (0) 0 (0)
Any preexisting medical condition listed 53 (100) 22 (95.7)
Specific conditions**
Chronic lung disease 16 (30.2) 10 (43.5)
Diabetes 20 (37.7) 9 (39.1)
Cardiovascular disease 36 (67.9) 20 (87.0)
Cerebrovascular accident 19 (35.9) 8 (34.8)
Renal disease 18 (34.0) 9 (39.1)
Received hemodialysis 2 (3.8) 2 (8.7)
Cognitive Impairment 28 (52.8) 13 (56.5)
Obesity 11 (20.8) 6 (26.1)


Abbreviations: COVID-19 = coronavirus disease 2019; IQR = interquartile range, SD = standard deviation.
	 *	Testing performed on March 13, 2020.
	 †	Unknown for one resident with negative test results.
	 §	Typical symptoms include fever, cough, and shortness of breath.
	 ¶	Atypical symptoms include chills, malaise, sore throat, increased confusion, rhinorrhea or nasal congestion, myalgia, dizziness, headache, nausea, and diarrhea.
	**	Residents might have multiple conditions.
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TABLE 2. Follow-up symptom assessment 1 week after testing for 
SARS-CoV-2 among 13 residents of a long-term care skilled nursing 
facility who were asymptomatic on March 13, 2020 (date of testing) 
and had positive test results — facility A, King County, Washington, 
March 2020


Symptom status 1 week after testing No. (%)


Asymptomatic 3 (23.1)
Developed new symptoms 10 (76.7)


Fever 8 (61.5)
Malaise 6 (46.1)
Cough 5 (38.4)
Confusion 4 (30.8)
Rhinorrhea/Congestion 4 (30.8)
Shortness of breath 3 (23.1)
Diarrhea 3 (23.1)
Sore throat 1 (7.7)
Nausea 1 (7.7)
Dizziness 1 (7.7)


health care providers related to the residents’ medical conditions 
and cognitive function. The index patient in this outbreak was 
a health care provider, which might have contributed to rapid 
spread in the facility. In addition, health care personnel in all types 
of long-term care facilities might have limited experience with 
proper use of PPE. Symptom ascertainment and room isolation 
can be exceptionally challenging in elderly residents with neuro-
logic conditions, including dementia. In addition, symptoms of 
COVID-19 are common and might have multiple etiologies in 
this population; 24.5% of facility A residents with negative test 
results for SARS-CoV-2 reported typical or atypical symptoms.


The findings in this report are subject to at least two limita-
tions. First, accurate symptom ascertainment in persons with 
cognitive impairment and other disabilities is challenging; 
however, this limitation is estimated to be representative of 
symptom data collected in most SNFs, and thus, these find-
ings might be generalizable. Second, because this analysis was 
conducted among residents of an SNF, it is not known whether 
findings apply to the general population, including younger 
persons, those without underlying medical conditions, or 
similarly aged populations in the general community.


This analysis suggests that symptom screening could initially 
fail to identify approximately one half of SNF residents with 
SARS-CoV-2 infection. Unrecognized asymptomatic and 
presymptomatic infections might contribute to transmission 
in these settings. During the current COVID-19 pandemic, 
SNFs and all long-term care facilities should take proactive 
steps to prevent introduction of SARS-CoV-2, including 
restricting visitors except in compassionate care situations, 
restricting nonessential personnel from entering the building, 
asking staff members to monitor themselves for fever and other 
symptoms, screening all staff members at the beginning of 
their shift for fever and other symptoms, and supporting staff 
member sick leave, including for those with mild symptoms 
(3). Once a facility has a case of COVID-19, broad strategies 


should be implemented to prevent transmission, including 
restriction of resident-to-resident interactions, universal use 
of facemasks for all health care personnel while in the facility, 
and if possible, use of CDC-recommended PPE for the care of 
all residents (i.e., gown, gloves, eye protection, N95 respirator, 
or, if not available, a face mask) (3). In settings where PPE sup-
plies are limited, strategies for extended PPE use and limited 
reuse should be employed (4). As testing availability improves, 
consideration might be given to test-based strategies for iden-
tifying residents with SARS-CoV-2 infection for the purpose 
of cohorting, either in designated units within a facility or in 
a separate facility designated for residents with COVID-19. 
During the COVID-19 pandemic, collaborative efforts are 
crucial to protecting the most vulnerable populations.
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