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Overview of Topics

• Update on SNF outbreaks
• Updated OCHCA Guidance Documents

• Now available on our new webpage:
https://occovid19.ochealthinfo.com/guidance-long-term-carefacilities-ltcfs-and-residential-care-facilities-elderly-rcfes
• COVID in SNFs 8-30-20
• Closure and Reopening criteria 8-24-20
• Soon to follow: suggestions for what to do with
employees after travel

• Testing issues

• New CMS testing guidance
• Rapid antigen testing
• Testing Prior Positives

• Cal/OSHA issue: fit testing and N95 reuse
• COVID in Flu Season
• Q&A

OC Case Counts
https://occovid19.ochealthinfo.com/coronavirus-in-oc

So is this the first wave receding…

Or is it the eye of the storm?

Overview of SNF Outbreaks
• From 4/14 – 9/2, OC has had a total of 56 outbreaks affecting 49 facilities
(4 experiencing second outbreaks, 3 with 3rd outbreaks)
• 46 resolved:

• Didn’t recalculate duration of outbreaks, but in general, as I presented last time:

• Big outbreaks (> 10 patients) are lasting 5 to 10 weeks (average about 7-8 weeks)
• Small outbreaks (< 10 patients) are lasting 3.5 to 5.5 weeks (average about 4 weeks)

• 10 ongoing

• An additional 8 facilities have had a single case or been closed temporarily
while evaluating for an outbreak
• About 2050 residents and almost 1500 staff infected
• 379 resident deaths for case fatality rate 18.5%
• 4 staff deaths

• If your facility has not had to deal with COVID yet, it doesn’t necessarily
mean you are doing a better job than everybody else; luck has a lot to do
with that!

Updated Guidance on COVID in SNFs 8-30-20
• Minor updates to unit set-up, PPE, patient placement and staffing in
an outbreak and non-outbreak setting
• Noted differences between our guidance and those of CDPH and/or CDC in
footnotes.
• Noted differences in our guidance and that of Cal/OSHA in the text

• Minor updates to PPE recommendations
• New sections:
• Prevention of staff-to-staff transmission (covered last webinar)
• Visitation guidelines
• COVID-19 testing (rapid antigen tests, response-driven testing and
surveillance testing of those prior COVID+ beyond 3 months

8-30-20 Guidance for PPE on Each Unit1
Unit

Precautions

Gowns2

Face Shield3

Masks4

Red

Droplet and
Contact

For all patient care; extended use
OK except in subacute unit

At all times;
extended use OK

N95 for AGP; non-AGP,
surgical OK if N95 limited

Yellow

Droplet and
Contact

For all patient care; single use ideal When in rooms;
(if not, one gown/patient/
extended use OK
HCW/shift)

N95 for AGP; non-AGP,
surgical OK if N95 limited

Green –
Outbreak

Enhanced
Standard

For extended patient care
encounter5; single use

For extended
patient care5;
extended use OK

Surgical mask

Observation

Enhanced
Standard

For extended patient care
encounter5, single use ideal (if not,
one gown/patient/HCW/shift)

For extended
patient care5;
extended use OK

N95 for AGP; non-AGP,
surgical OK

Green –
Non-outbreak

Standard

Single use for extended patient
care5 if known or suspected MDRO

Not required
unless AGP

Surgical mask

Footnotes:
1. Gloves for all patient contact; change gloves and hand hygiene between each patient
2. When extended use practiced, must dispose of or change gown when wet or soiled, or after care of patient with MDRO (including C. auris), and gown
removed before going on breaks
3. Face shield must be doffed, cleaned and sanitized if soiled or wet and before breaks
4. Extended use of masks and limited reuse of N95s allowed per CDC guidance
5. Extended patient care encounter = within 6 feet of patient for 15 min or longer, or significant body contact (e.g., bathing, dressing, toileting, transfers,
or wound change)

Why the Emphasis on Single Use Gowns?
• Initially, reuse and extended use of gowns was a resource issue; gown
supply now getting better
• Repeated donning/doffing of used gown puts HCW at risk of
contamination; safest thing is to don new gown each time
• Concern over repeated donning/doffing in large COVID units: is it safer to
keep one gown on, or don/doff multiple times?
• Because of concern of transmission of C. auris and other MDROs, we now
recommend to avoid extended use of gowns in a COVID unit that cares for
subacute patients or has known C. auris colonized patients
• Because of concern about HCW exposure, we recommend single use of
gowns in all yellow and observation units (if supplies allow)

What is C. auris?
• Newer type of Candida species which first appeared in OC in February 2019 in
a resident of a LTACH
• Transmitted by lack of contact precautions, but persists in environment and is
more difficult to eradicate; leads to long-term colonization, few infections
• Tends to affect trached/ventilated patients mostly; does not tend to affect SNF
patients outside of subacute units
• Usually more resistant to antifungals than other Candida species; initial C.
auris isolates in OC were resistant to azoles but susceptible to echinocandins
and amphotericin B
• Point prevalence surveys done in all 3 LTACHs in and 14 vSNFs in OC MarchApril 2019 with assistance of CDC:
• 10 facilities (all 3 LTACHs and 7 vSNFs) had at least one case
• 86 colonized patients found

• Recent increases in cases, likely due to extended gown use in COVID units of
LTACHS and vSNFs

The Sanitizer Sensei Says….

Gel In…..Gel Out!

Visitation Guidelines
• Although the recently released AFL 20-22.4 allows for indoor visitation if no COVID-19
cases in facility for 14 days, if community cases declining, and if adequate staffing and
access to testing, visiting outdoors would be safer and is allowed if unable to meet
above conditions.
• Our guidance for monitored visitation outdoors includes with following safeguards:
• Number of visitors limited and by appointment only.
• Prescreen of all visitors for fever and symptoms of COVID-19.
• Visitors should not enter the facility if possible; best to escort them to the outside visitation area
without having to traverse the facility.
• Face coverings should be worn by both the resident and their visitors.
• Facility staff should monitor to assure that social distancing is enforced (at least 6 feet apart);
limit time based on staffing.

• Special circumstances for indoor visitation:
• End-of-life, urgent legal matters that cannot be postponed and Ombudsman are permitted to
enter regardless of whether or not an outbreak is occurring (per AFL 20-22.4)
• See guidance for further details
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-20-22.aspx

One Example of Visitation Set Up : “Fishbowl”

What about Dining and Activities?
• Not ready to say it’s OK to resume group activities or communal
dining
• AFL 20-22.4 states (verbatim)
• Cancel communal dining and all group activities, such as internal and external
group activities.
• For COVID-19 negative or asymptomatic residents, communal dining should
be limited, but residents may eat in the same room with social distancing
(limited number of people at tables and spaced by at least 6 feet).

• See website for our guidance for RCFEs, but realize that SNF residents
are sicker and therefore higher risk than RCFE residents
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-20-22.aspx

Socially Distanced Dining Set Up

What about salons?

Again, not excited to say it’s Ok to restart beautician services, but see RCFE
guidance on activities for recs on how to more safely perform that outside

Testing Issues
• Understanding sensitivity, specificity, and prevalence of
disease, and how these affect test interpretation
• New CMS testing guidelines (8-26-20)
• Rapid antigen tests
• Surveillance and response-based testing of prior COVID+

Understanding PCR Test Results by Prevalence
• Covered in last webinar; see recording starting at min 38:50 at
https://occovid19.ochealthinfo.com/sites/virus/files/2020-09/COVID19%20Update%20for%20LTCFs%20-%20Webinar%2007.30.20.mp4
• In a population where COVID-19 infection is likely, such as during an outbreak,
among close contacts to COVID-19 (roommates of COVID+ or residents cared
for by symptomatic staff member) and PUIs…
• A positive is likely to be true; believe it, even if patient asymptomatic!
• A negative may not always be true; repeat in a few days if suspicion high.

• In a population where COVID-19 infection is not likely (low prevalence)…
• A positive is as likely to be false as to be true; consider repeating or discuss
management with public health.
• A negative is likely to be true; believe it!

• Routine weekly testing of residents not indicated in a non-outbreak or
response-driven setting; may lead to more false positives than true positives,
but weekly testing of staff may now be mandated based on CMS recs

CMS “Interim Final Rule” Guidance for Testing (1)
• Testing of “staff” includes employees, consultants, contractors,
volunteers, students and others who provide care on behalf of the
facility; prioritize those who are in the facility on a regular basis and
have resident contact
• “Outbreak” defined as a case in any HCW or “nursing home onset”
infection in a resident
• Upon identification of an outbreak, testing of all staff and residents
should be done every 3-7 days until no new cases among either for a
period of at least 14 days since most recent positive result
• Repeat testing of previously positive residents or staff not
recommended for 3 months after initial diagnosis
https://www.cms.gov/files/document/qso-20-38-nh.pdf

CMS “Interim Final Rule” Guidance for Testing (2)
• Routine testing of staff is based on “Community COVID-19 Activity Level” as
measured by county testing positivity rate in prior week
• Low (< 5%): test monthly
• Medium (5-10%): test weekly*
• High (>10%): test twice a week*

• *This frequency presumes availability of Point of Care testing on-site at the
nursing home or where off-site testing turnaround time is <48 hours.
• If the 48-hour turn-around time cannot be met, the facility should have
documentation of its efforts to obtain quick turnaround test results with
the identified laboratory or laboratories and contact with the local and
state health departments
https://www.cms.gov/files/document/qso-20-38-nh.pdf

Test Positivity Rate: Whose Data Do You
Believe/Follow?
For Local data: go to: https://occovid19.ochealthinfo.com/coronavirus-in-oc
Find testing positivity percent

Click on “desktop version”

For CMS data: https://data.cms.gov/stories/s/COVID-19-Nursing-Home-Data/bkwzxpvg ; on same day, it showed OC at 5.1%

New Rapid Antigen Tests for SNFs
• Quidel Sofia 2 or BD Veritor Plus (new one just FDA-approved LumiraDx
SARS-CoV-2 Antigen Test, but not sure SNFs will be receiving these ones)
• Machine(s) and initial allotment of tests
• Additional tests need to be procured from manufacturer

• About the tests: NOT a PCR test!
• Lateral flow assay (LFA) which detects part of the virus (nucleocapsid)
• All 3 tests require dry swab collection with NO transport media and
recommend testing as soon as possible once the specimen is collected

• Facilities must have Clinical Laboratory Improvement Act (CLIA)
Certificate of Waiver
https://www.cms.gov/Regulations-andGuidance/Legislation/CLIA/Downloads/HowObtainCertificateofWaiver.pdf

APHL and CDPH Guidance on Rapid Antigen Testing
• Currently available SARS-CoV-2 antigen tests have received FDA
authorization for use on symptomatic patients only (PUIs)
• Clinicians may order these tests to be used “off-label” on asymptomatic individuals

• Generally less sensitive than PCR tests
• Sensitivity compared to PCR: Quidel Sofia 97%, BD Veritor 85%

• If the test is positive, the individual is infected with SARS CoV-2 and
presumed to be contagious; no further confirmatory testing is required.
• If the test is negative in a PUI, needs confirmatory PCR
• A symptomatic individual with a presumptive negative result should always
be isolated while awaiting PCR testing
• Do not advise use in asymptomatic HCW
https://www.aphl.org/programs/preparedness/Crisis-Management/Documents/APHL-SARSCov2Antigen-Testing-Considerations.pdf

CDC Guidance on Use of Rapid Antigen Tests
• Defines three types of testing:
• Diagnostic: for people with symptoms or no symptoms but known/suspected
exposure to COVID-19
• Screening: asymptomatic without known/suspected exposure
• Surveillance: monitor community-level infection

• For purposes of SNFs, guidance says you can use it for either
diagnosis or screening, however:
• For diagnostic purposes, a negative test must be confirmed with PCR
(including asymptomatic but exposed)
• For screening purposes, results considered “presumptive”, meaning that:
• In a low prevalence setting, may need to confirm a positive, but not a negative
https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/antigen-tests-guidelines.html

Reporting Antigen Test Results
• DHHS says to report all test results (positive and negative) electronically!

• CDPH is currently changing electronic lab reporting (ELR) system; no estimate when
that will be ready to go
• Getting facilities onto ELR may be very technically difficult
• OCHCA most interested in positive results

• Compromise

• Report positives ASAP via phone and electronically using a Communicable Disease
Confidential Morbidity Report (CD-CMR) found at
https://www.ochealthinfo.com/phs/about/epidasmt/epi/physprov/report

• Fillable PDF, but the drop down disease menu on the top line does not include coronavirus
yet, so just have them type it in.
• Under “laboratory”, write the name of the machine you are using.
• Instead of the patient’s home address, put the address of your facility and make sure the
facility name is somewhere on the form.

• Track negative results on a spreadsheet (will be created for each facility) and e-mail
that to us securely on a weekly basis
• Let your PHN liaison know if you have received and started using your machine

Why to Stay with PCR Testing of Staff for
Surveillance/Screening Purposes
• Most, if not all of you, are set up for this already.
• Several factor to consider between the two:
Factor

PCR

Rapid Antigen Test

Results

Several days

15 min

Time to fill out requisition, then a minute or two
to collect specimen

Minute or two to collect specimen,
then 15 min to run test

Time burden

(only one at a time)

Cost

Most commercial labs bill insurance or HRSA;
little out of pocket

????

Reporting

Most labs automatically report to ELR

Facilities will have to do the reporting

Sensitivity

About 80% overall

Lower than PCR

Final Score:

3.5

1.5

Retesting COVID+ Staff/Residents After 3 Months? (1)
• Multiple guidance documents do not recommend retesting before 3
months as test may remain positive for up to 12 weeks
• CDC Decision Memo (https://www.cdc.gov/coronavirus/2019ncov/hcp/duration-isolation.html ) Aug 16 stated:
• At this time, we do not know if someone can be reinfected with COVID-19
• There are no confirmed reports to date of a person being reinfected with
COVID-19 within 3 months of initial infection

• Since that time, one documented and one possible reinfection:
• Aug 24: first documented reinfection in Hong Kong
• Aug 28: “possible” reinfection in Nevada
• Context: 24 million cases to date, and only a couple confirmed/possible
reinfections so far; does not appear to be common phenomenon!

Retesting COVID+ Staff/Residents After 3 Months? (2)
• Two OC SNFs with outbreaks in April have been retesting prior +
residents and staff who are beyond 3 months since their infection
• About 200 prior positives tested (some multiple times)
• Only a few (about 5) have tested positive
• 3 on retest were negative
• 1 positive again, but high CT values, asymptomatic and no contact to COVID+
• 1 positive again, contact to COVID+ staff and low CT value; isolate sent for culture and
whole genome sequencing

• Bottom line: put prior positive staff back into testing rotation after 3
months, and test prior positive residents after 3 months if exposed

Surveillance Testing in Non-Outbreak Setting
• CDPH: test 25% of staff weekly, with each staff member being tested
at least monthly; test new residents on admission, then after 14 days
prior to removing from quarantine
• Again, mandate or recommendation?
• What does OCHCA say?
• Agree with testing 25% of staff weekly, but would focus more on staff with
patient contact
• Agree with testing new admissions at baseline and after 14 days
• In addition, would consider testing high risk residents (such as those who
are on dialysis or who leave the facility on a regular basis, and those who are
particularly mobile/social), on a regular basis (e.g. every 2-4 weeks)
• No longer recommended testing of 25% of residents weekly
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-20-53.aspx

When Is Your Facility Closed to Admissions?
Resident Case(s)

• Two or more residents within 14 days: closed until reopening criteria are
met.
• One long term resident case identified: if likely acquired in facility, closed at
least until initial screening of all residents and staff who cared for that
resident complete.

• Could possibly reopen after initial screening results completed if no additional cases
are identified and source of transmission identified, but…
• CDPH recommends doing serial testing on staff and residents every 7 days until no new
cases identified in two sequential rounds of testing (per AFL 20-53)
• If any further resident cases identified on subsequent round(s) of testing (or in
between rounds), facility is closed until reopening criteria met

• New admission tests +:

• Less than 7 days: probably not acquired in facility; will not need to close, but will need
to test all staff and resident close contacts.
• 7 or more days after admission: may have been acquired in your facility; closed
temporarily until testing of all staff and residents in observation unit complete
• Consider testing new admits at 7 days in certain situations
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-20-53.aspx

When Is Your Facility Closed to Admissions?
Staff Case(s)
• Single infected staff member:

• Not closed to admissions, but should perform serial testing of residents and staff
every 7 days until no new cases identified in two sequential rounds of testing (per
AFL 20-53)
• At a minimum, test all patients cared for and close staff contacts of COVID+ staff
member at baseline and 14 days after last contact

• Facilities may be instructed to close if a cluster (2 or more within 7 days) of
infected staff identified, especially if those staff have significant patient
contact.

• This closure would continue until at least one round of testing of all residents is
completed and no evidence of transmission to residents; also test close staff contacts
• Second round of testing of all residents and close staff contacts at 14 days after last
contact recommended
• So far, every cluster of staff infections we have closed facilities for has been the
indicator of an outbreak!
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-20-53.aspx

Criteria for Reopening After Outbreak
• Although the weekly CPDH All Facility call of 8-4-20 suggested that
some facilities with active outbreaks could likely safely open to
admissions before two negative rounds, the unpredictability of
outbreaks makes that approach inadvisable.
• Our criteria remain (need all 3):
• At least three (baseline, 7 days and 14 days) or more rounds of weekly
screening of all COVID-negative residents/patients in the facility have been
completed, and last two rounds have identified no new cases (last round of
testing should be 14 days after last case).
• It has been at least two weeks since last resident/patient case was identified
• Staff have been tested within 2 weeks prior to reopening*

• You will be advised of reopening in writing (either e-mail or letter
sent electronically) by PHN Liaison or LTCF team member
*Note: positive staff will not affect your ability to reopen, but further response testing may be
needed after reopening

Respirator Fit Testing
• SNFs regulated by CDPH are covered under the Cal/OSHA Aerosol
Transmissible Disease(ATD) standard (8 CCR 5199;
https://www.dir.ca.gov/title8/5199.html ).
• Requires annual fit testing and training if respirators required
• Two types of fit testing: qualitative and quantitative
• OC Social Services Agency (SSA) will be offering a training on how to perform
qualitative fit testing, and we have 4 testing kits to loan out for facilities to use
to complete initial fit testing, but facilities need to order their own equipment
for long term
• Training will take place AM of Sept 16 and will be recorded for later viewing
• Your PHN liaison will give you further details as date approaches; if you do not
have a PHN Liaison and are interested in the training, please e-mail
LTCFTeam@ochca.com

Reuse of N95s
• Cal/OSHA guidance of August 6 permits employers who experience supply
shortages to re-use and save N-95s, provided that the employer has trained
employees effectively about not re-using respirators that are damaged.
• Employer should document lack of availability through reasonable vendors or
supply chains, and also documented in writing recent failed attempts to obtain
respirators
• Retain documentation of these attempts, and documentation of worker training regarding
the employer's infection control procedures

• Bottom line: if you don’t have enough N95s for single use, you can follow the 5day rotation as long as you have documented attempts to get more N95s and
training on the reuse.
https://www.dir.ca.gov/dosh/coronavirus/Cal-OSHA-Guidance-for-respirator-shortages.pdf

COVID-19 in Flu Season Q&A
• Will there be flu?
• Yes, most likely

• When will it start?
• Nobody knows, but in prior years, first flu isolates see about November or
December, with peak in February.

• Should we vaccinate?
• Definite YES vaccinate!

• Is there an issue giving flu vaccine to COVID+?
• No problem giving vaccine to prior COVID+ or people recovering from COVID19; if they are acutely ill with COVID, wait until recovering

• What about pneumovax?
• Definite YES; if not fully vaccinated already, give it, regardless of COVID status

COVID-19 in Flu Season Q&A (2)
• Will there be a combined Influenza-COVID test?
• Currently, there are three dual tests available under an FDA EUA for codetection of SARS-CoV-2 and influenza.
• All are molecular tests, all are high or moderate complexity.
• Additional multiplex tests are anticipated, some for rapid point-of-care use,
however, it is unclear what the supply will be later this fall.
• OC Public Health Lab (PHL) is in process of validation of test and should have
it available within a few weeks.

• What should we do for a patient who develops fever and cough when
flu season is near?
• Test for both

• What about cohorting?
• Yes, that will be complicated…we’ll discuss later

Contact Information
• Communicable Disease Control Division
(24 hours) 714-834-8180
• General question for LTCF Team:
LTCFTeam@ochca.com
• Infection Prevention questions for Expert
Stewardship: hotline 714-545-6113, or
e-mail ochca@expertstewardship.com

Questions?

