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We finished drafting an article on COVID-19 in Geriatrics and Long-Term Care just over
a week ago that is now available on the Journal website (1). As we suggested, the fluidity and
evolution of the COVID-19 pandemic related to long-term care facilities (LTCFs) has already
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made it outdated. This editorial provides some key updates and resources. Readers should
continue to monitor the Centers for Disease Control and Prevention (CDC) and Centers for
Medicare and Medicaid Services (CMS) websites, as well as the many organizational websites
and journals that are posting and publishing up-to-date information. Many state licensing
agencies and local and state governments also continue to publish additional directives for
health care providers across the United States, especially in regard to the screening
requirements for team members and visitors.
It has become clear that many LTCFs will care for patients/residents who have

documented COVID-19 if they are not among those who have done so already. This is because
many LTCF staff may be infected with no or minimal symptoms and spread the virus to other
staff and patients/residents unknowingly. In addition, many caregivers and nurses work for more
than one health care provider, increasing the possibility of the spread of COVID-19 between
sites. Moreover, it appears based on early experience in the state of Washington, just over half
of LTCF patients/residents who are COVID positive have no or atypical symptoms and are
shedding enough virus to be infectious to others including staff, patients/residents and visitors
(2). Until more rapid COVID testing is available that will enable us to test all patients and staff
(3), cases of COVID-19 infection are likely to continue to increase in the LTCF setting.
To complicate matters, LTCFs will be asked to accept patients with possible or known

COVID from hospitals if the local or state government has not required the suspension of
admissions during the presence of active COVID-19 cases. The CDC offers interim guidance on
a test/no test strategy for LTCFs to accept patients with known COVID-19 infection (4). Where
testing is available this requires two negative tests 24-hours apart. For patients without known
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COVID-19 infection, most LTCFs will understandably require a negative test. In Louisiana,
hospitals are prohibited from discharging patients with COVID-19 or those with symptoms to
nursing homes (5). In contrast, New York requires all LTCFs across the state to accept these
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patients including those without any test results (6), regardless of the local availability of hospital
and intensive care unit (ICU) beds. AMDA/ The Society for Post-Acute and Long-Term Care
Medicine/American Medical Directors Association (AMDA-PALTC), the American Health Care
Association, and the National Center for Assisted Living objected to mandates to accept all
patients without testing in a joint statement (7). They recommended the creation of dedicated
wings or units within a facility to accommodate hospital discharges or consolidate residents
between facilities to create “new” facilities to accept hospital discharges. Another approach
might be the development of “centers of excellence”, and the use of swing beds in critical
access hospitals for care of COVID patients outside the hospital where feasible (8), but will not
mitigate the critical situation that is emerging in some areas.
Because older LTCF patients have multiple comorbidities, the mortality rate from

COVID-19 infection will be high. Early reports suggest the case fatality rate for those over 80,
which constitutes nearly half of LTC residents, is over 15 % (9). Thus, the importance of
advance care planning and well-documented advance directives cannot be overemphasized
(10). In areas where there is a shortage of ICU beds and respirators, even the most carefully
thought out ethical approaches to rationing these resources will place our older patients at a
lower priority (11).
Below several key points are listed that we hope will be helpful. Undoubtedly the

situation will change even before this comes online. Further updates will be necessary, which
the Journal and the American Geriatrics Society (AGS) are committed to providing.
1. LTCFs in most areas of the country must be prepared to manage patients who have had or
have COVID-19 infection. In a survey with an initial voluntary sample of 350 responding
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readers of a LTC newsletter, close to one-third rated the mood in their buildings as
“panicked” or “fingers crossed”, about half rated the mood as “coping day-to-day” or “a little
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shaky but confident overall”, and only 10-20% expressed confidence they had the situation
under control (12). Although this is a relatively small sample that is subject to response and
selection bias, and the number of facilities represented among the responders is not
documented, it does give us some idea of what front-line LTCF providers are feeling.
National organizations such as the American Health Care Association (AHCA), AMDAPALTC, AGS, and many others are working hard to support LTCFs and clinicians who work
in them.

2. All LTCFs should develop an emergency plan that addresses patient/resident placement
and staffing considerations before a cluster infection or outbreak occurs.

3. Until rapid testing for the virus and preventive or curative therapies are available, the best
(and only) approaches are to employ intensive infection control practices, and behave as if
all patients and staff are potentially infected with the virus.

a. These practices are detailed on the CDC and CMS websites (13, 14). All staff must
continue to be carefully screened, recognizing that some may be asymptomatic carriers
of the virus and pass the screening. When rapid COVID-19 testing becomes available all
staff and clinicians should be tested.
b. In addition to restricting visitors, communal dinning and other group activities should be
cancelled as should all leaves of absence by the patients/residents, and therapy should
be provided in the patient/resident room when feasible; if not safe social distancing
should be used in therapy areas.
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c. Staff should wear plain surgical masks at all times and use N95 masks if available when
performing high-risk procedures such as respiratory treatments (15). Nebulizer
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treatments can produce aerosol that lasts up to 1-2 hours, so metered-dose inhalers
should be used whenever possible.
d. Full personal protective equipment (PPE) should be used when appropriate and
available based on patient/resident symptoms and signs. There is a well-recognized
shortage of PPE, even in many hospitals, and strategies to work around this shortage
until more PPE is produced and distributed are available (15, 16). In the above
referenced survey, 77% reported PPE shortages (12), so these strategies should be
utilized until the shortage is resolved. The CDC has issued specific guidance on how to
conserve PPE by altering traditional transmission-based precautions based on
contingency and crises situations as well as what to consider should PPE be exhausted
(15).
e. In the intermediate term, staff who have tested positive for COVID-19 and/or have
antibodies to the virus (when the testing becomes available) and are asymptomatic are
likely to be immune from recurrence, at least for a period of time. These individuals may
be a critical resource because staff may be stretched very thin due to ongoing
symptomatic disease or the need for quarantine. They may also become a valuable
source of convalescent serum as treatment, if this proves to be effective.
f.

Staff who are quarantined based on symptoms and wish to return to work must be tested
to confirm they are not shedding virus. The returning healthcare workforce should be a
priority for rapid testing.

4. Because illness including COVID-19 infection LTCF patients can present atypically, the
threshold indications for placing a resident in contact precautions should be extremely low.
Vital signs should be monitored at least daily and more frequently if indicated; and even
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subtle changes in condition should be taken seriously and further evaluated when clinically
indicated.
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5. Because clinicians (physicians, nurse practitioners, physician assistants, psychologists, and
other advance practice clinicians) often practice in multiple settings and are at high risk for
contact with COVID-19 infected patients, visits should be done by telephone or other form of
telemedicine whenever feasible and appropriate.

a. Guidance on what requires immediate vs. non-immediate notification of the clinician,
contained in the AMDA-PALTC Acute Change of Condition Clinical Practice Guideline
(17) and the INTERACT “Change in Condition File Cards” (18), can be used to help
determine which patients are appropriate for telephone only vs. in-person or virtual
telemedicine visits.
b. CMS will provide reimbursement for these visits if the proper procedures are employed
and documented (19), and the World Health Organization has posted emergency use
codes for COVID-19 (20). CMS is also waiving the requirement for physicians and nonphysician practitioners to perform in-person visits for nursing home patients/residents
and allow visits to be conducted, as appropriate, via telehealth options (21).

6. Outbreaks in LTCFs will occur and because of the nature of our patient population, mortality
will be high. LTCFs must prepare for this possibility (22). In China, all hospitalized
individuals who required ICU or ventilator care had an approximately 50% mortality risk (9),
which is likely to be much higher among LTCF patients/residents who are older and have
multiple chronic conditions compared to the general population.
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a. LTCF staff and clinicians must be aggressive in advance care planning discussions and
documentation of advance directives in order to provide person-centered, medically
appropriate care. Older people living in LTCFs and their families are likely to choose
care limiting orders when optimal discussions occur about the possibility of the
discomforts of cardiopulmonary resuscitation and respirator care that result in a very
small chance of surviving or surviving in their current state of health (10). In addition to
tools available on the AMDA-PALTC and INTERACT websites (17, 18), several websites
now offer COVID-19 specific advance care planning tools (23-24).
b. Many patients/residents may die in facilities that are successful with their advance care
planning and/or do not have access to alternative sites of care. Currently, hospitals in
some areas of the country are refusing to admit LTCF patients. Thus, facilities should
ensure that they have appropriate medications available in their emergency kits to
manage these symptoms at the end of life. The Center to Advance Palliative Care
(CAPC) has a useful list of items for symptom management for patients suffering from
respiratory symptoms related to COVID-19 at the end of life (25).
c. LTCFs should engage local hospice and palliative care providers to provide additional
expertise in end-of-life care where available.
d. Because LTCF patients/residents cannot have visitors or participate in group activities,
their isolation may have adverse effects on their mental health. Morale of staff may also
be affected. Experience in China suggests that half or more of healthcare workers
treating patients with COVID-19 infection had symptoms of depression, anxiety,
insomnia, or distress (26). Thus, LTCFs should provide as much psychosocial care and
support as feasible in this challenging time. Use of social media and video phone call
options may also be useful for some patients/residents in order to facilitate interaction
with family and friends.
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e. Grief counseling for families and staff, as well as assistance with burial arrangements
may be needed. Should this situation arise, which it unfortunately may, consideration
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should be given to modifying visitor restrictions to allow family and friends to comfort
their loved ones who are at the end of life.

During this challenging and unprecedented pandemic of our lifetimes, we should be

thankful for all of the front-line LTCF staff and clinicians who are risking their health and that of
their families to care for the most vulnerable among us. Shortages of these professionals are
anticipated, and the aging of our healthcare workforce makes many of us even more susceptible
to acquiring COVID-19 and its complications. Of the approximately 1.2 million registered nurses
employed outside of hospital settings, 24% are age 55 to 64 years and 5% are age 65 years or
older. Of the approximately 1.2 million physicians in the United States, an estimated 230,000
(20%) are aged 55 to 64 years and an estimated 106,000 (9%) are aged 65 years or older.
Many hospitals and health care systems are developing strategies to use these health
professionals in productive ways that may not necessarily involve direct patient contact (27).
CMS has issued many waivers that could help bolster the healthcare workforce and the capacity
of our healthcare system to care for older COVID-19 patients (28).
We all have a role to play, and we should support our geriatric healthcare workforce, our

patients, and their families in whatever ways we can contribute to meet this daunting challenge.
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