Outbreak Testing COVID 19
Resident and Employee
Date Initiated: 5/3/2020

Date Revised:  6/3/2020, 7/6/2020, 9/2/2020, 11/2/2020, 9/10/21, 11/19/21, 12/8/21
POLICY:

It is the policy of the facility to prevent the spread of COVID 19 and to protect and treat all residents affected by the pandemic. The facility will follow CDC and NYS DOH Guidelines when making decisions on resident testing. Testing may not be readily available to implement the guidelines in all cases. If testing is unavailable, the facility will utilize clinical assessment skills to monitor for symptoms of COVID and take the appropriate isolation precautions. The CDC non-test best strategy will be used when applicable.
Per Section 405.11 Updated 9/1/2020 - Any patient who is known to have been exposed to COVID-19 or influenza or has symptoms consistent with COVID-19 or influenza shall be tested for both such diseases.
SYMPTOMS:

Facility residents may present with the typical symptoms that we associate with COVID-19 or with non-specific symptoms that may easily be missed. Each is described below:

Typical Symptoms:

Cough

Fever

Repeated shaking with chills

Chills

Muscle pain

Shortness of breath

Headache

Sore throat

New loss of taste or smell

Patients with typical symptoms such as those above will be tested for COVID-19 simultaneously with work-up for other causes. For example, CXR, CBC, Flu and RSV testing may be appropriate based on symptoms. Some guidelines suggest waiting for this other workup before proceeding with COVID testing. However, in the interest of early diagnosis and intervention to prevent spread, it is suggested to avoid delays if testing is available.

Non-Specific Symptoms:

Altered mental status

Increased lethargy

Decreased appetite

Functional decline

While these are common, and will usually be due to other reasons, COVID testing should be considered if COVID is prevalent in the facility or if there is no other explanation for the change in condition.

1. All residents will continue to be assessed daily for any symptoms of COVID-19 including fever, respiratory symptoms, or any change in condition. Current data for COVID-19 has demonstrated that nursing home residents may present atypical symptoms including change in mental status.

2. Any resident presenting with signs or symptoms of COVID-19 infection will be assessed by Primary Physician/Nurse Practitioner. 
3. Per CMS (8/26/2020) - When prioritizing individuals to be tested, facilities should prioritize individuals with signs and symptoms of COVID-19 first, and then perform testing triggered by an outbreak (as specified below). 
	Table 1: Testing Summary Testing Trigger 
	Staff 
	Residents 

	Symptomatic individual identified 
	Staff with signs and symptoms must be tested 
	Residents with signs and symptoms must be tested 

	Outbreak (Any new case arises in facility) 
	Test all staff that previously tested negative until no new cases are identified* 
	Test all residents that previously tested negative until no new cases are identified* 

	Routine testing 
	According to Table 2 below 
	Not recommended, unless the resident leaves the facility routinely. 


Identification and early work-up including testing as indicated and treatment will be initiated by clinical staff for all residents with suspected or confirmed COVID-19
MANAGING COVID TEST RESULTS:

Positive results: This will lead to a series of actions including close monitoring, isolation precautions, possible room changes, and required notification to patients/families, and reporting to local authorities. Negative results: A negative test is reassuring but does not rule out COVID. If symptoms persist with no other explanation or despite treatment for other conditions repeat testing should be considered.

NOTE: Testing is always based on clinical judgment and is not limited to the above situations. New information is constantly emerging, so providers are urged to stay current. Any guidelines above and beyond the above by individual states in which we operate in, will be followed.

Residents who have signs or symptoms of COVID-19 must be tested. While test results are pending, residents with signs or symptoms should be placed on transmission-based precautions (TBP) in accordance with CDC guidance. Once test results are obtained, the resident will be placed in the appropriate zone.  

Refusal of testing:

When refusal of testing occurs, the staff member will be restricted from the building until the procedures for outbreak testing have been completed or the employee agrees to test per facility and regularity guidelines.  Residents who refuse testing will be placed in yellow zone for 14 days
Testing of Residents in Response to an Outbreak 
An outbreak is defined as a new COVID-19 infection in any healthcare personnel (HCP) or any nursing home-onset COVID-19 infection in a resident. In an outbreak investigation, rapid identification and isolation of new cases is critical in stopping further viral transmission. A resident who is admitted to the facility with COVID-19 does not constitute a facility outbreak. 
In accordance with 42 CFR § 483.50(a)(2)(i), the Medical Director has written a standing order for resident testing.  

Upon identification of a single new case of COVID-19 infection in any staff or residents:

When performing an outbreak response to a known case, facilities should always defer to the recommendations of the jurisdiction’s public health authority.

Because of the risk of unrecognized infection among residents, a single new case of SARS-CoV-2 infection in any HCP or a nursing home-onset SARS-CoV-2 infection in a resident should be evaluated as a potential outbreak.
The approach to an outbreak investigation should take into consideration whether the facility has the experience and resources to perform individual contact tracing, the vaccination acceptance rates of staff and residents, whether the index case is a healthcare worker or resident, whether there are other individuals with suspected or confirmed SARS-CoV-2 infection identified at the same time as the index resident, and the extent of potential exposures identified during the evaluation of the index resident.

Consider increasing monitoring of all residents from daily to every shift, to more rapidly detect those with new symptoms.
HCP and residents with symptoms of COVID-19:
1. Symptomatic HCP, regardless of vaccination status, should be restricted from work pending evaluation for SARS-CoV-2 infection.

2. Symptomatic residents, regardless of vaccination status, should be restricted to their rooms and cared for by HCP using a NIOSH-approved N95 or equivalent or higher-level respirator, eye protection (goggles or a face shield that covers the front and sides of the face) gloves, and a gown pending evaluation for SARS-CoV-2 infection.

3. Perform contact tracing to identify any HCP who have had a higher-risk exposure or residents who may have had close contact with the individual with SARS-CoV-2 infection:

4. All HCP who have had a higher-risk exposure and residents who have had close contacts, regardless of vaccination status, should be tested immediately as described in the testing section.

NOTE:  Restriction from work, quarantine, and testing is not recommended for people who have had SARS-CoV-2 infection in the last 90 days if they remain asymptomatic. 
Potential exceptions are:.

1. Unvaccinated residents who are close contacts and HCP with higher-risk exposures:

2. Unvaccinated residents who are close contacts should be managed as described in Section: Manage Residents who had Close Contact with Someone with SARS-CoV-2 Infection.

For guidance about work restriction for unvaccinated HCP (medical exemptions) who have higher-risk exposures, refer to Interim U.S. Guidance for Managing Healthcare Personnel with SARS-CoV-2 infection or Exposure to SARS-CoV-2.

If testing of close contacts reveals additional HCP or residents with SARS-CoV-2 infection, contact tracing should be continued to identify residents with close contact or HCP with higher-risk exposures to the newly identified individual(s) with SARS-CoV-2 infection.

A facility-wide or group-level (e.g., unit, floor, or other specific area(s) of the facility) approach should be considered if all potential contacts cannot be identified or managed with contact tracing or if contact tracing fails to halt transmission.
If the outbreak investigation is broadened to either a facility-wide or unit-based approach, follow recommendations below for alternative approaches to individual contact tracing.

Alternative, broad-based approach:
1. If a facility does not have the expertise, resources, or ability to identify all close contacts, they should instead investigate the outbreak at a facility-level or group-level (e.g., unit, floor, or other specific area(s) of the facility).

a. Broader approaches might also be required if the facility is directed to do so by the jurisdiction’s public health authority, or in situations where all potential contacts are unable to be identified, are too numerous to manage, or when contact tracing fails to halt transmission.

2. Perform testing for all residents and HCP on the affected unit(s), regardless of vaccination status, immediately (but not earlier than 2 days after the exposure, if known) and, if negative, again 5-7 days later.

Unvaccinated residents and HCP:
1. Unvaccinated residents should generally be restricted to their rooms, even if testing is negative, and cared for by HCP using an N95 or higher-level respirator, eye protection (goggles or a face shield that covers the front and sides of the face), gloves and gown. They should not participate in group activities.

2. Close contacts, if known, should be managed as described in Section: Manage Residents who had Close Contact with Someone with SARS-CoV-2 Infection.

For guidance about work restriction for unvaccinated HCP who are identified to have had higher-risk exposures:

	Exposure
	Personal Protective Equipment Used
	Work Restrictions for Unvaccinated HCP

	Higher-risk:  HCP who had prolonged1 close contact2 with a patient, visitor, or HCP with confirmed SARS-CoV-2 infection3
	· HCP not wearing a respirator or facemask4
· HCP not wearing eye protection if the person with SARS-CoV-2 infection was not wearing a cloth mask or facemask

· HCP not wearing all recommended PPE (i.e., gown, gloves, eye protection, respirator) while performing an aerosol-generating procedure1
	· Exclude from work for 14 days after last exposure.

· Perform SARS-CoV-2 testing immediately (but not earlier than 2 days after the exposure) and, if negative, again 5-7 days after the exposure.  Criteria for use of post-exposure prophylaxis are described elsewhereexternal icon.

· Advise HCP to monitor themselves for fever or symptoms consistent with COVID-19.
· Any HCP who develop fever or symptoms consistent with COVID-19 should immediately contact their established point of contact (e.g., occupational health program) to arrange for medical evaluation and testing.

	Lower-risk:  HCP other than those with exposure risk described above
	· N/A
	· No work restrictions or testing.

· Follow all recommended infection prevention and control practices, including monitoring themselves for fever or symptoms consistent with COVID-19 and not reporting to work when ill.  Any HCP who develop fever or symptoms consistent with COVID-19 should immediately self-isolate and contact their established point of contact (e.g., occupational health program) to arrange for medical evaluation and testing.


Fully vaccinated residents and HCP:
1. Fully vaccinated residents should be tested as described in the testing section; they do not need to be restricted to their rooms or cared for by HCP using the full PPE recommended for the care of a resident with SARS-CoV-2 infection unless they develop symptoms of COVID-19, are diagnosed with SARS-CoV-2 infection, or the facility is directed to do so by the jurisdiction’s public health authority.
Additional considerations, following a higher-risk exposure, for these HCP include:

· Testing: Fully vaccinated asymptomatic HCP should have a series of two viral tests for SARS-CoV-2 infection. In these situations, testing is recommended immediately (but not earlier than 2 days after the exposure) and, if negative, again 5–7 days after the exposure.  Testing is not recommended for asymptomatic HCP who have recovered from SARS-CoV-2 infection in the prior 90 days; this is because some people may be non-infectious but have detectable virus from their prior infection during this period (additional information is available).   Criteria for use of post-exposure prophylaxis are described elsewhereexternal icon.

· Source control: Universal use of source control while in the healthcare facility is recommended for 14 days following their higher-risk exposure, then they may default to routine source control recommendations for HCP.

· Circumstances when work restrictions might be recommended:

· Among asymptomatic HCP who have recovered from SARS-CoV-2 infection in the prior 90 days:

· HCP who are moderately to severely immunocompromised and might be at increased risk for reinfection. However, data on which specific conditions may lead to higher risk and the magnitude of risk are not available. OR

· Unvaccinated HCP for whom there is concern that their initial diagnosis of SARS-CoV-2 infection might have been based on a false positive test result (e.g., individual was asymptomatic, antigen test positive, and a confirmatory NAAT was not performed).

· Among fully vaccinated HCP:

· HCP who are moderately to severely immunocompromised OR

· When directed by public health authorities (e.g., during an outbreak where SARS-CoV-2 infections are identified among fully vaccinated HCP)

· In the event of ongoing transmission within a facility that is not controlled with initial interventions, strong consideration should be given to use of work restriction of fully vaccinated HCP with higher-risk exposures. In addition, there might be other circumstances for which the jurisdiction’s public health authority recommends these and additional precautions.

 In the event of ongoing transmission within a facility that is not controlled with initial interventions, strong consideration should be given to use of quarantine for fully vaccinated residents and work restriction of fully vaccinated HCP with higher-risk exposures. In addition, there might be other circumstances for which the jurisdiction’s public authority recommends these and additional precautions.

· If no additional cases are identified during the broad-based testing, room restriction and full PPE use by HCP caring for unvaccinated residents can be discontinued after 14 days and no further testing is indicated.

· If additional cases are identified, testing should continue on affected unit(s) or facility-wide every 3-7 days in addition to room restriction and full PPE use for care of unvaccinated residents, until there are no new cases for 14 days.

· If antigen testing is used, more frequent testing (every 3 days), should be considered.

Indoor visitation during an outbreak response:
· Facilities should follow guidance from CMS about visitation.

· Visitors should be counseled about their potential to be exposed to SARS-CoV-2 in the facility.

· Whether unvaccinated residents are known to be close contacts or are identified as a part of a broad-based outbreak response but not known to be close contacts, indoor visitation should ideally occur only in the resident’s room, the resident and their visitors should wear well-fitting source control (if tolerated) and physically distance (if possible).

· Whether unvaccinated residents are known to be close contacts or are identified as a part of a broad-based outbreak response but not known to be close contacts, indoor visitation should ideally occur only in the resident’s room, the resident and their visitors should wear well-fitting source control (if tolerated) and physically distance (if possible).,

· Source control and physical distancing recommendations should also be followed for vaccinated residents.

Outdoor visitation could be allowed, weather permitting, but residents should wear well-fitting source control (if tolerated), maintain physical distancing from others, and not linger in common spaces when moving from their rooms to the outdoors.
Testing Expired Residents:

· Whenever a person expires while in a nursing home, where in the professional judgment of the nursing home clinician there is a clinical suspicion that COVID-19 or influenza was a cause of death, but no such tests were performed in the 14 days before death, the nursing home shall administer both a COVID-19 along with any other clinically appropriate testing, within 48 hours after death, in accordance with guidance published by the Department. Such tests shall be performed using rapid testing methodologies to the extent available. 
· Upon notification to the practitioner of the residents death, the RN supervisor will inform the MD/NP if there were flu or COVID like symptoms and if the resident has been tested for either in the last 14 days.   

· If the MD/NP feels the death is due to COVID, then a rapid COVID test must be performed and documented.  

· If the MD/NP does not feel the resident’s death occurred due to COVID/Influenza, and no test is performed, then this too also needs to be documented.  

· The facility shall report the death to the Department immediately after and only upon receipt of both such test results through the Health Emergency Response Data System (HERDS). 
· Notwithstanding the foregoing, no test shall be administered if the next of kin objects to such testing. Should the nursing home lack the ability to perform such testing expeditiously, the nursing home should request assistance from the State Department of Health.
TESTING PROCEDURE:
1. Testing* is done as per policy provided that testing material is available at the facility.    The facility administrator (or designee) contacts the New York State Department of Health Regional Office for guidance should adequate testing material not be available.

2. The tester will be observed to demonstrate documented competency, by a qualified trainer. Competency is demonstrated in the maintenance of strict infection control measures.

3. Swabbing occurs in the residents’ room.  Swab is sent to either the lab for off site testing or processed in-house for POC testing.  
4. Residents are encouraged to wear their masks during all staff encounters.
5. Per CDC: For providers collecting specimens or within 6 feet of those to be test for SARS-CoV-2, maintain proper infection control and use recommended personal protective equipment (PPE), which includes an N95 or higher-level respirator (or facemask if a respirator is not available), eye protection, gloves, and a gown, when collecting specimens.  

6. Testing occurs per NYS and CDC guidelines.
7. COVID Positive results are communicated to the Regional Office of the New York State Department of Health by the facility Administrator or designee.  ECLRS Reporting system per guidelines.
8. All resident COVID test results will be reported on the HERDS survey the next day as required by NYSDOH. 
9. Families and residents are notified of positive tests per NYS guidelines.
