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Years from now, when we look back on the coronavirus disease 

2019 (COVID-19) pandemic, my hope is it will have served a few 

purposes. First and foremost, COVID-19 highlights the unimaginable 

bravery and heroism of our frontline healthcare workers to whom we are 

eternally grateful. 

Second, COVID reinforces the fact that we should always be operating 

on the “it’s not a matter of if, but when” mantra in terms of pandemic pre-

paredness, personal protective equipment stockpiles, and outbreak response.

Lastly, it inspires a renewed appreciation and gratitude for infection 

prevention and control. These specialists are likely to be in high demand as 

healthcare facilities, ranging from acute care hospitals to long-term care, 

navigate a “new normal” and reevaluate their standards of disinfection, 

sterile processing, and hand hygiene protocols.

This issue of Infection Control Today® focuses on those and more les-

sons from the COVID-19 pandemic. Our cover story on page 16, written 

by Saskia v. Popescu, PhD, MPH, MA, CIC, a nationally known infection 

prevention expert and a member of ICT®’s Editorial Advisory Board, details 

lessons learned. “COVID-19 has been a wake-up call for public health and 

healthcare alike. For those leaders in healthcare, as they continue to respond 

to COVID-19, even after the dust settles there will be things that should be 

considered,” Popescu writes. 

Another takeaway sparked by COVID-19—the enhanced reliance on 

telehealth and the availability of telemedicine across specialties. “…The 

[COVID-19] pandemic has wrought changes in everything from routine care 

to triage. Between erratic supplies of personal protective equipment for 

practitioners and patients who don’t want to risk their health, telemedicine 

is proving a boon,” Jan Dyer writes on page 18.

Elsewhere in this issue, we delve into the operationality of large-scale 

negative pressure wards (page 24), just-in-time fi t testing during pandemics 

(page 22), and infection prevention gaps in long-term care facilities (page 28). 

Here’s to moving out of the dark of COVID-19 and into the light of 

long-lasting lessons learned.

Thank you for reading, 

Mike Hennessy, Sr
Chairman and Founder

COVID Lessons Will 
Echo for Years to Come
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hand hygiene

The 1918 H1N1 flu pandemic (aka the Spanish flu)

S ocial distancing? Check. Face masks? 
Check. Quarantine? Check. Good personal 
hygiene? Check. Use of disinfectants? 

Check.
I taught you these lessons, don’t forget that. 

These are the terms that nearly everybody in the 
world uses nowadays because they’re some of 
the ways they’re trying to protect themselves 
against COVID-19. And just like with me back 
in the day, there’s no vaccine yet for COVID-19. 

Here’s what you don’t want future historians 
to write about COVID-19. You definitely don’t 
want them to write that it killed as many people 
as I did. I have been described as the most 
underreported event of the 20th century. But 
then I followed on the heels of World War I and 
in terms of the senseless killing of human beings, 
that was a tough act to follow.

The people most vulnerable to COVID-19 are 
older adults and anybody with comorbidities. 
The people most vulnerable to me were healthy 
adults ages 15 to 34. 

I’m caused by an H1N1 virus that originated 
in the genes of birds. Hemagglutinin (HA) is the 

surface protein that allows me to enter and infect 
a healthy cell. I broke a lot of hearts. 

Nobody even today is quite sure where I 
first originated, even though people thought 
they knew back then when I ran amok. Then 
they called me the…well, don’t want to give the 
game away too early.

I infected about 500 million people or one-
third of the world’s population then. I killed about 
50 million (in comparison, about 20 million were 
killed in World War I). I killed about 675,000 
people in the United States. 

I killed and I killed and I killed and then…I 
disappeared. They called me the “lost” virus. But 
then one very determined scientist named Johan 
Hultin did track me down in a small ocean-side 
village in Alaska called Brevig Mission. He first 
visited the site in 1951. He returned 47 years later, 
in 1997 and dug up “Lucy,” an Inuit woman 
who I’d killed and whose body was perfectly 
preserved in the Alaskan permafrost.

They got me!

But who am I? 

You Don’t Want COVID-19  
Following in My Footsteps
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Face Shields, Universal Masking  
Called Best Way to Contain COVID-19

It would be expensive. It would not be a 
perfect barrier. Despite some drawbacks, 
investigators with Duke University Medical 
Center argue in a recent viewpoint in 
Infection Control & Hospital Epidemiology 
that it’s time for hospitals to consider 
universal masking.1 That could be done 
with personal protective equipment (PPE) 
that’s usually utilized (barrier gowns, N95 
respirators), but shields would be ideal. 

Face shields would not be hindered by 
the circumstances that make face masks 
sometimes problematic. “Face shields 
provide better coverage of the face, as 
compared to masks, thus reducing the risk 
of self-contamination,” investigators write. 
“Additionally, face shields are durable, can 
be cleaned and reused repeatedly. Given 
their simpler design, durability, and reuse 
potential, face shields are less likely to face 
shortages like face masks. Additionally, 
face shields do not impede facial nonverbal 
communication, can be worn concurrently 
with other face/eye protective equipment 
and do not impact vocalization.”

Face shields aren’t perfect, however. 
The absence of a good seal around the face 
could allow aerosol penetration. Also, they 
might cause fogging or glare. Further study 
into the utility of face shields as a way to 

implement universal masking needs to be 
done, they encourage, but add that shields 
do seem to offer “a promising solution in 
a time of critical mask shortages.” 

Investigators note that COVID-19 has 
forced some hospitals to expand their 
infection prevention measures like visitor 
restrictions, hand hygiene, and employee 
testing with universal masking for all 
healthcare professionals (HCPs). That 
means that HCPs must wear some sort of 
face mask at all times while on hospital 
premises. 

“Future studies are needed to examine 

the frequency of viral contamination of 
masks worn for long hours or multiple 
shifts, as are studies needed to compare 
rates of healthcare-associated SARS- 
CoV-2 in hospitals and long-term care 
facilities that do and do not utilize universal 
masking policies,” they conclude. They 
encourage "exploring other approaches 
such as universal use of face shields....” 

References
Advani S, Smith B, Lewis S, Anderson DJ, Daniel 
J. Sexton DJ. Universal Masking in Hospitals in the 
COVID-19 era: Is it Time to consider Shielding? Infect 
Control Hosp Epidemiol. DOI: 10.1017/ice.2020.179. 
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personal protective equipment

The title of a preprint study in the Journal 
of Infection could act as a clarion call in 
the era of COVID-19: “The Economics of 

Infection Prevention: “Why It Is Crucial to 
Invest in Hand Hygiene and Nurses During 
the Novel Coronavirus Pandemic.”1

The authors note that the World Health 
Organization (WHO) designated 2020 as 

the Year of the Nurse and the Midwife, 
and also pointed out that there is a short-
age of 9 million nurses and midwifes in the 
world. The emergence of COVID-19 has 
underscored the crucial role nurses play 

Nurse Role Becomes Even More  
Important in the COVID-19 Pandemic
By Frank Diamond

healthcare-acquired infections
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Medical investigators throughout the 
world are cooking up ideas that will hope-
fully put an end to the coronavirus disease 
2019 (COVID-19) pandemic. Among those 
is an idea straight from the kitchen thanks 
to investigators with the Louis Stokes 
Cleveland VA Medical Center. 

In a preprint article in the American 
Journal of Infection Control,1 the investiga-
tors found that rice cookers—an appliance 

found in kitchens all over the world—
appear to successfully decontaminate 
cloth masks, and they urge that further 
studies be conducted to see whether 
the rice cookers can also decontaminate 
surgical and N95 masks as well.  

“Given the recommendation that cloth 
face masks be worn in public settings, 
steam treatment using these readily 
available kitchen items could provide safe 
and effective decontamination of cloth 
masks,” the investigators conclude.

One of the questions investigators 
wanted to answer: Which is better at 
decontaminating masks, moist or dry 
heat? They studied surgical face masks, 
3M 1860 N95 respirators, and masks 
made of fabric that were being distributed 
to visitors and personnel who were not 
involved in direct patient care at a Cleve-
land area hospital. The test organisms 
were a clinical isolate of methicillin-resis-
tant Staphylococcus aureus (MRSA). Also 
included, a single-stranded RNA virus 

What’s Cooking? Face Mask Decontamination 
via Rice Cookers to Ward Off COVID-19
By Frank Diamond

environmental services

in healthcare. Infection prevention and 
control (IPC) measures keep the nurses 
and other healthcare workers (HCWs) 
on the job. 

“In addition to being a population 
that is not easily replaceable once taken 
out of the workforce, an increased strain 
on the staffing levels of HCWs also has 
a negative effect on patient outcomes,” 
the authors write. 

All HCWs face exposure to COVID-19, 
“but nurses are evidently at the frontlines 
with the most patient contact. They are 
the ones responsible for daily patient care, 
while simultaneously being responsible for 
protecting patients against HAIs [health-
care-acquired infections]. 

"If their IPC practices, especially 
their hand hygiene, are suboptimal, 
nurses become a source of transmission 
of infections between patients and to 
themselves.”

HAIs were a pandemic “in and of 
themselves” even before COVID-19, the 
authors note. 

They cause more deaths each year than 
tuberculosis, malaria, and AIDs combined. 
In the United States, HAIs affect about 1.7 
million people each year, accounting for 
about 99,000 deaths. 

They cost hospitals anywhere from 

$35.7 billion to $45 billion a year. 
“Hand hygiene with alcohol-based 

handrub is globally recommended as one 
of the most effective and low-cost proce-
dures against SARS-CoV-2 cross-transmis-
sion,” the authors write. “It is well known 
that improving hand hygiene compliance 
among HCWs reduces HAIs in hospital 
settings. 

"The economic implications of suc-
cessful hand hygiene improvement have 
long been established. It has been demon-
strated that these programs cost less than 
1% of the HAI-related costs, making them 
relatively cheap and unequivocally worth 
investing in.”

Culture Counts
Good hand hygiene depends on good 
hospital systems that allow easy access to 
supplies, and organizes, allocates and trains 
nurses in a culture that values hand hygiene. 

“Constant exposure to patients with 

COVID-19, a lack of supplies such as ade-
quate personal protective equipment in 
many hospitals, fatigue and stressful work 
environments put nurses at a higher risk 
of acquiring or transmitting the virus,” 
the authors write. 

“Infected HCWs reduce the workforce 
of well-trained HCWs that are able to 
provide sufficient care for their patients, 
which in turn reduces the hospitals’ ability 
to deal with an outbreak.”

Usually, studies conclude with a “more 
study is needed” line, but not this time. 
Quoting the WHO, the authors write: 
"Clean and safe care starts with invest-
ing in our nurses, and the message to 
policy makers should be clear: ‘increase 
nurse staffing levels to prevent infections 
and improve quality of care. Create the 
means to empower nurses and midwives.’ 
Doing any less wouldn’t make human or 
economic sense.”

Subject matter that Infection Control 
Today® would definitely like to pursue 
once the COVID-19 pandemic ebbs. 

References
Peters A, Lotfinejad N, Simniceanu A, Pittet P. The 
economics of infection prevention: why it is crucial to 
invest in hand hygiene and nurses during the novel 
coronavirus pandemic. J Infect. 2020 Apr 23. pii: 
S0163-4453(20)30240-1.

It's perhaps easy to forget that 
before COVID-19, healthcare- 

acquired infections were  
a pandemic "in and of  

themselves," the study notes.
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One of the questions 
investigators wanted to 

answer: Which is better at 
decontaminating masks, 

moist or dry heat?

They studied surgical face masks, 
3M 1860 N95 respirators, and 

masks made of fabric that were 
being distributed to hospital 

visitors and personnel.

Answer? Moist heat. 

bacteriophage MS2. 
The article states that “10-μL aliquots 

containing 10 colony-forming units (CFU) 
or plaque-forming units (PFU) of the test 
organisms suspended in 8% simulated 
mucus were inoculated onto 1-cm areas 
on both the outer or inner surfaces of the 
respirators or face masks.”

The inoculated masks or respirators 
were put in a steamer for about 13 to 
15 minutes, “including 8-10 minutes of 
heating and 5 minutes of steam. For com-
parison, inoculated masks or respirators 
were subjected to dry heat at 100°C for 
15 minutes in an oven….”

The inoculated sections of the face 
masks and N95 respirators were then 
vortexed for 1 minute “in 1 mL of phos-
phate-buffered saline with 0.02% Tween 
and serial dilutions were plated on selec-
tive media to quantify viable organisms.”

The tests were performed in triplicate. 
Log10 reductions were compared with 
untreated controls. A reduction of 3-log10 
or greater in recovery of organisms from 
the masks or respirators was determined 
to be effective decontamination. 

Investigators wrote that “the steam 
treatment resulted in a greater than 5 
log10 reduction in bacteriophage MS2 
and MRSA applied to the outer and inner 
surfaces of the face masks and respirators, 
whereas dry heat at 100°C for 15 minutes 
did not result in a greater than 3 log10

reduction of either organism at any of the 

Infection Control Today® reached out to the study’s 
corresponding author, Curtis J. Donskey, MD, an 
infectious disease physician and researcher at the Louis 
Stokes Cleveland VA Medical Center, in Cleveland, Ohio.

Infection Control Today®:  What motivated this study?

Curtis J. Donskey, MD: There are some previous studies that have looked 
at steam generated by heating water in a microwave for decontamination 
of respirators. We are not aware of any reports of steam treatment of masks 
or respirators with common kitchen rice cookers or steamers. However, we 
communicated with someone in Taiwan who told us that this is a common 
practice there.

ICT®: The study says that more tests need to be done to see whether rice cookers 
can decontaminate surgical masks and N95 respirators. But your results suggest 
that they may be able to. What are the plans for future research? 

Donskey: The study was published as a Research Letter in AJIC. We are 
conducting more studies to assess the impact of repeated steam treatments 
on respirator or mask performance and to assess whether shorter treatment 
times can also be effective.

ICT®: How involved are you personally in the battle against COVID-19? Are 
you dealing with patients?

Donskey: Yes, I am providing care for COVID-19 patients and working with 
our infection control team and hospital administration to ensure that processes 
are in place to protect patients and personnel.

ICT®: Rice cookers. Is there a chance some other kitchen appliance might also 
work?

Donskey: Yes, we think that any kitchen steamer would work well.

Q&A A Conversation With
Curtis J. Donskey

inoculated sites on any masks or respira-
tors. No visible changes were observed 
in any of the masks or respirators after 5 
cycles of decontamination.”

Put simply, rice cookers—with moist 
heat—can decontaminate face masks; 
dry heat at the same temperature didn’t 
do as well, although further studies are 
needed to evaluate how well a rice cooker 
can decontaminate surgical face masks 
and N95 respirators. 

In terms of practical applications, one 
cannot get much more practical than a 
rice cooker, as the investigators note. And 
when it comes to COVID-19, innovation 
is key, with healthcare facilities being 
“forced to adopt strategies to extend or 
reuse personal protective equipment (PPE) 
such as N95 fi ltering facepiece respirators 

and surgical face masks.” 
Cloth face masks are often worn many 

times between laundering. Ultraviolet light 
and hydrogen peroxide vapor have been 
tried. “However, sending used respirators 
to a central processing facility for hydrogen 
peroxide vapor treatment is likely to be 
labor-intensive and costly and ultraviolet 
light is suboptimal for decontamination of 
soft surfaces,” the article states. “There 
is an urgent need for simple and widely 
available methods to decontaminate PPE, 
including cloth masks.” 

References
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Don’t Be Fooled: CDC Website Posts 
Photos of Counterfeit N95 Masks

www.infectioncontroltoday.com12  ICT   June 2020

By Infection Control Today® Editorial Staff

C harlatans rarely miss a chance to 
take advantage of a crisis, and that’s 
presently playing out amidst the 

COVID-19 pandemic. People are selling 
counterfeit N95 respirators, warns the US 
Centers for Disease Control and Preven-
tion (CDC). The agency posted photos of 
dozens of counterfeit N95 masks on its 
website recently. You can tell at a glance 
that they’re counterfeit because the CDC 
helpfully draws a red slash through photos 
of the fakes. The real McCoys (which are 
not pictured on the site) are clearly marked 
as being approved by the National Insti-
tute for Occupational Safety and Health 
(NIOSH), the CDC says. 

“Counterfeit respirators are products 
that are falsely marketed and sold as being 
NIOSH-approved and may not be capa-
ble of providing appropriate respiratory 
protection to workers,” the CDC warns. 
“When NIOSH becomes aware of coun-
terfeit respirators or those misrepresenting 
NIOSH approval on the market, we will 
post them here to alert users, purchasers, 
and manufacturers.”

According to the CDC, here are the signs 
that a respirator might be counterfeit:
  No markings at all on the fi ltering 

facepiece respirator (FFR).
  No approval (TC) number on the FFR or 

headband.
  No NIOSH markings.
  NIOSH spelled incorrectly.
  Presence of decorative fabric or other 

decorative add-ons (e.g., sequins).
  Claims of approval for children (NIOSH 

does not approve any type of respiratory 
protection for children).

  Filtering facepiece respirator has ear 
loops instead of headbands.

personal protective equipment

Look for a NIOSH-approved label on 
the packaging or on the users’ instructions. 
Additionally, an abbreviated approval is 
affi xed to the FFR itself. “NIOSH-approved 
FFRs will always have one of the following 
designations: N95, N99, N100, R95, R99, 
R100, P95, P99, P100,” the CDC states. 
Verifi cation of the product can be found 
on the NIOSH Certifi ed Equipment List 
(CEL) or the NIOSH Trusted-Source. 

The CDC is not the only one keeping 
an eye on just how N95s are being sold. 
Sometimes counterfeit peddlers of face 
masks will attempt to piggyback on the 
makers of N95s that do meet NIOSH 
guidelines. 

For instance, 3M recently sued New 
Jersey-based Performance Supply LLC, 
accusing it of trying to sell 3M face masks 
at 500% to 600% above 3M’s marked 
prices to New York City offi cials; allegedly 
trying to profi t at the epicenter of COVID-
19 suffering, in other words.

The CDC warns that “Medicos is sell-
ing an N95 respirator using the Moldex 
approval number and label without Mold-
ex’s permission. Medicos is not a NIOSH 
approval holder or private label holder.”

The CDC’s warnings are jargon free; they 
could be points being made by a friend. 
Examples: 
  This product is not NIOSH-approved. Look 

at the markings on the front. The logo is 
wrong, there is no approval number.

  This product is not NIOSH approved. No 
NIOSH logo or approval number on the 
face of the product.

And this warning is a particular favorite 
of the editors at Infection Control Today®.

“This is an example of a counterfeit 
N95 Respirator that was brought to 
NIOSH’s attention,” the CDC writes. 
“While the TC number and private label 
holder are valid, this unapproved unit can 
be identifi ed by the misspelling of NIOSH 
on the front of the respirator.” 

It’s spelled “NISH.” 
And the point being made is crucial. 

Lives are at stake and counterfeit N95 
respirators make things worse for infection 
preventionists and others trying to care 
for COVID-19 patients. If you suspect that 
something being billed as an N95 is fake, 
report it to the CDC. 

Lives are at at stake and 
counterfeit N95 respirators 

make things worse for 
infection preventionists 

and others caring for 
COVID-19 patients.
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Insight into Community Transmission of 
COVID-19 (Note: Hospitals Are Communities)
By Saskia v. Popescu, PhD, MPH, MA, CIC

S ince the SARS-CoV-2/COVID-19 
pandemic began, there has been 
considerable focus on transmission 

dynamics. So much of our time in infection 
prevention is focused on healthcare trans-
mission, but it’s often helpful to review 
community cases.

Shedding insight into the dynamics of 
social interactions, potential exposures, 
and symptom onset, helps us understand 
what we’re likely to see in a healthcare 
setting as exposures can occur in break-
rooms or other unexpected environments.

A review from the US Centers of 
Disease Control and Prevention (CDC) 
regarding a cluster in Chicago was par-
ticularly interesting in how a family event 
triggered several cases. 

Contact tracing and polymerase chain 
reaction (PCR) testing of patients helped 
investigators understand exposures, pos-
itive cases, and symptoms. 

Beginning in February 2020, a family 
friend who had recently traveled out of 
state and experienced respiratory symp-
toms, attended the funeral of a family 
friend (who had not died of COVID-
19). Ironically, this initial patient was 
only tested due to the epidemiological 
investigation. 

The night before the funeral, this 
patient had a meal with the family of 
the decedent, which lasted 3 hours. The 
funeral also involved a pot-luck style meal 
and lasted 2 hours with much close-con-
tact and embracing of family members. 

Around 2-4 days later, members of 
another family (Family B) began to develop 
symptoms. 

Six days after the funeral, other 
members of Family B began to develop 
symptoms. Of these 3 from Family B, 1 
required hospitalization and eventually 

succumbed to the illness, dying. 
After the funeral, one member from 

Family A began experiencing symptoms 
and attended a birthday party with nine 
other family members. 

Close contact occurred during this 
3-hour party. Three to 7 days after this 
event, 7 attendees of the party developed 
COVID-19 symptoms, of which 2 died. 

Two who cared for one of the Family 
A cases without personal protective 
equipment (PPE) at home (1 was a family 
member and 1 was a home care pro-
fessional), developed COVID-19. Three 
of those symptomatic birthday party 
goers also attended church 6 days after 
developing symptoms, which would then 
result in a secondary case as a result of 
direct conversations, passing the offering 
plate, and sitting within one row for 90 
minutes. 

This cluster of 16 cases (7 confirmed 
and 9 probable), sheds insight into 
how transmission occurred between 
non-household contacts at family 
gatherings involving direct contact for 
a significant amount of time. 

Moreover, it’s a reminder that people 
should stay home after symptom onset, 
as several of these cases continued to 
attend gatherings despite initial signs 
and symptoms. 

The authors note that “in this cluster, 
extended family gatherings (a birthday 

party, funeral, and church attendance), 
all of which occurred before major social 
distancing policies were implemented, 
might have facilitated transmission of 
SARS-CoV-2 beyond household contacts 
into the broader community. 

"These findings support CDC rec-
ommendations to avoid gatherings and 
reinforce the executive order from the 
governor of Illinois prohibiting all public 
and private gatherings of any number 
of persons occurring outside a single 
household.”

While some of these cases were 
exposed multiple times and the authors 
had to make assumptions based off 
incubation periods, this cluster is very 
telling in terms of family gatherings 
and that transmission occurs beyond 
household contacts. 

It is important that we consider the 

dynamics of this cluster and from an 
infection prevention standpoint, look 
to our own practices in hospitals. Are 
meetings occurring with lots of people 
for a prolonged period of time with-
out PPE? Breakroom clusters of staff 
to eat? Exposure is not only limited to 
the patient-caregiver interaction and it 
is important that infection preventionists 
be mindful of these potential events in 
healthcare settings. 

COVID-19

Shedding insight into the dynamics of  
social interactions, potential exposures, and 
symptom onset helps us understand what  
we're likely to see in a healthcare setting. 
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Viewpoint: CDC’s Changing Guidance 
Underscores How COVID-19 Keeps Winning
By Kevin Kavanagh, MD

I nitially, many were under the assump-
tion that the COVID-19 virus was slightly 
more infectious than the fl u. Then, it 

was described as 3 times as infectious, 
and recently the US Centers for Disease 
Control and Prevention (CDC) released a 
report that the R0 (pronounced R naught) 
was equal to 5.7.1 At this level, over 80% of 
the population would have to be immune 
before herd immunity starts.2 Part of the 
infectivity can be explained by the fi ndings 
that under certain circumstances the virus 
can spread in aerosol form and spread 
with talking3 and singing. The distance of 
spread from a sneeze has been estimated 
to be up to 27 feet.4

These observations compound the 
problems with asymptomatic spread, 
with 25% of COVID-19 positive patients 
being asymptomatic carriers and another 
group are presymptomatic carriers.4 CDC 
Director Robert Redfi eld, MD, has stated 
that there are “individuals that may not 
have any symptoms that can contribute to 
transmission, and we have learned that in 
fact they do contribute to transmission.”5

There have also been a number of 
reports which indicate that the COVID-
19 virus is not just a respiratory virus but 
can affect organs throughout the body. 
Researchers have found that 19.7% of 
those hospitalized had heart damage, 
and of those 51% died.6 The virus can 
also affect the liver, kidneys, GI tract and 
central nervous system.7 

The latter can give rise to problems 
with the sense of smell and in some cases 
has even been postulated to decreased 
respiratory effort.

The CDC has replaced guidelines and 
issued emergency guidance for PPE use, 
extended use and limited use. The CDC’s 
recommendation of using a bandana as 
a last resort to stop the COVID-19 virus 

COVID-19

places our healthcare system at the level 
of a third-world country and underscores 
the severity of the current pandemic 
and erosion of our healthcare system’s 
infrastructure. Although cotton masks 
probably help in preventing transmission, 
questions have been raised regarding 
surgical and cotton masks effectively 
fi ltering SARS–CoV-2 during coughs by 
infected patients.8

The reusing of protective gear has erro-
neously been viewed as an “acceptable 
practice.” It is not, nor are facility prac-
tices of “only allowing use of N95s with 
confi rmed COVID-19 patients, with few 
exceptions.”9 Suspected patients need to 
be treated the same as confi rmed patients.

www.infectioncontroltoday.com14  ICT   June 2020

for restriction of COVID-19 recovered 
healthcare workers’ contact with severely 
immunocompromised patients should be 
extended to all non-COVID-19 patients 
with high-risk comorbidities, including 
those with hypertension, heart disease, 
diabetes, cancer and over 60 years of age; 
and for an indefi nite period of time. In 
addition, COVID-19 recovered healthcare 
workers should be tested at least weekly. 
Finally, the use of N95 masks needs to 
be specifi ed.

The recent CDC recommendations are 
not intended for maximal safety, they may 
be necessary but only as a last-ditch effort 
to do the least harm where proper PPE 
is not available. There have already been 
reports of frontline staff sounding the 
alarm of contamination of patients and 
staff,13 along with reports of wearing con-
taminated masks from patient to patient 
and reusing the same mask for 5 days.14

Healthcare workers need to be properly 
informed of the risks to themselves, their 
families, and their patients along with 
being provided adequate healthcare and 
worker compensation benefi ts if they 
acquire COVID-19.

Needless to say, additional PPE is des-
perately needed, hopefully both increased 
manufacturing and sterilization techniques 
will relieve the shortage. In addition, the 
strategy adopted by New York State to 
designate some facilities to exclusively 
treat COVID-19 patients and others for 
non-COVID-19 patients to help improve 
patient safety should be adopted in other 
areas of the nation.

We must make protecting our front-
line healthcare workers and patients a 
priority. Rapid testing will go a long way 
in assuring the safety of patients by iden-
tifying asymptomatic carriers in healthcare 
workers and staff. 

REFERENCES AVAILABLE AT 
INFECTIONCONTROLTODAY.COM

In this backdrop of increased spread, 
known dangers and already relaxed reg-
ulations, the CDC has also outlined guid-
ance for allowing COVID-19 confi rmed or 
suspected healthcare workers to return to 
work.10 I feel the non-test based criteria 
should be abandoned, since there are 
reports of asymptomatic patients having a 
positive COVID-19 RT-PCR after resolution 
of symptoms.11 

Until the issue of viral reactivation in 
COVID-19, recovered patients can be 
clearly delineated,12recommendations 

problems with asymptomatic spread, 
with 25% of COVID-19 positive patients 
being asymptomatic carriers and another 
group are presymptomatic carriers.4 CDC 
Director Robert Redfi eld, MD, has stated 
that there are “individuals that may not 
have any symptoms that can contribute to 
transmission, and we have learned that in 
fact they do contribute to transmission.”5

There have also been a number of 

tices of “only allowing use of N95s with 
confi rmed COVID-19 patients, with few 

Suspected patients need to 
be treated the same as confi rmed patients.

and reusing the same mask for 5 days.
Healthcare workers need to be properly 
informed of the risks to themselves, their 
families, and their patients along with 
being provided adequate healthcare and 
worker compensation benefi ts if they 
acquire COVID-19.

Needless to say, additional PPE is des-
perately needed, hopefully both increased 
manufacturing and sterilization techniques manufacturing and sterilization techniques 
will relieve the shortage. In addition, the 

In this backdrop of increased spread, 
known dangers and already relaxed reg-
ulations, the CDC has also outlined guid-
ance for allowing COVID-19 confi rmed or 
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What the COVID-19 Pandemic
Teaches Infection Preventionists
By Saskia v. Popescu, 
PhD, PPH, MA, CIC

COVID-19

F or many in healthcare and infection pre-
vention, discussions regarding pandemics 
always land on the “it’s a matter of if, not 

when” statement. We often don’t truly appreciate 
that we’ll be living and working in the moment 
of a pandemic, and yet here we are. Then came 
SARS-CoV-2/COVID-19 and, all too suddenly it 
seems, the future is now. COVID-19 dramatically 
changed not only the lives of everyone around the 
world, but the very nature of infection prevention 
and control itself.1

Shortages of personal protective equipment 
(PPE) and an overwhelmed healthcare system have 
become the new reality. It has been challenging to 
strike a balance between the changing guidance 
and testing delays. This pandemic though, has shed 
light on some critical lessons and ways that hospi-
tals and healthcare in general can better support 

infection prevention 
programs.

Lessons Learned
Perhaps one of the biggest challenges and, 
frankly, changes from normal practice, has been 
the extended use and re-use of N95 masks and 
other PPE. This goes against the grain for many IPs 
and can feel awkward. Guidelines for extended/
re-use have existed for a while, but IPs never had 
to actually employ them. This established, although 
new-to-most, approach not only impacts training 
and education, but also alters practices within most 
healthcare facilities. 

Ensuring proper storage between use and 
emphasizing that staff not touch the front of the 
mask are not necessarily innate practices. Storing 
masks in paper bags and even establishing proto-
cols for disinfecting measures to extend use also 
buck years of training and practice. 

For IPs, this reveals a critical need to be fl exible 
in times of heightened stress. Most IPs are accus-
tomed to having to critically think in high-stress 
environments, but having to train other scared 
healthcare workers about how to do things not 
in the manual? Well, this makes maintaining trust 
and transparency a crucial goal. 

During a continued stream of information 
overload, IPs have had to work overtime to dis-
seminate accurate information and dispel poor 
information that often leads to fear. For many, 
this means attending huddles not only to train 
and provide education about PPE, but also answer 
questions staff may have regarding the pandemic 
and the implications for their safety. Holding 
“open offi ce hours” to encourage staff to stop 
by and talk through concerns or ask questions 
has been helpful in ensuring that all staff can ask 
no-fault questions. 

COVID-19 media coverage, especially of the 
sensational variety, can overwhelm staff, mak-
ing it so much more vital for IPs to offer sound 
guidance and resources. Although infection pre-
vention efforts have always involved education 
and communication, the current pandemic has 
highlighted this role even more. 

One other lesson is in the role of IPs in pan-
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demic preparedness. While this might seem like an 
obvious relationship, there have historically been 
few resources aimed at supporting and encouraging 
infection preventionists to allot time for preparedness. 
The 2014 Dallas Ebola cluster revealed the critical 
role of infection prevention efforts in healthcare 
preparedness, but also demonstrated that emerging 
infectious diseases are something healthcare profes-
sionals need to be thinking about.2 

It’s not enough to simply develop processes retro-
spectively; rather, we must incorporate these efforts 
into our continued practices. The disruption that occurs 
due to a lack of preparedness can be devastating to 
a hospital, and if we can’t maintain our continued 
healthcare-acquired infections (HAI) surveillance and 
prevention efforts during such events, IPs do patients 
and staff a disservice. Incorporating preparedness for 
these events into annual infection prevention programs 
and efforts is critical to adjust to not only the reality that 
emerging infectious disease outbreaks will continue to 
occur, but also that programs must adapt to meet the 
news of ever-changing healthcare and patient safety. 
Infectious diseases evolve. Shouldn’t we?

Supporting IPC Efforts
In the midst of this pandemic and moving forward, it 
is critical that healthcare and hospital administrators 
work to better support their infection prevention and 
control (IPC) programs and the IPs that man them. 

Experiences, like Ebola in 2014 and SARS-CoV in 
2003, have demonstrated the ability of hospitals to 
amplify the spread of disease and the critical role 
IPC programs play in response.1 COVID-19 has been 
a wake-up call for public health and healthcare alike. 
For those leaders in healthcare, as they continue to 
respond to COVID-19, even after the dust settles there 
will be things that should be considered. 

First, support IPC programs in general, expanding 
them so that they can address biopreparedness within 
the facility. Encourage efforts that expand the scope 
of HAI monitoring and treatment, so that they are 
not solely or primarily tied to those HAIs that have 
Medicare reimbursement implications. Train, educate, 
and drill staff to be able to address critical gaps in 
preparedness known to exist. 

IPs are the subject matter experts in healthcare 
response to biological threats and they should be 
empowered to better prepare the healthcare facility 
and staff. 

Second, as IPs and other healthcare professionals 
will likely be dealing with COVID-19 for a while, it’s 
important to support IPC programs throughout this 
pandemic. 

This has been challenging for everyone and will 
likely be for a while. For those in infection prevention, 
it has been particularly diffi cult as changing guidance, 
limited PPE, fear and hysteria, and delays in testing 
have stressed our ability to protect patients and staff.1

Novel situations create novel 
problems, but erosion of trust from 
our frontline healthcare workers 
is something that should not be 
taken lightly. Feeling like they are 
not being protected or supported 
due to inconsistent guidance or a 
constant barrage of poor informa-
tion can be heartbreaking. IPs need 
to ensure their safety and that of 
patients, but these are particularly 
challenging times. 

The Way Forward
Hospital administrators should 
involve infection prevention teams 
in higher-level response and deci-
sions. Meet with them to address 
concerns and how there can be 
more collaborative efforts. Round on the units with 
them. Lastly, ensure that they get breaks. 

Many IPs have been working around the clock 
since February. As impossible as it may seem to part 
with their presence on the fl oor, they do all need a 
break from time to time, even if it’s short. It’s only 
through collaboration and coordination that IPs and 
all other healthcare professionals will be able to get 
through the COVID-19 pandemic. 

When IPs asks questions or push back against 
hospital administrators, those administrators need to 
know that IPs are not trying to be diffi cult, but rather 
they want to ensure that all things are accounted for 
and the hospital is providing the best possible care 
under historically trying circumstances. 

Through continued efforts and vigilant dedica-
tion to patients and staff, IPs will help healthcare 
workers, patients, the nation, and the world defeat 
COVID-19. 

SASKIA V. POPESCU, PHD, MPH, MA, CIC, is a hospital 
epidemiologist and infection preventionist. During her work 
as an infection preventionist, she performed surveillance 
for infectious diseases, preparedness, and Ebola-response 
practices. She holds a doctorate in biodefense from George 
Mason University where her research focuses on the role 
of infection prevention in facilitating global health security 
efforts. She is certifi ed in infection control and has worked 
in both pediatric and adult acute care facilities. 

REFERENCES AVAILABLE AT 
INFECTIONCONTROLTODAY.COM

The COVID-19 pandemic 
revealed a critical 
need for infection 
preventionists to be 
fl exible in times of 
heightened stress. We 
not only have to think 
critically, but train other 
frightened healthcare 
workers how to do things 
that aren't in the manual.
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Telehealth in the Time of COVID-19
A 20-Year Overnight Success
By Jan Dyer

advanced technology

P am Koman-Podolak is immunocompromised, 
with multiple health conditions, including 
rheumatoid arthritis. She falls squarely into 

the category of people most at risk during the 
COVID-19 pandemic. When the state of New Jer-
sey, where she lives, issued stay-at-home orders, 
she says, “I was so sad, thinking I had to cancel 
appointments. And I was scared to go in because 
my rheumatologist works in a big medical center 
and I’m on immunosuppressant meds. But I really 
needed to talk to him and see him.”

Koman-Podolak is lucky: Her rheumatologist is 
“really into technology,” so she was able to talk 
with him via computer. Although this was her first 
experience with telemedicine, it turned out to be a 
good one. “It was immediately obvious that he was 
comfortable using this technology,” Koman-Podolak 
says. “It felt very personal and professional. I was 
impressed that he noticed my knuckles were swol-
len by examining my hands through the app!” Her 
rheumatologist (she calls him a “rheumy rockstar!”) 
“saved the day for me by offering this wonderful 
solution.” 

But despite 20 years of real-life experience and 
growing popularity, telehealth and telemedicine 
(which is usually defined as clinical interactions) 
still aren’t as widely used as might be expected. 
According to 2019 data from Definitive Healthcare, 
an analytics firm, only one-third of inpatient hospi-
tals and 45% of outpatient facilities provide tele-

health solutions or services. Iowa, Utah, and South 
Dakota—which have large rural swaths—have the 
highest implementations, with 64% or more of the 
state’s hospitals reporting a service.1 Northeastern 
states reported the lowest level.

That’s changing, as the coronavirus disease 
2019 (COVID-19) pandemic has wrought changes 
in everything from routine care to triage. Between 
erratic supplies of personal protective equipment 
for practitioners and patients who don’t want to 
risk their health, telemedicine is proving a boon. 

IDSA’s Take
Last year, the Infectious Diseases Society of America 
(IDSA) updated its position statement to educate 
its membership on the use of telemedicine and 
telehealth technologies to provide “evidence-based, 
cost-effective, subspecialty care” (the list of estab-
lished-use cases for infectious diseases includes 
infection prevention and control).2 Most acute care 
facilities have infection prevention (IP) specialists, 
but many community hospitals and long-term care 
facilities, now overwhelmed by the flood of pandem-
ic-related cases, may not have had the time, money, 
or expertise to develop and manage IP programs. 
In those cases, IDSA encourages use of telehealth 
tools as a potential solution: Where an IP specialist 
isn’t available, the authors say, telehealth platforms 
can be used to connect infectious disease physicians 
and other experts with local providers. FI
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The American Hospital Association (AHA) also 
thinks telehealth is particularly crucial now. On 
March 5, Richard Pollack, AHA’s president and 
CEO, wrote a letter to US Department of Health 
and Human Services Secretary Alex Azar headed 
“action needed to support hospitals’ ability to 
respond to COVID-19.”3 Ensuring safe care for 
patients, protecting healthcare professionals 
providing patient care, and supporting the health 
and safety of communities “are the main priorities 
for hospitals and health systems preparing for and 
responding to COVID-19,” the letter said. 

To that end, “We urge the administration to 
take the following regulatory actions to support 
these efforts…” Among them, to enable broader 
use of telehealth. “Hospitals want to enable indi-
viduals who are experiencing symptoms and may 
suspect they have COVID-19 to consult with a care 
provider without going to the hospital.…” That was 
followed on March 19 by a joint letter to Congress 
from the AHA, American Medical Association, 
and American Nurses Association, again detailing 
urgent needs to combat coronavirus, including 
training on telemedicine and telehealth capacities.4

3 Million Interactions
The Veterans Administration (VA), an early adopter 
of telehealth, is among those leading the way. It 
began offering telehealth services in 2003, and has 
experience based on nearly 3 million healthcare 
interactions with (as of 2019) more than 900,000 
veterans. The VA has been beefing up its telehealth 
system and is getting more money to help fight 
COVID-19. Roughly $16 billion of the emergency 
funding passed in the Coronavirus Aid, Relief, and 
Economic Security (CARES) Act is going to the 
VA to expand its telehealth services.5 CARES also 
includes some expanded authorities for VA officials 
to respond to the coronavirus crisis, such as new 
agreements with broadband internet suppliers to 
increase telemedicine options for veterans. 

The Definitive Healthcare data reveal some 
possible reasons why providers have been slow 
to implement telehealth: Fear of fraud is one. In 
February, 2 telemedicine companies were charged 
with conducting a complex $56 million scheme to 
convince Medicare beneficiaries that they needed 
such items as back or knee braces regardless of 
medical necessity.6 

Another is federal policy. The US Centers for 
Medicare and Medicaid Services (CMS), according 
to Definitive Healthcare, only finalized expansion of 
provider reimbursement for telehealth and virtual 

care services in late 2018.1 CMS also issued a new 
ruling that, as of this year, Medicare Advantage 
members will have more access to virtual care 
visits. DH speculates that providers might have 
been waiting for the new ruling to go into effect 
before investing in new technologies. Cost, of 
course, is always a barrier. Virtual technologies 
may only apply to a small percentage of patients, 
making it an investment that some providers may 
feel outweighs the benefits. 

And, as AHA’s Pollack noted in his letter, 
hospitals have concerns that these technologies 
may not be compliant with Health Insurance 
Portability and Accountability Act (HIPAA) privacy 
and security requirements. Still, the AHA urged 
HHS to waive HIPAA privacy requirements and 
to loosen reimbursement rules to allow coverage 
of services for telehealth. In early April, the HHS 
eased HIPAA enforcement “during this public health 
emergency.”7 Among other things, the updated 
rule allows healthcare providers to use FaceTime, 
Zoom, Skype, and other approved applications for 
the provision of care.

Finally, there’s a prevailing concern, Definitive 
Healthcare concludes, about whether providers 
can gather the “personal insight that comes with 
consistent treatment by the same caregiver over 
time.” 

That’s a worry that Koman-Po-
dolak also had. “My doctor had me 
hold my hand up to the camera, make 
a fist, and rotate my fist so he could 
examine my joints. But I usually get 
a full physical exam of my shoulders, 
elbows, wrists, knees, ankles, hips, 
and back. It’s simply too much to 
accomplish in a telehealth visit.” 
And Michael Petrucelli, a New Jersey 
retiree who had his first telehealth 
visit with his regular doctor recently, 
says it was quick and to-the-point, 
which he enjoyed. But, he says, 
“I think it would be difficult for a 
medical professional to diagnose 
anything without meeting the patient 
in person.”

IDSA notes that a patient’s comfort level with 
their healthcare provider affects their health 
outcomes and quality of life. “The practice of 
medicine has a tradition of establishing a trust-
ing, therapeutic relationship with patients,” the 
IDSA statement says. “There can be a perception 
amongst inexperienced providers and patients that 

Published data and 
anecdotal evidence 
suggest that patients 
like telemedicine 
although as recently 
as last year, a survey 
found only 10% of 
patients nationwide 
had tried it. When 
they do, they give it 
high marks. 
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technology lacks intimacy.”
There are ways around the lack of in-person 

interaction. Brook Calton, MD, MHS; Nauzley 
Abedini, MD, MSc; and Michael Fratkin, MD, of 
University of California, San Francisco, and Reso-
lutionCare Network, offer some practical pointers 
on making the virtual visit more “lifelike.”8 
Based on their experiences, they advise clinicians 
to, among other things:
  Create “a therapeutic telemedicine environment,” 

with a quiet, private, well-lit space. When possible, 
choose a space with a professional, neutral, and 
uncluttered background. 

  Use a laptop or desktop computer if possible, to avoid 
the distracting—or even nauseating—sensations of 
a moving handheld smartphone. 

  Look at the camera to ensure good eye contact and 
foster rapport and trust.

  Reassure the patient that the conversation is private 
by showing them the room, and asking the patient 
to do the same.

  Pay close attention to subtle comments made by 
patients and caregivers and their body language.
The authors also suggest looking for “unique 

opportunities” to learn more about the patient via 
telemedicine. For instance, meet their pet virtually, 

or have them share family photo-
graphs. And, particularly relevant 
in the current pandemic, “A simple 
question early in the telemedicine 
visit like, ‘I know we are facing really 
scary, uncertain times right now. 
How are your spirits?’ can be effec-
tive.” Moreover, they add, clinicians 
can brainstorm what parts of the 
physical exam can be performed 
by video: “[I]t’s surprising to most 
clinicians how much is possible.” 

Patients could help drive the 
uptake of telehealth services. Pub-
lished data and anecdotal evidence 
suggest patients like telemedicine, 
although as recently as last year a 
survey found only 10% of patients 
nationwide had tried it.9  

When they do, they give it high 
marks for saving them time, travel, 
and close contact with the germs 

rife in public and healthcare areas. Koman-Po-
dolak’s rheumatologist visits mean a 3-hour round 
trip, for instance. She also says in-person visits are 
too dangerous right now; she feels “100% safer 
with a telehealth option.” 

Dan W., a veteran in rural Idaho who did not 
want to give his last name, has been using video 
appointments with his psychiatrist—who lives in 
Minnesota—for several years now. In fact, the VA 
telehealth program was started mainly as outreach 
to meet the needs of rural veterans, who make 
up more than half of the VA patient population. 
Dan considers the system a “tremendous service. 
I couldn’t be happier.” He’s not alone: In a 2016 
survey, VA telehealth scored high in veteran satis-
faction: 92% for clinical video telehealth and 88% 
for home telehealth.10

Now a Believer
Practitioners, too—even those who might have 
been anti-telehealth or on the fence—are acknowl-
edging the benefits, particularly now. Haider 
Warraich, a Boston cardiologist, for instance, 
was a skeptic at first. But now he hopes that one 
thing that comes out of the pandemic will be an 
increased reliance on telemedicine, “something that 
should have happened long ago.” In an opinion 
piece in the Los Angeles Times, Warraich says, 
“Physical exams are the bedrock of how doctors 
and nurses assess patients…. Physical contact, I’d 
always thought, was at the heart of how doctors 
and patients communicate.”11

His mind has been changed, though, not only 
by experiences with telemedicine, but by practi-
cality. “Hospitals have been notorious petri dishes 
for deadly bugs since long before COVID-19,” he 
notes, “and this pandemic has brought that risk 
into crystal-clear focus.”

Once tried, telehealth may change usual habits 
for the better. “When this pandemic has passed, 
I will probably keep a mix of in-person and tele-
health visits,” Koman-Podolak says. “I plan to use 
it for endocrinology, primary care, and emergency 
medical (that is, virus or flu), if needed. I don’t think 
I would rule anything out.” 

Anything that helps keep patients safer and 
gives practitioners a chance to stay in touch without 
actually being in touch is a good thing. Could be 
that telehealth is a silver lining to the dark cloud 
of the COVID-19 crisis. 

JAN DYER is a writer and editor specializing in clinical 
topics. She lives in Suffern, New York.
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COVID-19 has wrought 
changes in everything 

from routine care to 
triage. Between erratic 

supplies of personal 
protective equipment 
for practitioners and 

patients who don't want 
to risk their health, 

telemedicine is proving 
a boon. But provider 
reimbursement still 
remains a problem.
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Just-in-Time Fit Testing Allows for Rapid 
Response During Pandemics Like COVID-19
By Rebecca Leach, 
RN, BSN, MPH, CIC 

personal protective equipment

T he topic of appropriate personal protective 
equipment (PPE) is continuously in the media 
and trade articles thanks to the COVID-19 

pandemic. PPE supply and use is a daily topic for 
those who work in infection prevention and one 
of the main tools used to prevent the spread of 
infection in healthcare facilities. The use of N95 
respirators, and their equivalent, is currently a subset 
of the PPE focus that has many facilities scrambling 
to provide the best PPE available to staff and keep 
their stock in hand. 

Respiratory protection programs mandated by 
the Occupational Safety and Health Association 
(OSHA) include the process of training, providing 
medical clearance, and fi t testing for respirator use 
in healthcare facilities. These programs are often run 
by an occupational or employee health department 
in collaboration with safety, emergency manage-
ment, infection prevention, and human resources. 
Several requirements include ensuring that health 
care providers (HCP) know how to use respirators, 
how to don and doff appropriately, when to use 
the respirator, and how to maintain their PPE to 
maximize the lifespan of that respirator. 

Traditionally, these are accomplished via an 
annual fi t test through occupational health, which 
is done for HCPs who may have contact with infec-
tious agents that require airborne precautions (ie, 
tuberculosis, measles, chicken pox). 

Typically, the fi t testing depends on the annual 

anniversary of hire date, department-specifi c dates 
for testing, or some other pre-determined timeframe 
to have staff come through on a scheduled basis 
so as to not overwhelm the occupational health 
department. In a pandemic situation of a respiratory 
illness, when many staff members need to have 
quick access to appropriate respirators, the process 
for fi t testing has to change to a different model of 
operationalization.

Rapid Intervals
Just-in-time (JIT) fi t testing allows a healthcare orga-
nization to offer evaluation, training, and fi tting of 
HCPs during rapid intervals, as needed, based on 
specifi c patient care assignments. Many institutions 
have JIT fi t testing as part of their plans for pandemic 
infl uenza or Ebola preparations. In order to imple-
ment JIT programs, many key components need to 
be considered. Also, in March 2020, OSHA issued a 
temporary guidance that allows healthcare facilities 
to suspend annual fi t testing due to shortages, as 
long as staff have a prior fi t test with the same 
model respirator.1 This allows for JIT fi t testing to 
be accomplished for staff in a rapid pace needed 
to keep up with patient care needs.

Another way to better implement JIT fi t testing 
is to utilize qualitative test methods versus quantita-
tive. The more commonly used qualitative method 
involves the use of a sweet, saccharin solution 
sprayed into a hood while the HCP wears the respi- KH
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rator. If the HCP can taste the sweet solution, then 
essentially, they fail the fit test for that respirator. 

Quantitative fit testing involves modifying the 
respirator to allow access for a sampling port, there-
fore damaging the respirator so that it cannot be 
used after the fit test. Again, in recognition of PPE 
shortages (so glaringly revealed during the COVID-19 
pandemic), OSHA recommended using qualitative 
fit testing over quantitative to conserve respirators 
and making JIT more feasible. OSHA did so in the 
same March 2020 temporary guidance.

Occupational health programs historically control 
the fit testing process. However, in an emergency 
situation, occupational health would likely not have 
the capacity to offer JIT fit testing at all times for 
HCPs, therefore a cadre of staff need to be trained 
into the roles and assigned a schedule to have the 
service available 24/7. 

Occupational health departments can train staff, 
make sure they are certified to teach the process, 
thereby making a labor pool of fit testers available 
in the facility for the times and days needed. Often 
in pandemics—and, again, as we’ve seen recently 
with COVID-19—job roles need to be adjusted, so 
there may be staff from low work-load areas that 
comprise the JIT fit testing team. 

Having this resource staffed consistently meets 
the needs of HCPs and can reduce the anxiety about 
finding the appropriate size mask in a moment. 
Another method of training staff for fit testing that 
has been shown to be effective is through a video.2 
If occupational health is not available, or there are 
a large number of locations and staff that need 
training, having a video option for training with 
a competency would be a reasonable alternative. 

Info on Badges
Part of the JIT process needs to include a tracking 
mechanism for staff. Having a searchable database of 
all the sizes that staff have fitted would be a helpful 
tool. Along with a database that is kept by the JIT 
program staff, develop a way for staff to also track 
their own mask types and sizes that they can fit. This 
can be accomplished by having a sticker or badge 
accessory so that staff will always have it written on 
their badges and available whenever at the facility. 
During pandemic situations, the usual masks that an 
organization uses for annual fit testing and patient 
care may not be available, so new products will be 
brought in regularly as alternatives. Having a log of 
which sizes work for HCPs and also a document that 
shows comparable products that tend to be similar 
in size is helpful as well to decrease guessing and 

wasting masks that may not fit staff.  
Similarly, working with logistics support to review 

the options available for respirators, tracking usage 
and days on hand, projecting volumes, estimating 
how a surge of a certain percentage would impact 
supply, and reporting those data regularly creates a 
successful program. Other supplies needed for JIT 
include the hoods or test kit components and the 
saccharin or bitter testing solution. During pandem-
ics, these supplies can also be in high demand and 
integrating those into the tracking helps prevent 
any unforeseen delays in JIT testing. 

Part of the JIT process is to prioritize or delineate 
the HCPs who would need to use respirators. This 
can be accomplished by looking at 
job roles and departments that would 
interact with patients who require air-
borne precautions and tasks that are 
done by the various job roles. Cross 
training staff, such as having nurses 
perform phlebotomy or administer 
nebulizing treatments, can limit staff 
who need to interact with patients in 
airborne precautions when PPE are 
in demand. 

Make Adjustments
Also, adjust when some processes 
should be implemented. For instance, 
only have the room cleaned by house-
keeping after discharge. In addition, 
wait the allotted time for appropriate 
air exchanges in the room so that 
environmental services staff won’t need to don 
N95 respirators to perform their duties. Also, cohort 
patients and staff so that the JIT fit testing can be 
focused on that select group who will have the 
most need.

The use of JIT fit testing is essential to providing 
HCPs with the appropriate PPE during outbreaks, 
pandemics, and emergent respiratory illness disas-
ters. Part of the planning for emergency prepared-
ness can involve developing JIT guidelines and 
program guidance so that can be used in training 
and be available when the next outbreak occurs.  

REBECCA LEACH, RN, BSN, MPH, CIC, has been an 
infection preventionist since 2010, with a background in 
nursing and epidemiology. Leach, a regular contributor to 
Infection Control Today®, currently works at a healthcare 
system in Phoenix that includes 5 hospitals and more than 
100 outpatient treatment centers. 
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Just-in-time fit testing 
allows a healthcare 
organization to 
offer evaluation, 
training, and fitting 
of HCPs during rapid 
intervals, as needed, 
based on patient care 
assignments. Many 
organizations make 
JIT fit testing part of 
pandemic preparation.
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Under Pressure: Hospitals Race the Clock to 
Prepare Safe Spaces for COVID-19 Patients
By Jan Dyer

disinfection/sterile processing

D uring the Middle Ages, people tried to escape 
the plague by sequestering themselves—not 
an easy task (then or now). Dealing with 

infectious diseases still comes down to containing 
the spread. 

Modern hospitals have isolation down to a sci-
ence, literally. Nowadays, it means having a room or 
unit in which the infected air is rerouted, away from 
other patients and hospital staff. One way to do this 
is with a negative pressure room, in which a lower 
air pressure allows outside air into the room; any air 
that fl ows out of the room has to pass through a 
fi lter. By contrast, a positive pressure room maintains 
a higher pressure inside the treated area than that 
outside it. Clean fi ltered air is pumped in; if there’s 
a leak, the air is forced out of the room. Positive 
pressure rooms are usually used for patients with 
compromised immune systems; negative pressure 
rooms are common in infection control, to ensure 
infectious germs don’t spread via the heating, 
ventilation, and air conditioning (HVAC) system. 

A negative pressure room is particularly crucial 
when something like coronavirus disease 2019 
(COVID-19) strikes—this new virulent killer is too 
much of an unknown quantity to take even the 
smallest chances of it spreading. But the need for 

such rooms can put extreme stress on hospitals, 
which are not always ready to handle infl uxes of 
infected patients—let alone in the massive numbers 
of the COVID-19 pandemic. In New York, the current 
epicenter of the pandemic, total cases crested to 
75,000 in early April—and the peak hadn’t even 
been reached yet.

Not Equipped
In the case of a pandemic, says Nick Clements, 
PhD, an investigator at the University of Colorado, 
Boulder, hospitals should be prepared for at least a 
300% to 500% increase in ICU and isolation room 
capacity. But despite the increasing need for negative 
pressure rooms, Saskia Popescu, PhD, MPH, MA, 
CIC, and a member of Infection Control Today®’s 
Editorial Advisory Board, says most hospitals are not 
equipped to handle the high volumes of patients 
requiring them. Popescu, a hospital epidemiologist 
and infection preventionist, has researched the role 
of infection prevention in facilitating global health 
security efforts. 

“Hospital ventilation systems are designed and 
engineered to handle a handful of these rooms per 
unit,” she wrote in a 2017 article, “and so response 
plans often include moving these patients to desig-
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Airborne Infection Isolation Rooms
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nated areas like gymnasiums or tented-care areas 
built in parking lots.” 

Most hospitals, small and large, have some form 
of negative pressure space. But a pandemic with a 
fast-spreading mystery virus has meant many facil-
ities are having to come up—quickly—with more 
places to keep the COVID patients safely isolated. 
Some, like Humber River Hospital, in Toronto, 
built in 2015 with “SARS foremost in our mind,” 
according to president and CEO Barbara Collins, are 
purpose-built to be “pandemic safe.” Her hospital is 
capable of isolating entire departments under nega-
tive pressure. Moreover, the ambulance bay and an 
adjoining “hazmat room” are tailored for “seamless 
transformation” into a pandemic-ready area. 

In an interview with WCMH-TV, Jo Henman, 
director of infection prevention at OhioHealth, 
in Columbus, said her facility has 85 inpatient 
negative-pressure rooms and, thanks to portable 
high-efficiency particulate air (HEPA) filters, the 
ability to create more if needed.

At Westchester Medical Center, an 895-bed 
regional system in the New York metropolitan 
catchment area, every ICU is negative pressure, and 
can swap out as needed (except with oncology and 
other high-risk patients, of course). Minnesota-based 
Alomere Health, which estimates its surge volume 
at 20 COVID-19 patients at full capacity, plans to 
use its negative pressure medical/surgical rooms if 
the ICUs overflow. 

The 1500-bed Cleveland Clinic has converted 
a 4-story health education building into a surge 
hospital, with 327 beds for low-acuity patients 
who don’t need ventilators and accommodating 
up to 1000 hospital beds if needed. California 
spent $30 million to lease short-term space. In late 
March, Detroit and Chicago were both planning to 
turn convention centers into temporary COVID-19 
hospitals.

Or, a hospital might, like Brigham & Women’s 
Faulkner Hospital in Boston, just decide to do a 
large-scale conversion—in double-quick time. 
Faulkner rapidly transformed 2 negative pressure 
wards for COVID-19 patients. The initial plan went 
from concept to development within just a few days, 
with a project that included converting the existing 
HVAC systems to 100% outside air to eliminate the 
risk of recirculated air, revising the system controls 
by rewriting its code, and rebalancing the air dis-
tribution components.

Crunch Time
Older hospitals, or those with budgets that won’t 

support major conversions, can still prepare quickly. 
The American Society for Health Care Engineers says 
standard patient rooms can be retrofitted as negative 
pressure isolation rooms. The American Society of 
Heating, Refrigerating and Air-Conditioning Engi-
neers’ standard allows for using recirculated room 
air, provided the air first passes through a HEPA 
filter. This can be accomplished with a recirculating 
HEPA filter unit, the association says. 

In a real time-crunch, a temporary isolation area 
can be set up surprisingly fast. Investigators from 
University of Colorado, Boulder and the VA’s National 
Center for Occupational Health and Infection Control 
got a temporary 30-bed negative pressure ward up 
and running in less than an hour. 

They tested it in a fully functioning hospital in 
the San Francisco Bay Area. The existing ward had 
its own dedicated air-handling unit, dedicated 
bathroom exhaust system, a separate dedicated 
exhaust system for return registers in the isolation 
rooms, and a firewall separating the ward from the 
rest of the hospital. 

The research team used 2 heat-
ing, ventilation, air conditioning 
HEPA-filtered negative-air machines 
to establish the pressure. Performing 
pressure measurements at 22 loca-
tions, they found they maintained 
negative pressure that was actually 
higher than recommendations by 
the US Centers for Disease Control 
and Prevention (CDC), and there was 
no pressure reversal when medical 
staff entered or exited. They did find 
that some rooms became neutrally 
or slightly positively pressured, so 
they advise staff to use personal 
protective equipment at all times.

The infection prevention and con-
trol team “was heavily involved and 
present at every meeting,” hospital 
administration was very supportive, and the nursing 
staff was especially interested and engaged, Shelly 
Miller, PhD, the team leader, says.

And the research team proved that it could all 
be done in approximately 40 minutes—including 
installation and troubleshooting of the anteroom. 
“We wanted to get it up fast, it was duct tape and 
plastic,” says Miller.

Their solution could be lifesaving for smaller or 
rural hospitals. Miller points out that according to 
the Institute of Medicine’s report on medical surge 
capacity, the cost of pandemic preparedness is 

A negative  
pressure room is  
particularly crucial  
when something  
like COVID-19  
strikes. This new  
virulent killer is  
too much of an  
unknown quantity  
to take even the  
smallest chances  
of it speading. 
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important to consider—tents, temporary housing 
materials, disaster response trailers, and HEPA-fi l-
tered negative-air machines are expensive. In their 
study, choices such as plastic sheeting with zippered 
openings helped lower costs.

A portable anteroom can be 
used as an extra layer of protection 
between the isolation space and 
the rest of the hospital. A positively 
pressured anteroom, for instance, 
lets staff don PPE in a protected envi-
ronment. A drawback is that because 
the anteroom is less pressurized than 
the isolation room, there’s a risk of 
infectious particles carrying from the 
movements of healthcare workers 
into the patient’s room.  

Further, because the pressure in 
these specialized rooms has to be 
so carefully nuanced, maintenance 
is important. Citing a 2001 long-
term assessment of isolation room 

performance, Nick Clements notes that isolation 
room operating conditions may “shift away from 
optimal” for a variety of reasons, and operating 
conditions are “somewhat temporally variable.” A 
loose air handling unit fan-belt or accidental changes 
made during maintenance could, he says, result in 
“sharp changes” in the room pressure.

There are few studies as yet testing the effec-
tiveness of establishing temporary isolation wards 
during a surge, cautions Clements, who was on the 
team that established the Bay Area temporary ward. 
Before including a temporary isolation ward in a 
hospital surge capacity plan, he advises conducting 
a (successful) full-scale demonstration to uncover 
any logistical and engineering issues.

Lessons From China
Caring for patients in negative pressure rooms can 
amplify the usual constraints and stresses for staff. 
Guangdong Second Provincial General Hospital, 
in China, came up with a way to help lessen some 
of the stress. 

By February 2020, the hospital had admitted 

more than 30 confi rmed cases of COVID-19 and 
more than 200 suspected cases. It’s not uncommon, 
clinicians from the hospital report in The Lancet, 
that medical personnel in negative pressure wards 
are not fully aware of their exposure while caring 
for patients. So, the hospital set up an innovative 
infection-control system called the observing sys-
tem. Cameras cover the entire ward except for the 
privacy area. Infection control observers, who are 
appointed by the hospital’s Department of Infec-
tion Control and Nursing and undergo intensive 
training to become familiar with the requirements 
for infection control in the negative pressure wards, 
monitor the wards via computers. 

Their responsibilities include maintaining the nor-
mal operation of the isolation wards, supervising the 
implementation of disinfection, ensuring a suffi cient 
supply of protective materials, arranging specimens 
for inspection and—not least—they “relieve anxiety 
of the medical personnel while treating patients.” 

They also watch to make sure healthcare pro-
viders don’t omit or overlook steps in putting on 
or taking off PPE. In one case a patient’s zipper 
unexpectedly ripped a nurse’s glove. Discovering 
the situation, the observer “immediately soothed 
the nurse and sent another staff member into the 
ward to assist,” assessed the risk for the nurse, and 
arranged a quarantine room to ensure full safety 
before the nurse returned to the ward.

The frontline medical staff highly recommend 
the new system, the authors say. 

Whether caring for a few or thousands of infec-
tious patients, healthcare facilities must be both 
proactive and fl exible. Most recently, Miller and her 
team have been conducting another pop-up test, 
this one in a nursing home, depressurizing an entire 
wing. Given that nursing homes have all along been 
hotspots of COVID-19, fast, secure response is key. 
Until we know more about this deadly intruder, 
protection is the strongest weapon. 

JAN DYER is a writer and editor specializing in clinical 
topics. She lives in Suffern, New York.
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air, provided the air 
fi rst passes through 

a HEPA fi lter. 
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To our heroes treating patients on the front 
lines, and to those working fearlessly behind 
the scenes to protect patients and their 
caregivers. 

Thank you.

We Salute 
Our HEROES
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COVID-19 Reveals Fatal Infection Prevention 
Flaws at Long-Term Care Facilities
By Linda Spaulding, RN, 
BC, CIC, CHEC, CHOP 

long-term care facilities

I was recently asked whether I think coronavirus 
disease 2019 (COVID-19) will change regulations 
within long-term care facilities (LTCFs). I decided 

I wanted to look at it from the perspective of 
what went wrong in the utilization of current US 
Centers for Medicare and Medicaid Services (CMS) 
regulations. The current regulations are written 
in a way where, on paper, the regulations are 
easy to survey, but what is missing is the ability 
to ensure LTCFs have a strong infrastructure that 
supports infection prevention and control success 
in the LTC arena. 

First, I decided to see what is happening across 
the United States related to outbreaks of COVID-
19 in the nursing homes. I have been working as 
an infection prevention and control consultant for 
LTCFs and other healthcare arenas since 1992. I 
would have predicted that LTCFs would be on the 
losing end of COVID-19 if someone did not step 
in early to educate and assist these facilities. LTCFs 
could not handle this type of a communicable 
disease on their own.

Some may not have believed COVID-19 was a 
big deal and they could handle it like they do influ-
enza. Others may have not wanted an outsider to 
suggest they do something different from how they 
always do things. Some people don’t like change 
and may not have been able to wrap their head 
around the extreme changes they would have to 
make to deal with this type of a pandemic. 

Not Proactive Enough
Recent publications are reporting the elderly are 
more likely to experience severe complications 
stemming from COVID-19 infection. We have 
known this from the beginning of the pandemic, 
but it does not appear that anyone was proactive 
enough when it came to concentrating on how 
LTCFs could deal with an outbreak. Did they have 
enough staff? Did anyone reach out to assess 
LTCFs needs related to staffing, personal protective 
equipment (PPE), or disinfectants? Many outbreaks 
were happening in LTCFs before anyone was paying 
attention to them. Why?

According to the National Center for Health 
Statistics there are more than 1.3 million residents 
in nursing homes; 811,500 residents living in res-
idential care communities such as assisted living 
and intermediate care facilities and an estimated 
1.5 million individuals are employed in these 
facilities.1 CMS released guidelines to reduce the 
effect of COVID-19 on these types of facilities. 
This guidance included visitor restrictions, infection 
control guidelines, and designating separate areas 
for those who were diagnosed with COVID-19.  

But it fell short of the federal requirements to 
report COVID-19 outbreaks. Only during the week 
of April 19 did information start being released to 
the general public regarding how nursing homes 
have been affected by COVID-19. 

USA Today reports at least 2300 nursing homes IN
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have reported cases of COVID-19. The 
impact on nursing homes is far greater 
than what is being reported by the federal 
government. USA Today2 reports that 37 
of the 50 states have reported cases of 
COVID-19 and more than 3000 deaths 
among long-term care residents. It has 
been reported that neither the US Centers 
for Disease Control and Prevention (CDC) 
nor CMS were tracking the number of 
US nursing homes with COVID-19 cases. 
The case fatality rates are also not being 
tracked. Reports have shown when states 
such as Florida were asked for data they 
did not respond. Florida is known for its 
high number of elderly residents, as well 
as millions of seasonal visitors during the 
winter months. These millions of visitors 
typically return to their home states in 
April. If they have become colonized or are 
sick with COVID-19, they will take it back 
to their home states and more outbreaks 
will continue. Thirteen states could only 
provide partial data and could not differ-
entiate residents infected or staff infected. 

Even during non-pandemic times, 
many nursing homes across the country 
have received infection control citations. 

Communicate
Healthcare workers in LTCFs deserve 
to have honest communications from 
their administrators so they can also 
protect themselves and their families. 
Like acute care facilities, LTCFs need help 
obtaining PPE. Many LTCFs and assisted 
living facilities are privately owned. Is this 
the reason reporting is lacking with this 
group of LTCFs? 

On April 19, 2020, 4 months after the 
pandemic began, CMS released guidance 
requiring nursing homes to report cases 
of COVID-19 to the CDC. The death rates 

that have been reported as of April 23, 
2020: More than 10,000 residents and 
staff died because of COVID-19. Yet very 
few states are being proactive in testing 
all residents and staff in these facilities. 
Many hospitals haven’t had access to 
testing. How would LTCFs get access 
without states stepping in and providing 
the support?

Current CMS Infection 
Prevention And Control 
Regulations For Long-Term 
Care Facilities
CMS requires that all LTCFs must follow 
accepted national standards. The infec-
tion prevention and control program (IPC) 
shall include at a minimum:
  A system for preventing, identifying, 

reporting, investigating, and controlling 
infections and communicable diseases for 
all residents, staff, volunteers, visitors, 
and other individuals providing services 
under a contractual arrangement.

  Written standards, policies, and proce-
dures for the IPCP, including but not lim-
ited to a system of surveillance designed 
to identify possible communicable disease 
or infection before it can spread to other 
persons in the facility; reporting require-
ments for possible incidents of communi-
cable disease or infection; standard and 
transmission-based precautions to be 
followed to prevent spread of infection; 
circumstances in which generally, isola-
tion should be used for a resident; the 
circumstances under which the facility 
must prohibit employees with a commu-
nicable disease or infected skin lesions 
from direct contact with residents or their 
food, if the contact is likely to transmit the 
disease; and the hand hygiene procedures 
to be followed by all staff as indicated by 

accepted professional practice. 
  Require that the facility designate an 

Infection Prevention and Control Officer 
(IPCO) who is responsible for the IPCP and 
who has received specialized training in 
infection prevention and control.
The above is just the section of the 

CMS regulations that should have been 
used during the COVID-19 pandemic. 
Many LTCFs have interpreted the require-
ment for them to have an IPCO, as this 
person must be a permanent hire and it 
excludes them from relying on an expe-
rienced infection prevention consultant 
who can provide mentoring, training and 
advice to an inexperienced IPCO. 

The requirement for IPCO training 
was basic training related to infection 
prevention, but it was lacking any mea-
sures for determining competence of the 
IPCO. The area lacking in LTCF regulations 
is the issue of the inexperience of the 
facilities’ IPCO related to understanding 
how to identify infection issues. 

Some facilities lack administrative sup-
port for a good understanding of what 
to do when infection prevention issues 
arise yet if asked, they will state they know 
everything about infection prevention and 
do not need help, lacking the insight that 
infection prevention is more involved than 
just the basic knowledge of washing your 
hands and putting PPE on.   

Employee Experience
Sick-call policies in many healthcare arenas 
are based on disciplining employees who 
call off sick requiring a physician note to 
return to work. Many times, employees 
can obtain a physician note to return to 
work before they are cleared of a commu-
nicable infection. In some cases healthcare 
settings as well as LTCFs have let staff work 

Incomplete Snapshot of COVID-19 Toll at LTCFs 
Number of States 
reporting

LTCFs with 
known cases

Cases in 
LTCFs

Deaths in 
LTCFs

LTCF as share 
of total state 
cases

LTCF deaths as 
a share of total 
state deaths

36 Reporting 
15 Not Reporting

4,069  
(32 States)

50,775  
(29 States)

10,378  
(23 states)

11%  
(29 states)

27%  
(23 states)

Kff.org Due to COVID-19 in Long-Term Care Facilities published April 23,2020
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with respiratory tract infections because 
of limited staff or an inability to pay 
overtime. This practice has been linked to 
flu outbreaks every year. It’s unfortunate 
that this time it was not the flu, but in the 
case of COVID-19 which, if practices are 
reviewed when the pandemic is under 
control, some of these LTCF outbreaks 
were due to letting employees work sick 
because of poor staffing. Also in play 
was the inexperience of the facilities’ 
IPCO to be able to identify an outbreak 
of COVID-19 or because of lack of testing 
of healthcare workers (HCWs) who were 
asymptomatic carriers.

Many IPCOs are assigned multiple 
tasks such as wound care, director of 
nursing, unit charge nurse, or unit super-
visor, which can interfere with performing 
proper infection prevention and control. 
Many facilities cannot get physicians to 
see residents in LTCFs because they do 
not get reimbursed enough to make 
it worth their time. Pay in some LTCFs 
is also exceptionally low and does not 
match the quality of nursing care seen 
in acute care facilities. 

Online Training
Many healthcare facilities, not only 
LTCFs, have turned to online training for 
staff and then designate the employee 
as competent to do their job. Online 
training does not prove competency; 
it provides training. The survey process 
does not look at competency of staff, 
it looks to ensure all employees have 
completed their annual training require-
ments for infection prevention. There is 
no measurement of competency. Many 
employees in LTCFs are task-orientated 
individuals who work extremely hard 
and long hours and will do as they are 
instructed. If the person instructing 
them does not identify when there is an 
outbreak of any disease, whether flu or 
COVID-19, and provide clear instructions 
with follow-up with those employees that 
what was being requested was actually 
done, there will continue to be breaks in 
infection prevention practices.

Many CMS surveyors have basic train-
ing in infection prevention but they also 

have limited experience doing infection 
prevention and it is easy to miss where 
infection prevention breaks are that 
enable facilities to identify when they have 
a problem before it gets to be a big issue.  

As for the COVID-19 pandemic and 
what is happening in LTCFs—many were 
destined to fail at infection prevention. 
Because much of the focus was on 
hospitals in need of PPE and ventilators, 
no one was checking in on LTCFs and 
determining what their needs were. Many 
LTCF staff did not show up for work. 
LTCFs that did try to get disinfectants 
and PPE were last on the list because 
acute care took priority. 

Many LTCFs work with one vendor to 
obtain their PPE and facility disinfectants. 
If their vendor does not have what they 
need or decides to sell to acute care first 
because they can sell to acute care at a 
higher rate, then LTCFs lose out. Many 
do not know what other companies they 
can buy supplies from.

Way Forward
So where do we go from here to make sure 
LTCFs are set up for success in the future? 
I believe there needs to be a thorough 
assessment of all LTCFs in each state after 
this pandemic to identify answers to many 
questions and identify what is needed to 
set them up for success. COVID-19 is our 
influenza pandemic of 1918. What haven’t 
we learned and what do we need to do 
now to be ready the next time there is a 
pandemic? How are we going to deal with 
the next round of COVID-19?

My suggestion is each state needs to 
retrieve data from all LTCFs:
  When did the facility go into lockdown?
  When did the facility start putting in 

orders for more PPE and disinfectants?
  Who and how many vendors did they 

contract with?
  What education was given to the 

employees and when did that educa-
tion happen? Reviewing exactly what 
education information was provided.

  When did staff start wearing masks?
  How often were masks changed?

  What was the first date that an 
employee or resident became sick?

  What was the first date that the facil-
ity considered they had a problem 
with COVID?

  When did the facility reach out for help?  
  Who did they ask help from?
  What response did they get when 

they asked for help or reported illness 
within their facility?

  How many staff did not come to work 
because of fear?

  Did the facility have access to a phy-
sician or physicians coming into the 
facility to help manage and prepare 
for COVID-19?

  Did the facility reach out to the local 
hospitals?

  Did anyone reach out to LTCF and if 
so, what happen?

  Did they reach out to anyone to ask 
to transfer their residents and were 
refused?

  When did they notify their local 
department of health to ask for help 
with sick residents or to obtain PPE 
and disinfectants?

  Did they reach out to the local emer-
gency preparedness agency?

  Do they qualify for federal or state 
help if they are privately owned?

The answers to these questions and 
many more could help build stronger 
infection prevention programs within 
LTCFs as well as trouble shoot problem 
areas not identified before the pandemic, 
so they are set up for success. 

Is the elderly in the US seen as an 
important part of the community or are 
they vulnerable because they are ignored 
and left to die during a pandemic? 

Let us prepare LTCFs for success, but 
owners of these facilities must want 
to participate, put up the money, and 
provide protection for residents and 
employees. 

LINDA SPAULDING, RN, CIC, BC, CHEC, CHOP, 
is an infection prevention consultant and founder 
of InCo and Associates International, Inc.

REFERENCES AVAILABLE AT  
INFECTIONCONTROLTODAY.COM
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L isa Brosseau, ScD, is a nationally 
recognized expert on infectious 
diseases. Brosseau taught for 

many years at the University of Illinois 
at Chicago. She may be retired from 
the university, but she’s not retired from 
teaching. She recently cowrote an opin-
ion piece1 that drew a lot of notice: In it 
Brosseau argues that cloth masks offer no 
protection from COVID-19. As one might 
imagine, it drew a lot of attention and 
caused a fair amount of controversy. She 
recently sat down with Infection Control 
Today® to talk about her strong feelings 
about cloth masks and that data she used 
to reach her conclusions.

Infection Control Today®: What made 
you decide to write the piece?
Lisa Brosseau: The article started out with 
the goal of trying to look at the literature 
related to cloth masks in healthcare. And 
then it got expanded way beyond that 
to cloth masks and surgical 

FI
ZK

ES
@

ST
O

CK
.A

DO
BE

.C
O

M

Q&A: Lisa Brosseau, ScD
Cloth Masks Are Useless Against COVID-19

personal protective equipment

masks and respirators for healthcare and 
for the community. It was much more 
comprehensive than I expected it to be. 
Took me a little longer to write but at 
the end of the day, I was looking at cloth 
masks and surgical masks and respirators 
from several points of view. First of all, for 
healthcare and community, but also do they 
work as source control? Or do they work as 
personal protective equipment? Or both? 
And at the end of the day, cloth masks in 
my opinion don’t work in any form. They 
aren’t very good at source control, except 
for maybe very large particles. And they 
should not be used in healthcare settings 
for a number of reasons. Surgical masks, 
I decided, based on the literature, might 
have a role as source control for people 
who have symptoms. Say if they’re staying 
home and they have some symptoms. They 
shouldn’t be something you’d wear if you 
have symptoms going out into the public 

because you shouldn’t be going out into 
the public service. But it’s a good option for 
patients to wear in healthcare settings...to 
diminish the viral load. Basically, decrease 
the amount of particles, infectious particles 
in the air in a healthcare setting. So, at the 
end of the day, the only thing that provides 
personal protection for the person wearing 
the mask is a respirator. And that is the thing 
that healthcare workers should be wearing. 
Particularly if we’re worried about the small 
aerosols, small particles that people will 
generate when they’re infectious. And in 
fact, people generate particles, whether 
they’re infectious or not. But particularly 
when they’re infected and infectious, that 
will be present in the vicinity of a patient. 
The best protection in that case is for the 
healthcare worker to wear a respirator. 
And I’ve got asked a little bit to think about 
respirators for the community. You know, 
if we had a lot of respirators, that might 
be a good idea, but we don’t have very 
many of them. And so, for the purposes of 
saving those respirators for the people who 
really need them, I recommended that the 
public not be wearing respirators and not 
be buying respirators.

ICT®: You did a deep dive into the 
literature. I saw you had many, many 
references. So, the mystery to me is 
why did the CDC say to people go out 
and wear cloth masks if you want to? 
Brosseau: What’s interesting to me is if 
you look at the references that were listed 
on under their recommendation, none of 
them have anything to do with masks or the 
performance of masks or the performance 
of their fi lters or any of that. They’re all 
references related to pre-symptomatic or 
asymptomatic transmission. I didn’t get 
the message there entirely, but I was glad 
to see that they recognized that asymp-
tomatic and pre-symptomatic transmission 
are happening. My message would have 
been if those were the references I was 
looking at, is maybe we should actually be 
encouraging people to stay home more. My 
biggest problem with telling people they can 
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wear masks is it gives you this false sense of 
security. And it might even encourage you to 
think that now you’re protected and you’re 
protecting people around you. My husband 
and I try to take a walk every afternoon, just 
to get out, get a little bit of fresh air and 
exercise. And I’m seeing more and more 
people now wearing cloth masks on the 
streets. And I don’t go to stores anymore, 
but my understanding is they’re wearing 
them there as well. I don’t have a problem 
with people wearing them. I just want them 
to understand that they aren’t very much 
more protective than if they weren’t wearing 
them. And they’re really not doing a whole 
lot of good for the people around them. So, 
we should continue to do social distancing 
as much as we possibly can. I have places 
that are saying that you actually have to wear 
them. I just think it’s not recognizing that 
the mode of transmission for this organism 
is likely small aerosols. It shouldn’t make you 
feel that you’re not generating small particles 
because you still are. And since we none 
of us know if we’re infected or infectious, 
many of us probably are and aren’t going 
to have symptoms because we know that 
that’s the case for at least some fraction of 
the population that we’re putting everyone 
around us at risk. And especially the people I 
most care about are the workers. Our essen-
tial workers are really key to our success in 
fl attening the curve. And they’re the ones 
who make it possible for us to stay home and 
be isolated those of us who are privileged 
enough to have that opportunity. But we go 
out and think that we are doing something 
good for the public and the workers, and 
we’re actually not. I think we put them at 
more risk. So, I don’t understand the CDC’s 
recommendations for this. My guess is 
that there’s a lot of political pressure. And 
no government agency is entirely immune 
from political pressure. There’s pressure to 
open, right? There’s pressure to restart the 
economy. I understand that entirely. And so 
I think the feeling was, probably if we give 
everybody a mask, we can just reopen and 
everything’s going to be fi ne. I think we’re 
going to be shocked to fi nd that that’s not 
going to work. And I mean, I won’t be 
shocked, but there will be lots of people 
who will be shocked. And in fact, I read an 

To see a video of this interview go to InfectionControlToday.com

article recently about a funeral. A number 
of people who attended the funeral. They 
were all wearing masks. They were taking 
photos next to each other. They were talking 
and a number of people got infected.

ICT®: Have you gotten much feedback 
from healthcare workers or health-
care experts themselves? 
Brosseau: Oh, yeah. There are a number 
who don’t agree, but there are a lot of 
people who didn’t agree with my fi rst article 
about aerosol transmission either. I’m sort 
of used to it. The important thing is to say, 
here’s what the science tells us. My conver-
sations with people these days, I often point 
out that what we’re seeing is a lot of magical 
thinking. A lot of wishful thinking. Cloth 
masks are wishful thinking. And people 
saying, well, they worked in Asia. There’s no 
evidence that they worked in Asia. In fact, 
it’s very clear that the healthcare workers in 
China, they may have been wearing cloth 
masks to start with, but when you look at 
pictures of what they were wearing later, 
they were wearing respirators. They were 
wearing full face gear and body gear and 
gloves. It was clear that even surgical masks 
weren’t working in healthcare settings or 
controlling COVID-19. I don’t understand it. 
The Asian countries wear masks for societal 
and cultural reasons, not because they 
actually think they’re protecting. I’m not an 
expert in epidemiology. So, I will leave the 
modeling to those who know more about 
how this is going to work, but I do know 
my history. And if you read about the 1918 
infl uenza and the pandemic, it took almost 
two years for that to be completely done 

with. They did a lot of similar things. They 
closed down. They opened again. Then 
they had to close down and then they had 
to open again. Now, granted, they didn’t 
have a lot of what we have today. But in 
some ways, we’re not all that different 
from 1918. We don’t have any testing. 
We don’t have any contact tracing. They 
didn’t either. They didn’t even really know 
about that. They didn’t know much about 
viruses. So, we have huge amounts of 
scientifi c information. But we have almost 
no infrastructure anymore in public health. 
Without our infrastructure in public health 
and our resources to do contact tracing and 
testing…. And testing, I mean with tests 
that really work that are both highly specifi c 
and highly sensitive. And we don’t have 
any of those yet. In many ways we’re being 
forced to make many of the same decisions 
that were made during the 1918 infl uenza 
pandemic. And the results are going to be 
similar. I know infection preventionists are 
often pulled in two directions. One is they 
have to worry about patients. The other is 
they have to worry about workers. 

ICT®: Any fi nal words about cloth 
masks?
Brosseau: I would really strongly encour-
age hospitals to stop asking people to send 
them cloth masks and instead asked for 
respirators. I don’t necessarily discourage 
the public from wearing them if it makes 
them feel comfortable, but I hope they don’t 
think that they’re protecting themselves.

REFERENCES AVAILABLE AT 
INFECTIONCONTROLTODAY.COM
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Signs of the Times 
Warn About COVID-19 Risks
In a busy hospital—especially in the midst of a world-shaking 
pandemic—it’s easy for healthcare workers to become so 
engrossed in their work that they might forget to do the 
little things that can keep them safe. That’s probably even 
more so the case for hospital patients and visitors. To address 
those concerns, Healthmark Industries Company, Inc., created 
signs that can be displayed throughout hospitals and other 
healthcare facilities. They’re designed to catch the attention 
of everybody in the facility. 

“There are a variety of designs for specific purposes, 
from labeling an area that is in quarantine, to a reminder to 
practice safe social distancing, to instructing personnel to don 
the proper PPE,” the company says in a press release. “Our 
COVID-19 Floor Signs have high visibility, can handle heavy 
foot traffic, but are semi-adhesive for convenient removal.”

The company released COVID-19 wall signs, as well. 
Hallmark can also custom design signs to meet the specific 
needs of different facilities. “Healthmark Industries mission is 
to continue to innovate, continue to support and continue to 
serve the healthcare provider industry and support services 
that make it possible to deliver quality healthcare,” the 
company says in the press release.

www.hmark.com

STAL Shield Seeks to Prevent Preventable HAIs
Years of field experience led to the invention of the STAL Shield & Stand, which the 
company that makes the device—Proadaptive Medical Innovations LTD—says will stop 
hospital-acquired infections (HAIs) before they become a problem. The device “provides 
un-rivaled performance and cost effectiveness with a positive change to the struggle 
against the global threat of anti-microbial resistant pathogenesis,” the company says in a 
press release. It says that while nobody was ever taught that it was acceptable practice to 
continue to use a Yankauer that’s been on the floor, unfortunately it happens hundreds of 
times a day in healthcare settings; in pre-hospital as well as emergency department care. 

“I & D’s that spurt across the room, Foley catheter irrigations that contaminate a hundred 
square feet of a treatment room, wound irrigations that splash the walls, ceilings, staff, 
and more,” the company says. “All these events the STAL Shield blocks at source with 
no interference to the procedures. The STAL Shield is all about hazard prevention, your 
protection and the reduction of all costs downstream of Aerosol Generating Procedures 
monetary and health related.”

www.prodaptivemedical.com/stal-shield/

Disinfection 
Cabinet Might 
Work on N95s 
N95 respirators have 
been in dangerously 
short supply during the 
COVID-19 pandemic. 
The ElectroClave UV-C 
disinfection cabinet might 
be one of the ways to 

address that problem. Skytron LLC, the maker of ElectroClave, 
says that the machine can possibly be used to disinfect the surface 
of N95 face masks. In a press release, the company addresses the 
concern that UV-C light might degrade the masks’ filtration medium. 
But Skytron says that the “LEDs utilized by the ElectroClave have a 
significant advantage over the more ubiquitous mercury vapor bulbs 
from a material degradation standpoint. Traditional mercury vapor 
UV-C bulbs emit over a very broad spectrum. Material degradation 
primarily occurs above 280nm and below 254nm, both of which are 
within the broad spectrum emitted by mercury vapor bulbs utilized 
by UV robots and many other UV disinfection cabinets.”

In comparison, the LEDs utilized in the ElectroClave emit in the 
very narrow range of 265-275nm. It’s a range that can kill microbes 
without causing meaningful material degradation.

“The ElectroClave’s cycle times are adjustable by the user, and the 
dosage for the most common cycle time, 60 seconds, is approximately 
3.09 mJ/cm2–or 0.003 J/cm2,” the company states. “Such a dosage 
is more than enough to deactivate/kill microbes at the surface of an 
object. This is part of a larger body of evidence that demonstrates 
how UV-C LED technology can be superior to low-pressure mercury 
lamp technology where space constrictions are present.”

www.skytron.com
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Infection risks are everywhere.
So are we.

Sani-Cloth® Prime Wipes, Sani-Prime® Spray, Sani-24®

Spray, Sani-HyPerCide™ Spray, Super Sani-Cloth® Wipes,
Sani-Cloth® Bleach Wipes, and Sani-Cloth® AF3 Wipes 
are on EPA's List N1 for the emerging viral pathogen 
claim and are recommended by the CDC for surface 
disinfection to help prevent the spread of COVID-19.

For more info go to pdihc.com/tracking-2019-novel-coronavirus-2019-ncov/

Innovation against infection.

BE THE DIFFERENCE®

1 https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
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