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Ever since its emergence, COVID-19 has posed a serious threat to members of the population who are older
and have underlying health conditions, with those residing in Long-Term Care Facilities being particularly
susceptible. The purpose of this study was to explore initiatives implemented by Long-Term Care Facilities
which had lower COVID-19 transmission compared to their regional counterparts. Of the facilities interviewed, the majority implemented a routine testing schedule for residents utilizing both PCR and Rapid Antigen nasal tests, while also separately housing residents who may be at an increased risk. The results of this
study could serve as a guidance for other facilities.
© 2022 Association for Professionals in Infection Control and Epidemiology, Inc. Published by Elsevier Inc. All
rights reserved.

While the COVID-19 pandemic has posed a health risk to
everyone, multiple studies have shown that older individuals and
those with underlying health conditions are at a greater risk of developing a severe illness.1−4 Most residents in Long Term Care Facilities
(LTCFs) are older and have underlying conditions, making them
among the most susceptible to severe COVID-19 illness.5,6 However,
interventions such as routine testing and resident cohorting has been
proposed as an effective way to mitigate adverse outcomes from
COVID-19. This study examined LTCFs which had lower COVID-19
transmission compared to their regional counterparts in the eleven
counties constituting the South Carolina Lowcountry region and
focused on transmission of COVID-19 infections that occurred in
2020. The primary purpose of this study was to identify measures
taken by LTCFs which may have resulted in a lower transmission rate
of COVID-19 among their residents and staff.
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METHODS
This qualitative study was based on semi-structured interviews
with representatives from LTCFs located in the Lowcountry region of
South Carolina. To conduct this study, the researchers partnered with
the regional Lowcountry South Carolina Department of Health and
Environmental Control’s (SCDHEC) Infection Prevention and Control
(IPC) Team. A list of LTCFs within the Lowcountry region of South Carolina was obtained and utilized as a starting point for data collection.
Information regarding the number and trend of COVID-19 infections
that occurred among residents and staff between March 6, 2020, and
December 31, 2020, was then examined for each LTCF. These dates
where chosen as they represent the ﬁrst identiﬁed case in South
Carolina and the end of the 2020 year, which was prior to the
widespread availability of the COVID-19 vaccine.
Each facility’s resident attack proportion was assessed by comparing the facility’s Infection Control Assessment and Response questionnaire to recorded lists of residents conﬁrmed positives (line lists).
The Infection Control Assessment and Response was used to document the number of residents within a facility, while the line list was
used to evaluate the number of cases within a facility. The resident
attack proportion was recalculated monthly until the conclusion of
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Fig 1. Facility testing policies coding tree.

the 2020 year. Facilities were invited to participate in the study if
they had a proportion of residents who tested positive at or below
25%, with a buffer of 5%, totaling 30%. A buffer was included to
account for any resident proportion ﬂuctuation that may have
occurred due to new resident admissions/discharges, as well as
ensuring all selected facilities exhibited a resident attack proportion
below the lowcountry LTCF average of 32%. Based on the inclusion
criterion, a total of 16 facilities out of the 37 identiﬁed were contacted, and 12 of the 16 agreed to participate in the study, while the
other 4 declined to participate or did not respond when contacted.
A point of contact was identiﬁed by the SCDHEC ICP team in each
facility, and an introductory meeting was scheduled between the
facility contact, the ICP team member, and the researcher assigned to
the facility. Facility representatives who agreed to participate were
given an interview date and asked to complete an informed consent
form. During the telephone interview, a modiﬁed version of the
SCDHEC “Infection Control Assessment During COVID-19 Outbreak”
questionnaire was utilized to collect information regarding each
facility’s implemented initiatives. To enhance the validity of our
study, more than 1 member of the research team listened to or
participated in several of the interviews.
Once the interviews were completed, the responses were summarized and recorded in 7 categories − COVID unit characteristics,
facility testing characteristics, resident testing characteristics, staff
testing characteristics, resident characteristics, staff characteristics,
and open-ended responses. The responses were coded utilizing a
coding tree speciﬁc to each of the 6 categories, as seen in the tree for
“Facility Testing Policies” (Fig 1). Results from the coding process
were compared to identify potential patterns among initiatives
implemented that may have been associated with lower infection
rates within the facilities (Table 1). Sources of the responses to the
open-ended section were redacted to eliminate identifying information and then included in the study results.
RESULTS
When asked about COVID unit characteristics, all 12 facility
respondents noted that residents who tested positive for COVID-19

were isolated for a period of 10-14 days. Of those 12 facilities, 11
reported having a dedicated unit for COVID-19 positive residents.
When needed, facilities relied on improvised barriers such as zip
walls and/or STARC walls to physically separate COVID-19 positive
residents. When asked about facility testing procedures, a majority
(64%) of facilities reported requiring regularly scheduled testing for
residents, which most often was done once each week. All 12 facilities reported isolating residents until test results were available.
Most facilities reported having staff members who worked at
other facilities, and 2 facilities subjected those staff members to an
increased frequency of COVID-19 testing. Additionally, 8 of the 12
facilities noted that they had residents who were required to leave
the facility for additional care. The 3 most common ways these
facilities managed those residents were housing them in a separate
area, requiring additional testing, and/or screening them for symptoms more often.
Table 1
Questionnaire responses
Initiatives implemented by LTCF’s
Yes
n
Covid unit information
Exterior doors
8
Separate interior
7
Improvised barriers
4
Facility testing procedures
Both PCR / rapid
7
Rapid only
2
PCR only
2
Staff characteristics
Staff working at other facilities
10
Required additional testing
2
Staff dedicated to speciﬁc units
11
Staff assigned to different units between shifts
5
Residents requiring outside care characteristics
Housed separately
6
Tested more frequently
5
Screened more frequently
2

No

Total

%

n

%

n

73%
64%
36%

3
4
7

27%
36%
64%

11
11
11

64%
18%
18%

4
9
9

36%
82%
82%

11
11
11

83%
17%
92%
42%

2
10
1
7

17%
83%
8%
58%

12
12
12
12

75%
63%
25%

2
3
6

25%
37%
75%

8
8
8
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The 2 most common challenges cited were difﬁculty maintaining
sufﬁcient stafﬁng and hesitancy of existing staff to care for COVID-19
positive residents. Facilities addressed these challenges by providing
frequent infection control seminars, making sure an adequate supply
of personal protective equipment was available, and educating staff
how to properly use the protective equipment. Additionally, multiple
facilities cited paying staff for time off, utilizing either additional
vacation or paid sick leave days. One facility implemented bonuses
with the goal of retaining staff and reducing their need to work
elsewhere.
Other challenges mentioned included making sure dementia
patients had sufﬁcient help to adhere to COVID prevention measures,
which was addressed by hiring a full-time monitor for that unit.
Additionally, the physical layout of the building posed challenges for
some facilities when needing to isolate residents. They addressed this
by installing barriers to separate these residents from others.

DISCUSSION
Several potentially valuable insights emerged from the openended portion of the interview process. One facility indicated that
both their care team and management team adopted a pledge on
how to conduct themselves when not working which would reduce
their risk for contracting and transmitting COVID-19. Room entry
logs were used to record all personnel who entered and exited
patients’ rooms, which made contact tracing more efﬁcient and effective. Also, multiple facilities cited that including residents and family
members in all facility updates increased support and allowed them
to better perform their duties inside the facility. One facility used
their intercom system to provide daily progress updates for the residents and staff. Another recurring theme was limiting nonessential
incoming and outgoing trafﬁc within the facility. Multiple facilities
cited utilizing telehealth for their residents, and one facility cited
testing all new resident admissions regardless of previous testing.
One facility mentioned utilizing only disposable dinnerware to
reduce the risk for transmission within the facility. Additionally,
morale among staff was reported to improve when members of the
facility’s administration were involved, understood and acknowledged the challenges the pandemic posed, and solicited the staff
members’ input and concerns.
The major overarching themes cited by the interviewees that they
believed contributed to the low transmission rate among their residents / staff were the regularly scheduled use of testing, symptom
screening, and infection control education. When examining similar
studies regarding COVID-19 management in long-term care, the use
of universal COVID-19 testing was repeatedly cited, which aligns
with the opinions provided by our interviewees.7 Additionally,
numerous facilities credited their success to the cooperation from
governmental agencies, speciﬁcally the support they received from
their local health department.
When comparing the initiatives mentioned by interviewed facilities to current understanding of infection control literature, similar
themes emerged. The main strategies found during our literature
review included establishing surveillance and monitoring, mandating
the use of PPE, and isolation/cohorting measures for infected residents.8 Those interviewed for this study appeared to address these
priorities using routine testing and continuous infection contact tracing, establishing and sustaining a series of checks to ensure proper
PPE use among staff, and by utilizing dedicated spaces for suspected
and conﬁrmed COVID-19 positive residents.8 One initiative cited
from the interviews that had not been seen previously in the literature was the use of pay bonuses to deter facility staff from seeking
outside employment, which facility members believe reduced the
risk of transmission acquired from the outside community.
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While it is reassuring to have seen similar themes emerge during
our interviews, it is important to mention that some of the implemented practices are only successful when conducted properly. For
example, cohorting is known as an effective mitigation strategy. It
takes skill and experience, however, to be effective and should
involve as little resident movement as possible.1 8,9 When not conducted properly, it can expose COVID-suspected residents to known
positive residents, ultimately increasing transmission.
LIMITATIONS
Due to the retrospective nature of this study, information given by
interviewees may have been subject to recall bias. This study only
looked at facilities which exhibited a resident proportion of positive
COVID tests below the lowcountry average, so there was no comparison group of facilities with higher COVID infection rates. Additionally,
because inclusion criteria was based solely on the resident attack
proportion, LTCFs that tested more frequently may have reported a
higher positive case rate, which ultimately excluded them from participation in this study despite strong infection control protocols.
Lastly, facilities often reported modifying their protocols based on
the most up-to-date recommendations from local, regional, and
national entities. This resulted in changes to protocols as new information became available during the pandemic. Reported changes
include testing policies, recommendations for quarantine duration,
and criteria for discontinuing isolation. While the data collected during this study was not subject to statistical analysis and signiﬁcance
testing, it provides insight into policies and procedures implemented
during the 2020 year of the COVID-19 pandemic that were designed
to reduce the incidence of COVID-19 in LTCFs.
CONCLUSION
This study was conducted to document infection prevention
methods utilized by High Performing LTCFs. In addition to examining
already established methods of infection control, this study identiﬁed
newly implemented policies, including the use of room entry logs
and daily progress updates for the entire LTCF. Information and
insights acquired from this study could be used to enhance s infection
control protocols to help them prepare for the next epidemic or pandemic.
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