
and report additional cases to public health authorities for inves-
tigation. Finding these previously undetected cases increased our
COVID-19 reports to the public health department by 62%.

The public health value added by surveillance and investigation
of probable COVID-19 will become less clear as testing availability
increases. Illustrating this point is our finding that, among the
patients who would have been probable COVID-19 cases without
being tested, fewer than 10% tested positive for SARS-CoV-2. Our
findings highlight the need for more widespread testing for
SARS-CoV-2 to appropriately allocate scare public health resour-
ces for COVID-19 investigation, isolation, and contact tracing.
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To the Editor—We read with interest the article by Guar et al1,
highlighting the burdensome and dangerous effect of the corona-
virus disease 2019 (COVID-19) pandemic on long-term care
facilities (LTCFs), and their recommendations to support these
vulnerable populations. Even large healthcare organizations have
struggled to obtain the resources necessary to maintain normal
operations,2 and these challenges may be accentuated in commu-
nity LTCFs with fewer staff and less financial flexibility to obtain
resources for the prevention and control of severe acute respiratory
coronavirus virus 2 (SARS-CoV-2) outbreaks. In response to the
sentiment described by Guar et al1 that “these extraordinary
times call for unprecedented measures to protect our vulnerable
LTCF residents” and their recommendation for “hospital systems
to include LTCF settings as high-priority sites for increased access
to respiratory viral tests, including for SARS-Cov-2, and [personal
protective equipment],” we offer a brief description of unprec-
edented measures by a large, integrated, Veterans Affairs (VA)
healthcare system to support community LTCFs facing resource
limitations during the COVID-19 pandemic.

The VA Greater Los Angeles Healthcare System (VAGLAHS)
is a multicampus healthcare system that includes a tertiary-care

hospital, several satellite clinics, and on-campus LTCFs. In response
to the COVID-19 outbreak amongst residents of 2 of the on-campus
LTCF wards, 1 of these LTCF wards was converted to a COVID-19
recovery unit (CRU) to provide subacutemedical care specifically for
SARS-CoV-2–positive individuals following acute-care hospitali-
zation, separate from uninfected LTCF residents.3 During this out-
break, VAGLAHS had access to high-volume molecular diagnostic
testing capacity and utilized universal, serial, surveillance testing of
residents to identify and isolate individuals at risk of transmitting
the virus. These resources allowed for effective control practices ulti-
mately halting the outbreak, with no new infections after only 2
weeks.4

However, many veterans reside in community LTCFs that are
also at risk of a COVID-19 outbreak but may have more limited
access to resources needed to prevent or control an outbreak, such
as high-volume testing and personal protective equipment.
Recognizing this dilemma, VAGLAHS leadership followed the
provisions of the “Fourth Mission” of the VA to help community
facilities also dealing with the pandemic: to “improve the Nation’s
preparedness for response to war, terrorism, national emergencies,
and natural disasters by developing plans and taking actions to
ensure continued service to veterans, as well as to support national,
state, and local emergency management, public health, safety and
homeland security efforts.”5 A VAGLAHS Long-Term Care
COVID-19 (LTCCV19) working group was established to take
action and coordinate outreach efforts.
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The LTCCV19 surveyed the leadership of 25 community LTCFs
to assess needs and identify areas of potential assistance; 18 facilities
responded, and to date, the VAGLAHS LTCCV19 has engaged in
targeted support with 11 facilities. VAGLAHS staff completed twice
daily telephone calls with the community facilities’ administrators for
real-time feedback on new cases of COVID-19 in residents and staff.
For 7 facilities with testing limitations, the VAGLAHS LTCCV19
deployed registered nurses to assist in collecting specimens from
veteran residents and to perform universal SARS-CoV-2 surveillance
testing, and train community staff on specimen collection. Veterans
with COVID-19 from community LTCFs have been admitted to the
acute-care VA hospital for medical care, then to the CRU if their
community LTCFs were not able to house them upon recovery.
VAGLAHS staff trained in infection control were dispatched to com-
munity LTCFs to review on-site practices and strategize areas for
improvement, including those listed by Guar et al.1

As Guar et al1 emphasize, to combat this pandemic we must for-
tify areas of our society at higher risk of both outbreak and severe
disease, such as LTCFs. The SARS-CoV-2 virus clearly does not rec-
ognize institutional boundaries, and institutions with the resources
and capacity to assist in this fortification can play a substantial role
in protecting vulnerable members of our community, ultimately
reducing the burden of the ongoing COVID-19 pandemic.
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To the Editor—Many US hospitals have recently adopted policies
mandating universal masking of all staff, visitors and patients.
Universal masking is particularly important in preventing trans-
mission to and from individuals who are asymptomatic or pre-
symptomatic for coronavirus disease 2019 (COVID-19).1 The
Centers for Disease Prevention and Control (CDC) estimates that
~35% of severe acute respiratory coronavirus virus 2 (SARS-CoV-2)
cases are asymptomatic.2 In addition, healthcare professionals
(HCPs), patients, and visitors with atypical or very mild symptoms
may more readily transmit SARS-CoV-2 in healthcare facilities with-
out masking policies.3 Risk of exposure to SARS-CoV-2 in nonclinical
areas within healthcare facilities may be overlooked.

The incidence of COVID-19 among HCPs decreased signifi-
cantly after our health system adopted a universal masking policy.
Unmasked exposure to another HCP rather than exposure to

known infected patients resulted in most of the COVID-19 cases
among staff after implementation of this policy.4 We recently sur-
veyed 50 community hospitals within the Duke Infection Control
Outreach Network and found that 90% of these hospitals had also
adopted universal masking policies. However, we also determined
that actual compliance with universal masking policies was subop-
timal, particularly among staff outside of clinical care settings,
including administrative offices, shared work rooms, and break
rooms. Poor compliance in these shared spaces led to known expo-
sures in some of these hospitals, leading to employee furloughs, a
substantial burden of contact tracing, and unnecessary anxiety for
exposed individuals. Here, we discuss our perception and under-
standing of the etiology of poor compliance with universal masking
policies in healthcare settings, and we discuss proposed solutions
as well.

Inaccurate risk perception

Overall, HCP compliance with protective measures such as uni-
versal masking often correlates with the level of risk they
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