Guidance and responses were provided based on information known on 7/23/2020 and
may become out of date. Guidance is being updated rapidly, so users should look to
CDC and NE DHHS guidance for updates.

COVID-19 and LTC

July 23, 2020

Questions and Answer Session
Use the QA box in the webinar platform to type a question. Questions will be
read aloud by the moderator
If your question is not answered during the webinar, please either e-mail it to
NE ICAP or call during our office hours to speak with one of our IPs
A transcript of the discussion will be made available on the ICAP website
https://icap.nebraskamed.com/coronavirus/
https://icap.nebraskamed.com/covid-19-webinars/

Panelists today are:
Dr. Salman Ashraf, MBBS
Kate Tyner, RN, BSN, CIC
Margaret Drake, MT(ASCP),CIC
Teri Fitzgerald, RN, BSN, CIC

salman.ashraf@unmc.edu
ltyner@nebraskamed.com
Margaret.Drake@Nebraska.gov
TFitzgerald@nebraskamed.com

Map showing Counties Categorized by
Days Last Tested Positive Cases
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Source: Unofficial Counts Compiled by Nebraska ICAP
based on date reported by facilities; Actual Numbers
may vary slightly
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Last 14 day Positive Cases as of 7/22 6:00pm
https://experience.arcgis.com/experience/ece0db09da4d4ca68252c3967aa1e9dd
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New positive cases by date as of 7/22 6:00 pm
https://experience.arcgis.com/experience/ece0db09da4d4ca68252c3967aa1e9dd

What’s New?
New guidance or data in the past week

Discontinuation of Isolation
for residents COVID-19+
New guidance and data

https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
Decision Memo https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

Why is a test-based strategy for
discontinuation of iso no longer
recommended?
In the majority of cases, waiting for test-based clearance
results in prolonged isolation of patients who continue to
shed detectable SARS-CoV-2 RNA [i.e., COVID-19 virus]
BUT ARE NO LONGER INFECTIOUS.
Recovered persons can continue to shed detectable SARS-CoV-2 RNA in upper respiratory
specimens for up to 3 months after illness onset, albeit at concentrations considerably
lower than during illness, in ranges where replication-competent virus has not been
reliably recovered and infectiousness is unlikely. The etiology of this persistently
detectable SARS-CoV-2 RNA has yet to be determined.

https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
Decision Memo https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

Symptom-Based Strategy for
Discontinuing TransmissionBased Precautions
Patients with mild to moderate illness who are not
severely immunocompromised:
• At least 10 days have passed since symptoms first
appeared and
• At least 24 hours have passed since last fever
without the use of fever-reducing medications and
symptoms (e.g., cough, shortness of breath) have
improved

What do they mean by “mild to
moderate illness?”
Mild Illness: Individuals who have any of the various signs and
symptoms of COVID-19 (e.g., fever, cough, sore throat, malaise,
headache, muscle pain) without shortness of breath, dyspnea, or
abnormal chest imaging.
Moderate Illness: Individuals who have evidence of lower
respiratory disease by clinical assessment or imaging, and a
saturation of oxygen (SpO2) ≥94% on room air at sea level.
Severe Illness: Individuals who have respiratory frequency >30
breaths per minute, SpO2 <94% on room air at sea level (or, for
patients with chronic hypoxemia, a decrease from baseline of
>3%), ratio of arterial partial pressure of oxygen to fraction of
inspired oxygen (PaO2/FiO2) <300 mmHg, or lung infiltrates
>50%.
Criticaland/or multiple organ dysfunction.
Illness: Individuals who have respiratory failure, septic shock,
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalizedpatients.html#definitions

Symptom-based Strategy for Patients
with severe to critical illness or who
are severely immunocompromised
• At least 20 days have passed since symptoms first appeared and
• At least 24 hours have passed since last fever without the use of
fever-reducing medications and
• Symptoms (e.g., cough, shortness of breath) have improved
As described in the Decision Memo, an estimated 95% of severely or critically ill
patients, including some with severe immunocompromise, no longer had
replication-competent virus 15 days after onset of symptoms; no patients had
replication-competent virus more than 20 days after onset of symptoms. Because of
the risks for transmission and the number of patients in healthcare settings at risk for
severe illness if infected with SARS-CoV-2, a conservative approach was taken when
assigning duration of Transmission-Based Precautions.
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
Decision Memo https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

ICAP Interpretation for
long-term care facilities
Long-term care facilities can use the following guidance on making decisions on discontinuing
isolation for the residents who are diagnosed with COVID-19.
In general, isolation should be discontinued for all residents (including those with severe and
critical illness) who were diagnosed with (or had symptom onset) of COVID-19 twenty (20) days
ago as long as they are afebrile for more than 24 hours and other symptoms have improved.
However, the duration of isolation may be longer or shorter in some specific cases
as mentioned below:
•
If a resident continues to have significant symptoms on day 20, then extend the duration
for isolation until the resident is afebrile for more than 24 hours and other symptoms have
improved.
•
Facilities may consider to discontinue isolation earlier for those residents who are: (a) not
severely immunocompromised and (b) clearly had mild to moderate illness or were completely
asymptomatic all along. The isolation for those residents {who meet both criteria (a) and (b)} can
be discontinued at day 10 after the diagnosis (if they were asymptomatic) or symptoms onset (if
they had symptoms and has now been afebrile for >24 hours with all other symptoms
improved).
•
Facilities may consider using testing-based strategy for discontinuation of isolation if they
are considering discontinuation of isolation earlier than what is recommended above.
•
Test based strategy may also be considered for severely immunocompromised residents, if
concern exist for them being infectious for more than 20 days.
Note: In order to be considered afebrile, the fever should be absent without the use of feverreducing medications.
https://icap.nebraskamed.com/wp-content/uploads/sites/2/2020/07/7.23.2020-DC-Isolation-for-LTC-Residents-with-COVID-19_updated.pdf

Criteria for Return to Work for
Healthcare Personnel with SARSCoV-2 Infection (Interim Guidance)

https://www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html
Decision Memo https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

Symptom-based strategy for
determining when HCP
can return to work.
HCP with mild to moderate illness who are not severely
immunocompromised:
• At least 10 days have passed since symptoms first appeared
and
• At least 24 hours have passed since last fever without the use
of fever-reducing medications and
• Symptoms (e.g., cough, shortness of breath) have improved

https://www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html
Decision Memo https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

HCP with severe to critical illness or
who are severely
immunocompromised
• At least 20 days have passed since symptoms first
appeared
• At least 24 hours have passed since last fever
without the use of fever-reducing medications and
• Symptoms (e.g., cough, shortness of breath) have
improved

https://www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html
Decision Memo https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

What’s hot?
Common questions heard at ICAP

“Delayed test result”
reporting from TestNebraska
• For the vast majority, testing is completed within 48 hours
• Issues that we are aware directly relate to Facility ID either not provided,
entered incorrectly, or facility name is different for a single facility
• Email address for the result notification is not accurate
1. Contact Local Health Department first
for assistance and questions with reporting
2. Do Not call the laboratory for results
3. Please do contact for questions and training
needs:
'Wisell, Becky' Becky.Wisell@nebraska.gov
Kamal-Ahmed, Ishrat Ishrat.Kamal-Ahmed@nebraska.gov
Carlson, Doug Doug.Carlson@nebraska.gov

Image credit here

ICAP is working with several
facilities experiencing
outbreaks that are associated
with staff non-compliance with
universal mask use.

Pixaby Image Credit

Exposure
HCP who had
prolonged close
contact with a patient,
visitor, or HCP with
confirmed COVID-19

Personal Protective
Equipment Used

Work Restrictions

HCP not wearing a
respirator or facemask4

Exclude from work for 14
days after last exposure

HCP not wearing eye
protection if the person
with COVID-19 was not
wearing a cloth face
covering or facemask

Advise HCP to monitor
themselves for fever or
symptoms consistent with
COVID-19

HCP not wearing all
recommended PPE (i.e.,
gown, gloves, eye
protection, respirator) while
performing an aerosolgenerating procedure1

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

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html

Exposure

HCP other than
those with
exposure risk
described above

Personal
Protective
Equipment
Used
N/A

Work Restrictions

•No work restrictions
•Follow all recommended infection prevention
and control practices, including wearing a
facemask for source control while at work,
monitoring themselves for fever or symptoms
6
consistent with COVID-19 and not reporting to
work when ill, and undergoing active screening
for fever or symptoms consistent with COVID6
19 at the beginning of their shift.
•Any HCP who develop fever or symptoms
6
consistent with COVID-19 should immediately
self-isolate and contact their established point
of contact (e.g., occupational health program)
to arrange for medical evaluation and testing.
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I’ve been hearing rumors about
false positive COVID-19 tests. I
think a current result is a false
positive, and feel reluctant to do
all the isolation and testing…

Positive COVID-19 tests
must be regarded as positive
• Out of >240,000 tests, ICAP is aware of a single batch of tests
that was contaminated
*The facilities affected received direct communication and
support
• All positive tests must be regarded as true positives, and
containment measures implemented swiftly.

PPE Request Process
Updates & Reminders
NE DHHS has implemented a process improvement initiative
for the PPE allocation process
•

Local health departments will have more input on facility requests as they are
sent up to the State for fulfillment. With this change, requests for PPE through the
NE DHHS Jotform need to be submitted by Noon on Thursday in order for a
facility to receive PPE for the following week.
– https://form.jotform.com/NebraskaDHHS/PPERequestForm
• Continue to utilize the normal supply allocation and vendor processes. The state
PPE program is meant to supplement, not replace normal processes.
• This supplemental PPE program is meant to assist with current supply needs. It
should not be used to stockpile PPE.

Infection Prevention and Control
Office Hours
Monday – Friday
7:30 AM – 9:30 AM Central Time
2:00 PM -4:00 PM Central Time
Call 402-552-2881

Questions and Answer
Session
Use the QA box in the webinar platform to
type a question. Questions will be read aloud
by the moderator, in the order they are
received
A transcript of the discussion will be made
available on the ICAP website
Panelists:
Dr. Salman Ashraf, MBBS
Kate Tyner, RN, BSN, CIC
Margaret Drake, MT(ASCP),CIC
Teri Fitzgerald, RN, BSN, CIC

Moderated by Mounica Soma, MHA
Supported by Sue Beach

https://icap.nebraskamed.com/resources/

Responses were provided based on information known on 7/23/2020 and may become out of date.
Guidance is being updated rapidly, so users should look to CDC and NE DHHS guidance for updates.
Nebraska DHHS HAI-AR and Nebraska ICAP
Long-term Care Facility Webinar on COVID-19 7/23/2020
1. If your community is in Phase 3, but your facility is in Phase 2, would that mean you don't
have to wear N95s in transitional zone?
You need the N95 mask anytime we are in transitional (grey) zone, which is a place of
quarantine. We are quarantining people because we think they are coming from a place that
has a high COVID transmission rate and that there was a high risk that while they were out (into
a hospital, or out to a doctor’s visit or dialysis facility), where they might have been around
someone with COVID-19. For those people we have decided that we will have them in
quarantine for 14 days in a transition (grey) zone. Whenever you are quarantining someone, you
are using full COVID PPE, which means using gowns, gloves, eye protection and masks (N95 is
the go-to mask). We want staff working those grey areas who can get a good seal check on their
N95 mask. Your last resort is to use a surgical mask ONLY if you cannot find people to work in
the grey zone who can get a good seal check on N95 masks. The point is that anytime we use
the term grey or transition zone, we are using it for quarantine. Anytime we are quarantining
people, we are using full COVID PPE for staff. You are not allowed to just observe and monitor
someone in the grey or transition zone because you are in Phase III. You can observe and
monitor someone in any unit, even green zones, but observing and monitoring is not part of the
grey or transition zone. But if you have someone who is at high risk of exposure, that person
has to be in the grey zone with staff in full COVID level PPE protection. Observation and
monitoring can be done for someone who did not have high risk of exposure, who might have
gone outside the facility but went to a clinic appointment in a place where there is not high
rates of COVID transmission or no COVID cases. In that case, you may still want to monitor,
even if the resident is returning to a room in the green zone, because there was no risk of
exposure when they were out. Your surgical mask would be fine for PPE in that case. In Phase
3, you have to determine whether the risk to the resident requires quarantine when they return
to you. If it requires quarantine, use the full PPE and keep them in the grey zone. You can
monitor in green zone and you can use surgical masks, but whether you use a grey zone
depends on what kind of community you are in and the place you are coming from.
2. How does this new guidance affect the following scenario? Baseline testing for staff reveals a
positive worker who is asymptomatic. Does the facility still have to go into a yellow zone for
residents if all residents are asymptomatic as well? We are exhausting exorbitant amounts of
PPE for these situations.
The new guidance is saying is that if there is an asymptotic positive person, they are probably
not going to be transmitting infection after 10 days. But for the first 10 days, there is still risk for
transmission. Because there is still risk for transmission, there can still be exposures associated
with those asymptomatic residents. The new guidance does not say not to isolate
asymptomatic people at all. They are saying to isolate for less duration because they might
recover quickly, but it doesn’t mean they can’t transmit during those 10 days. If you identify an

asymptomatic person in your facility, who has exposed other people, you will still need to go to
the yellow zone. The only difference is that instead of that person needing to isolate for 28
days, that person may come out of isolation in 10 days. That is the difference.
Kate Tyner added that 14-day quarantine period is different than a 10-day convalescent period.
Quarantine is because if you were exposed, you could get symptoms anytime in the 14 days
since the exposure. You could end up with a positive test, not end up with any symptoms, or get
very, very sick in 14 days after the exposure. Fourteen days is the quarantine (incubation)
period. What the CDC has changed is the period of time it takes someone who tests positive to
convalesce and get better. These are two different types of isolation. Person exposed still need
to be isolated for 14 days -- that has not changed. We know those PPE needs for caring for
people in the quarantine zones feels like a lot. But we believe in that quarantine area, having a
yellow zone. We know that it works. That is why there is a state program to help with obtaining
PPE, to get you through that 14-day quarantine period when you know there has been a positive
case in the building, and ICAP is glad to help you with that. In the situation where there are
large exposures, ICAP is working with facilities one to one to try to connect them to the state
and local health departments to get them the PPE they need.
3. I have heard of communities admitting new residents and not having them isolate for 14 days
or have decreased the number of days in order to move them into the locations. Has the
recommendations changed or is this recommended?
Dr. Ashraf does not like the idea of reducing the duration of quarantine because it goes against
the science of this. As Kate just mentioned, you can become positive anytime within those 14
days; you can still get symptoms anytime in that period. Reducing the duration of isolation is
not helping anyone because if they have a real exposure, that is where you have to figure out if
someone has a real exposure. If there is a real chance for exposure there is no way out but a 14day quarantine. The difference is whether you think there is a chance of exposure or not. In
those communities that are in Phase 3 now, if their residents going out to a place in their
community where the community is not even seeing a case and they are coming back, then that
person is not at high risk for exposure, so that person does not require quarantine. That person
can just come back to their room in a green zone and live there. There is no reason to do a
seven-day quarantine or a three-day quarantine. A quarantine should either be 14 days or zero
days. You either need quarantine or you don’t need quarantine. If you are in a situation where
you send out a resident to a doctor’s appointment in a community where there aren’t many
cases and they come back, then you don’t need a grey zone when you are in Phase 3 for that
person. They can come back to the green zone and live there. There is no need for a three-day
or a seven-day quarantine. That does not make sense.
4. If a facility is in Phase 3, how should we handle families who want to take their loved one out
of the facility for an outing - go to their house, go out to a family event, etc? Do they need to
quarantine when they get back or do we just observe them for any change in condition?
This is the type of thing we have to assess now. If you send out a resident with the family
member, when they come back you need to talk to the resident and risk assess. You might even
want to talk to them before they go out of the facility and give them some guidance on how to

avoid exposures. Assess what they did. Were they meeting people from other parts of country
(hot spots) or were they just going to be with people who live in that community that haven’t
seen any cases. There are two different levels of exposures. If they were really out meeting
people while they were gone who came from all across the country and having a party, that is a
person who you would worry about having an exposure. You don’t know that an exposure
really happened and you don’t know if there was anyone they met who was positive, but you
know they may have come from high risk places and there is a chance one of them may be
positive. Now you have to weigh the factors. When you weigh those factors, you will need to
decide if that resident was in a high-risk activity. For that person, we will put them in our grey
zone or transitional zone for 14 days quarantine and we will use full COVID-19 PPE to care for
them. If the resident was just with family who live in that community and there are no COVID
cases in that community, then we risk assess that. If we don’t believe that there is any reason
that this person was exposed to COVID while they were out, in that case they can come back
into the green zone and stay there. They can be observed and monitored in the green zone.
That means you just screen them a little more than usual but that can be done in their green
zone. That is perfectly fine because they have no need for quarantine. That is what the facilities
have to start deciding when they are in Phase 3. Do they think the person coming back or a new
admission who has come in had a chance for a high-risk exposure, then the facility can put them
in the grey zone and follow the 14-day rule using full PPE. If not, observe them in the green
zone.
5. Are facilities able to self-screen staff prior to entering the facility for their shift and then
someone just review the screening log in a timely manner? Or does another staff member
need to come check their temperatures for them?
The term “timely manner” has to mean immediately. The timeliness is if someone is selfreporting a symptom, there shouldn’t be a time lapse for them to start working with that
symptom. If you mean “timely manner” means that you will catch that before they hit the floor,
then self-screening is fine. But, if you cannot catch that within that time frame between when
they report the symptom and enter the facility, that is not timely and that is not right. All it
takes is one staff member entering the building with even a mild symptom to spread infection.
Even someone working one hour with symptoms has exposed people. Kate Tyner said it is
better to hardwire that facilities are watching staff who are coming in for their shifts.
6. If a resident goes out to a clinic appointment with staff present the entire appointment, can
they just come back to monitor and observe if we are in Phase 2?
It depends which community the facilities are in. If they are in a community that is seeing
transmission and they have gone to a clinic where other people come, including people who
may have COVID could in to be checked out, then that is going to be a person you may consider
putting into a grey or transitional zone when they return. But, if you are living in a community
that has not been seeing many cases of COVID-19 and you have observed and monitored this
person all along on the clinic visit, where there wasn’t any chance they were exposed to anyone,
when they come back it is fine to put them into the green zone.

7. Because we also do rehab, we will have always have units that are transitional units. What
advice do you have on visitation plans for these units?
Visitation plans for that rehab unit will be based on the need. If you go into the guidance, it also
depends on the Phase you are in. If you are in Phase 3 you may have a grey zone. But having
rehab patients doesn’t mean you always will have a grey zone. It will only happen if you are in a
community that is seeing a high number of cases. Then you will have a continuous risk for
exposure if they are coming in and out of a facility. If you are in that kind of situation where you
are in a community where you are seeing a high number of cases and you are quarantining them
for the purpose of chances of exposure for the first 14 days, the best guidance is that you do not
allow visitation for those 14 days. Even in these situations, there can be psychosocial
exemptions for that. The general rule is, for those kind of situations, we don’t allow visitation in
the 14-day quarantine period. If they are in quarantine, there can’t be visitation unless you are
risking someone’s mental health or behavioral health or some other situation like
compassionate care issues. In those situations, you may be able to arrange a very well-thought
out plan where there is limited visitation, so long as you are limiting exposure coming into the
facility. There are ways to do that and we have discussed those in past webinars talking about
safe visitation. Those slides are uploaded on the ICAP website
(https://icap.nebraskamed.com/). You can always call us and we can work with you on a caseby-case basis to make those visits safe. Visitation in those situations is allowed on a
compassionate care basis, but not a general rule.
8. What would your guidance be for staff who travel on vacation to the southern states (Texas,
Tennessee, etc) upon their return? Do you make them stay off for 14 days or could they have
a test in order to return back to work?
Test is going to be good for that day only. The next day they can be positive, and if you are not
testing again the next day, you are not sure what is happening that next day. Once they have
come back, they still have 14 days where they can develop symptoms or become
asymptomatically positive. The test is good on that day but it doesn’t tell you what is happening
for the next 14 days. The guidance is (as of this point) is that you talk to that person, find out
what kind of exposures they may have had and then decide whether you want them to
quarantine for 14 days before they come to work or you allow them to come to work. The state
has not mandated quarantine if you are traveling within the United States, but have mandated
quarantine for anyone who for traveled overseas. However, the facility has the ability to risk
assess the person who has come back and then decide if that person should quarantine or not.
We have seen in last few weeks at least a few cases where someone went for vacation, came
back, worked and was then was tested positive. Dr. Ashraf has also seen situations where they
were tested, and because the test results can take days to come back they were allowed to work
and a few days later the test came back positive. That meant the entire facility had to go into a
yellow zone and that could have been easily avoided if the person hadn’t come back to work.
You have to make a case-by-case decision, based on the type of exposure the staff may have
had. Wherever you can exclude these travelers, if staffing allows it, it might be helpful for you in
the long run. You have to make your own policy, but this is some rationale based on what ICAP
has been seeing. You want to have the background to make your own policy.

Kate Tyner added that ICAP has Have seen great success stories when where someone traveled
in an area where they knew they were exposed to someone who as COVID positive, reported
that to their employee then the staff member was held out for 14 days. The staff member
eventually became COVID positive, but no exposures happened because the staff members
weren’t in the building. ICAP has seen four cases in the last week where facilities took this
strong stance and didn’t allow the staff who were possibly exposed into their building and it
worked out in their favor. It is a policy that is difficult to employ, but it does save in the long
run. You need a careful risk assessment when staff returns, to have a culture where staff feels
good about telling you what is going on, and especially if they know they were exposed to
someone who was COVID positive, then those people have to stay out of service.
9. If someone goes to hospital for four days, is it recommended to isolate them upon return,
caring for them with staff wearing full PPE?
Yes, If they went to a hospital in a community that is seeing a high rate of transmission of
COVID-19 in Phase 3. In Phase 1 or Phase 2 it is mandatory to isolate them regardless of which
county you are in; they have to be quarantined. That is part of the phasing guidance that came
out, that new admissions should be quarantined. For those places in Phase 1 or Phase 2, it is a
must. For Phase 3, it will depend on circumstances. There is no mandate of quarantine or grey
zone in Phase 3 but our recommendation is to look at the community and look at the place
where you went and then decide.
10. How long are you recommending we wait to do a surgery on a patient who has been COVID
positive?
Nebraska Medicine has an algorithm we will post (below; here is the link
https://www.nebraskamed.com/sites/default/files/documents/covid-19/pre-proceduraltesting-algorithm-for-covid-positive-patients.pdf?date=06022020). If someone needs surgery,
you have to decide the urgency of the surgery. If someone needs surgery today, you don’t want
to delay. If they need it today and are COVID positive, there are ways to do it with appropriate
PPE. It all depends on the urgent level need of the surgery. If they needs a surgery today and
they are COVID positive, you do it, use appropriate PPE, and get it done.

11. What are your feelings about the safety of the plastic barriers with the plastic hugging arms?
Are these safe? How would you sanitize?
Dr. Ashraf said you have to see it to figure out how to sanitize it. Kate mentioned that she, Teri
Fitzgerald and Dr. Ashraf have seen a hug wall that has been developed for another grant.
ICAP’s experience in testing one is that it is easy to trip on the plastic. For the person going into
the sleeve, there is a lot of baggy plastic on some models and that can be a hard thing to
manage in some models. You don’t want people falling down and knocking down the barrier.
Kate suggested you have to see a picture of it and find out how the manufacturer advises to
disinfect it. Manufacturer has to tell you what sanitizing produce is compatible with the plastic
so you don’t degrade it. Some plastic can be easily broken down by alcohol, phenyl and some
disinfectant products.
12. We would like your recommendations regarding isolation of patient residing on a memory
care unit. Are we ahead to keep them on the memory care unit due to higher risk of exposure
to increased number of patients due to wandering potential? Concerns remain for other

residing on the unit who may wander into an isolated room or the isolated patient potentially
wanders out. What are your thoughts?
Kate said these decisions are addressed by ICAP on a case-by-case basis when infection
preventionists are working with a facility. A lot of time if there is capacity on a convalescent
unit, these are good candidates to be transferred out because they are a high risk to people
around them. That space availability is driven by capacity, so being able to move them out can’t
be guaranteed. When ICAP is working one-to-one with a facility, this is something being
assessed. We know that is available in state of Nebraska.
If a new facility with an outbreak, call the outline. We are having capacity issue with calls we can
take; it is best to call 402-552-2881. Facilities that have already been working with one of the
infection preventionists, they can continue to call them directly, but for new facilities, they will
receive help the soonest by contacting the main ICAP phone number.
13. What is the contact information for Doug Carlson?
402-471-6500 (office); Doug.Carlson@nebraska.gov

