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COVID-19 can significantly contribute to the morbidity and 
mortality of residents in skilled nursing facilities (SNFs). 
Several factors make SNF residents particularly vulnerable to 
the disease. Many residents are over the age of 65, often 
managing chronic comorbidities and experiencing weakened 
adaptive immunity. The adaptive immune system, responsible 
for producing T cells and B cells, declines with age, reducing 
the body's ability to combat specific pathogens and respond 
effectively to new infections or vaccines. Additionally, 
communal dining, shared spaces, and close quarters within 
SNFs create an environment that facilitates the rapid 
transmission of respiratory viruses among residents and staff. 

PROBLEM STATEMENT
Despite regulatory mandated strategies to prevent the spread of 
COVID-19 infections throughout congregate living facilities, these 
facilities such as SNF’s continue to struggle managing and 
preventing respiratory illness outbreaks. 

TARGET STATEMENT
To reduce the  number of healthcare acquired COVID-19 infections  
by  20% by December 2024.

INTERVENTIONS
Interventions were based on  transmission levels within the SNF, 
community, and among staff and residents.  Major steps included: 
1. Communications
2. Staffing for fit testing, Contact Investigation and resident testing.
3. Staff and resident testing
4. Source Control Masking for staff and visitors. 
5. Transition from  ASTM level 1 mask to ASTM level III mask.
6. Environmental cleaning of communal areas
7. Staff and visitor screening
8. Limit communal dinning for staff and residents.
9. Limit group activities and in-person meetings.
10. Respiratory infection smoking area
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Surgical Masks Classification and Standards
There are many types of face masks made up of surgical/procedure masks, 
respirators and powered air-purifying respirators (PAPR).  Surgical 
masks/procedure masks work as a barrier to splashes and droplets and 
offer less protection against aerosol particles due to lateral dissemination.  
There are many standards used to classify the level of protection from 
masks.  These include American Society for Testing and Materials (ASTM), 
F2100 regulated by the Food and Drug Administration (FDA), European 
Standard EN14683 regulated by ECDC. According to Tang et.al. 2020, to 
protect against infection surgical/procedure masks must also be fluid 
resistant (type-IIR or level 3). 

CONCLUSION
A multisystem approach is essential to reducing healthcare-acquired COVID-19 
infections among residents in large skilled nursing facilities. However, since most 
infections were traced to staff working while symptomatic, the most impactful 
intervention was upgrading source control masking from ASTM level I to level III. 
This change significantly reduced COVID-19 transmission throughout the facility 
and led to a greater than 60% decrease in healthcare-acquired COVID-19 cases.
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What do ASTM face mask levels mean?
ASTM rates medical face masks according to three levels, with Level 1 masks providing the lowest 
level of barrier protection and Level 3 masks providing the highest barrier protection. The intended 
use for medical face masks is to protect the wearer from splashes or sprays during healthcare 
procedures, as well as keep large splashes and sprays from the wearer from reaching the 
environment.1

Which ASTM face mask level should you use?
Level 1—For procedures producing low amounts of fluid, spray and/or aerosols
Level 2—For procedures producing light to moderate amounts of fluid, spray and/or aerosols
Level 3—For procedures producing moderate to heavy amounts of fluid, spray and/or aerosols2
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METHOD
A retrospective review of medical records from January 2023 to December 2024 examined COVID-19 
positive cases among residents in a large skilled nursing facility (SNF). During this time, the facility 
upgraded its masking protocol from ASTM level I to level III masks as part of broader mitigation 
efforts. The analysis revealed a 60% reduction in reported COVID-19 cases, highlighting the 
effectiveness of these strategies. To ensure accuracy, the review excluded residents who tested 
positive within 30 days of a prior positive result. Additionally, cases were not counted if the resident 
tested positive within four days of admission and had a prior positive test within the preceding 30 
days.







Hen Popilski1, Shiri Guy-Alfandary1

1Seegnal eHealth, Kiryat Ono, Israel

Background 
The use of α1-blockers for 
hypertension is not recommended 
in older adults due to the risk of 
orthostatic hypotension and falls, 
and their use is typically reserved 
for resistant hypertension after 
standard options have failed. 
Despite this, non-specific α1-
blockers remain common for 
BPH and are still prescribed for 
HTN due to historical prescribing 
patterns. They may also worsen 
urinary incontinence in women, 
making them especially unsuitable 
for elderly females. This study 
aimed to assess the prevalence, 
prescribing patterns, and 
physicians’ responses to a newly 
introduced geriatric alert regarding 
α1-blocker use in elderly female 
patients.

Results
During the study period, 314,390 
patients aged 65 and older visited 
a clinician, of whom 55,425 (18%) 
triggered a geriatric precaution 
alert. The study population included 
124,461 female patients aged 70 
or older, and 5,088 (4.1%) of them 
were prescribed an α1-blocker, 
primarily doxazosin (99.94%), which 
accounted for 9% of all geriatric 
alerts. Among these patients, the 
alert was not overridden in 1,795 
cases (35%), suggesting a potential 
change in therapy, as this alert 
type is considered mandatory and 
requires clinician action (either an 
override or treatment modification) 
to proceed with prescribing. In the 
remaining 3,293 cases, the alert 
was overridden, 46% as a temporary 
override and 54% as a permanent 
one.  In 237 (7%) of the patients, 
there were multiple temporary 
overrides.

Conclusions 
The rate of α1-blocker prescriptions 
in older women is not negligible 
and may carry serious risks. 
Therefore, the estimated treatment 
modification rate of 35% may 
significantly reduce the potential 
risk of falls, along with the 
associated health consequences 
and healthcare costs. However, the 
high rate of overrides, particularly 
temporary overrides, which may 
reflect hesitancy, highlights the 
need to raise this clinical issue 
within the organization to increase 
awareness of the risks and the 
rational use of these agents in this 
vulnerable population.

Alpha-blockers Geriatric Alerts vs. Clinician Bypass
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Reducing Inappropriate Use of 
Alpha-blockers in Geriatric Patients

Design 
In April 2025, a new mandatory 
alert regarding the use of α1-
blockers in older adults was 
activated in a clinical decision 
support system within an HMO 
serving 2.7 million patients. The 
alert was specifically targeted 
at women >70 years old. As part 
of the physician's workflow, to 
proceed with prescribing, they 
must take an action, either by 
modifying the treatment or 
overriding it. During the following 
3 months, we recorded alerts, 
overrides, and override type 
(temporary/ permanent) to 
evaluate physicians' actions, and 
indirectly, also to assess the extent 
of this potentially inappropriate 
usage in clinical practice.
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Dementia is known to cause cognitive, behavioral, and 
mood changes in individuals. To most effectively 
provide long term care for individuals with dementia, 
specific care plans need to be implemented to help 
guide the residents. This study aimed to test the 
theory that the behavioral care plans at a 162-bed 
distinct part skilled nursing facility's behavioral unit 
were helpful in guiding behavior. A mixed 
methodology study consisting of a historical analysis 
and content analysis of behavioral care plans revealed 
a significant difference in the behaviors still present 
and those expected in long term care for those with 
dementia and psychosis. 
.

Improving Behavioral Care Plans: A Structured Historical & 
Content Analysis of Plans

Anne-Marie Larsen, PhD & Francisco Lopez Jr., BA; Edgemoor DP SNF
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Few long-term care facilities employee 
psychologists, yet one of the many features 
of dementia includes behavioral and 
psychological changes. Although 
psychologists understand human behavior 
and behavioral interventions very well, most 
behavioral care plans are developed without 
input from psychologists. Well-developed 
behavioral plans can help residents in long 
term care get their needs met in more 
effective ways. Evaluating behavioral care 
plans for adherence to best practices in 
psychology will improve and streamline care 
planning in the future.
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RESULTS

Results
A mixed methods analysis revealed partial support for the hypothesis that 
behavioral care plans are helpful in guiding behavior. A Chi Square analysis 
revealed a significant difference between behaviors still present and those 
expected in long term care for those with dementia and psychosis in a 
majority of the residents (Χ²= 24.53, p =0.05). Historical analysis revealed that 
while some residents are still resistive care, wander/are elopement risks, and 
can be verbally aggressive, the majority of the residents are not engaging in 
high risk behaviors.

Of the behaviors noted in reports for the behavioral unit, 
wandering/elopement risk and verbal aggression were the highest noted 
behaviors (65.22%) in this study. Being disruptive (56.52%) and resistive to 
care (56.52%) were noted in more than half of the residents, while less than 
half engaged in restless behavior (39.13%), speaking inappropriately 
(39.13%), physical aggression (39.13%), going into others’ rooms (21.74%), 
isolating (21.74%), and only a small number were hypersexual (13.04%) or 
engaged in abusive language (8.70%). While these percentages may seem 
high, some residents accounted for a fairly small number of behaviors, while 
others engaged in them more often. For example, one resident was 
disruptive a total of 83 times in a three month period, while another resident 
was disruptive only three times in that same period. The same resident that 
was highly disruptive was also much higher than others for resisting care 
(200 times in a three-month period), restless (78 times), and verbally 
aggressive (51 times) and also has comorbid psychiatric disorders of 
depression and psychosis.

When considering individual care plans, it is important to note that this is the 
behavioral unit, meaning this is the unit that those who have had challenging 
behavior are put in to help stabilize them. As such, this unit has multiple, 
unit-specific interventions in place for all residents to  provide a safe, secure 
environment by having specially trained staff, more staff, frequent rounds, 
limitations to items, monitoring of cognitive, behavioral, mood, and medical 
changes, consistent/routine staff to attend to the residents’ needs promptly. 
Some of the additional care plans that can be added include reducing 
stimulation, offering choices to residents, speaking slower and calmer, 
allowing the residents time to process information, explaining and 
redirecting as needed, and ongoing support.

Method
This study aimed to test the theory that the behavioral care 
plans at a 162-bed distinct part skilled nursing facility's 
behavioral unit were helpful in guiding behavior. The study 
employed a mixed-methods approach, combining a structured 
historical analysis and content analysis of existing behavior 
plans. Using archival data, 23 subjects (16 male, 7 female) were 
stratified by gender from an initial data set of 32 subjects (24 
male, 8 female), with ages of the subjects ranging from 53 to 83 
years (M=65.52, SD=9.28). Many of these residents also have a 
comorbid psychiatric disorder, including Mood disorders 
(47.83%), Schizophrenia Spectrum disorders (39.13%), 
Substance Use disorders (in institutional remission, 39.13%), 
Personality disorders (21.74%), as well as Anxiety and OCD 
disorders (30.43%).

Historical Analysis
A checklist designed from meta-analytic findings on behavioral 
challenges in long-term care settings was utilized to gather 
data across four domains: demographic information (including 
age and sex), diagnostic information, behavioral information 
(such as disruptive behavior, physical aggression, verbal 
aggression, resisting care, isolation, restlessness, and 
wandering/elopement), and details on behavioral interventions 
(both individual care plans and neighborhood specific). Each of 
the subjects data were coded using grammatical coding for 
background information/demographics, structurally coded 
using the checklist of behaviors described above, and In-Vivo 
coding was utilized for descriptive coding of the behavioral 
care plans.

Content Analysis
A content analysis was also performed to find patterns between 
the care plans to make objective conclusions about their 
content, meaning, and to provide context. This was done by 
measuring the frequency of specific elements mentioned within 
the checklist of behaviors. A Chi Square analysis was utilized 
to see if significant differences in observed frequencies were 
observed.

Mixed Methodology
Combining the qualitative data from the historical analysis and 
quantitative data of the content analysis to categorize patterns 
and themes within the data to make objective conclusions 
about their meaning within the context of the frequency of the 
behaviors.

While the hypothesis that behavioral care plans are helpful in 
guiding behavior was only partially supported, this study only 
includes a small amount of data from a short period of time. It 
does not include qualitative information from the residents 
themselves, and the data is contextually different across 
different residents. Given the residents’ diagnoses and inability 
to control their behavior, this data does not emphasize the 
incredible work being done. However, to facilitate utility, the 
behavior care plans could be condensed and updated at least 
quarterly to make sure they are still relevant and not repetitive.
rs. 
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