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To the Editor—It has been well-established that COVID-19 vac-
cines are highly effective at preventing symptomatic infection, hos-
pitalization, and death.1–3 It is unknown, however, the extent to
which vaccinated persons with COVID-19 can transmit severe
acute respiratory coronavirus virus 2 (SARS-CoV-2) to others.
We describe a COVID-19 outbreak in a skilled nursing facility
(SNF) with high vaccine coverage among staff and residents.

The Los Angeles County (LAC) Department of Public Health
(DPH) required weekly SARS-CoV-2 surveillance testing of all
staff in SNFs. All COVID-19 cases identified in SNFs are immedi-
ately reportable to the DPH. An outbreak in an SNF was defined as

≥1 case occurring among residents. A SNF with a single case in a
staff or resident is required to conduct weekly response testing of
all staff and residents; an outbreak is considered to have ended
when no cases are identified for ≥14 days. All outbreaks are inves-
tigated by the DPH to assess risk factors for transmission and to
provide recommendations for control measures.

In May 2021, COVID-19 was identified in an asymptomatic,
vaccinated staff member on day 0 (Fig. 1). On a recurring weekly
survey conducted May 10, 2021, this SNF reported 87 residents
(85% fully vaccinated) and 99 directly employed and contract staff
(67% fully vaccinated). Response testing conducted on day 1

identified 3 cases in asymptomatic, vaccinated staff. Subsequent
rounds of response testing identified additional COVID-19 infections
in 7 staff members and 5 residents. Of the 7 additional staff members
with COVID-19, 5 were fully vaccinated and asymptomatic, 1 was
unvaccinated and asymptomatic, and 1 was unvaccinated and symp-
tomatic (constitutional, respiratory, and gastrointestinal symptoms,

Fig. 1. Epidemic curve of COVID-19 cases in a skilled nursing facility—Los Angeles County, May–June 2021.
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and loss of taste and smell). Of the 5 residents with COVID-19, 4 were
fully vaccinated and asymptomatic, and 1 was unvaccinated and
asymptomatic.All 4 of the fully vaccinated residents and8of the9 fully
vaccinated staff members had a presumed re-infection, which we
define as having a positive COVID-19 test>90 days prior to their cur-
rent infection. In the 48 hours prior to symptom onset, the unvacci-
nated staff member with infection provided direct clinical care to 3
residents who developed infection and worked in proximity to the
other 2 infected residents. The staff member was restricted fromwork
uponexperiencing symptoms.Thenature of the residents’ exposure to
the other staff members with COVID-19 is unknown because their
lack of symptoms precluded our ability to determine a precise infec-
tious period. None of the infected residents left the facility or had vis-
itors in the 21 days prior to their positive SARS-CoV-2 test. An
infection control assessment by theDPHdidnot identify anydeficien-
cies. The SARS-CoV-2 polymerase chain reaction (PCR) cycle thresh-
old (Ct) values ranged from 31.5 to 34 (the cutoff for a positive test at
the laboratoryusedby the SNF), indicating low levels of virus thatwere
insufficient for conducting whole-genome sequencing.

Our study had several limitations. First, the lack of sequencing
data from outbreak-associated SARS-CoV-2 isolates meant that we
could not exclude the possibility of cases resulting from multiple
introductions into the facility, as opposed to transmission arising
from a single common source. Second, the lack of symptoms for
most outbreak-associated cases made it difficult to determine
the exact onset of infection, which is necessary for determining
precise incubation periods and for interpreting SARS-CoV-2
PCR Ct values. Despite these limitations, our investigation pro-
vides strong circumstantial evidence that SARS-CoV-2 was intro-
duced into the SNF by an asymptomatic vaccinated SNF staff
member who likely acquired infection in the community. The
possibility that asymptomatic vaccinated persons can transmit
infection carries important policy implications. Precautionary
measures, such as a need for continued use of face masks by

healthcare workers (regardless of vaccination status), must be
implemented when there is substantial community transmission
of SARS-CoV-2. Our investigation also supports continuing
weekly surveillance testing, which allowed for the detection of
infection in asymptomatic persons; early detection of an outbreak
allows the DPH to assess and address potential gaps in infection
control. All vaccinated persons were asymptomatic, and all except
for one vaccinated case had evidence of prior COVID-19, indicat-
ing that immunity by past infection or vaccination can protect
against symptomatic illness and severe disease. The occurrence
of asymptomatic infections among fully immunized persons, how-
ever, could support the need for COVID-19 booster doses to
reduce transmission among SNF staff members and residents.
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To the Editor—Breakthrough severe acute respiratory coronavirus
virus 2 (SARS-CoV-2) infection causing coronavirus disease 2019
(COVID-19) in fully vaccinated individuals occurs, and the fre-
quency is increasing since the SARS-CoV-2 delta variant virus

began circulating widely.1 COVID-19 vaccines are highly effective
at reducing SARS-CoV-2 shedding and transmission.2 The ques-
tion of whether fully vaccinated people with breakthrough
COVID-19 can transmit the SARS-CoV-2 virus to others is central
to the debate around the need for mitigation efforts including
masking and physical distancing for fully vaccinated individuals.
We report apparent SARS-CoV-2 viral transmission between 2
fully vaccinated healthcare workers (HCW) in the setting of occu-
pational unmasked close contact.
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