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State of Missourt: “The state's cross-governmental COVID-19 Fusion Cell helped coordinate
development of the dashboards, which include data from the Missouri Department of Health and
Senior Services, the Department of Economic Development, the Department of Social Services, and
the Department of Elementary and Secondary Education, among others.”4 It is led by the Missoun
Chief Operating Officer (“COO”), the Missouri Medicaid Director, and an outside consulting
company. A morning Fusion Cell meeting currently occurs four days a week for one-and-a-half-
hours. Typically, 100-250 individuals attend these meetings representing personnel from various
Missouri agencies, comnussions, and outside stakeholders like hospital associations. While MVC
Headquarters attended the Fusion Cell meetings and provided information regarding positive test
results among staff and Veterans, they failed to raise concerns to the Fusion Cell about the state of
the outbreak in the Homes. When the MVC Headquarters disclosed the number of COVID-19
positive staff and Veterans at a September 10, 2020 meeting, no one from the Fusion Cell asked any
questions or requested any follow up on the data that was presented.

The Fusion Cell, the Office of the Governor, and the Office of Administration, along with
the leaders from Department of Social Services (“DSS”), Department of Health and Senior Services
(“DHSS”), and DPS have since provided to the MVC a number of resources, mcluding rapid
antigen tests, access to a visual analytics platform to better review and analyze positivity rates, testing
statistics and other metrics, as well as other support. Going forward, the MVC should establish a
more direct line of communication with the Fusion Cell. This should include a report of more
specific data and a mechanism to report any concerns in order to draw on the collective expertise of
Fusion Cell leaders. In addition, external stakeholders, like those who lead the Fusion Cell, must
ensure there are better mechanisms in place to ensure data from the MVC and other commussions
and agencies are not only reviewed but analyzed.

The need for more meaningful engagement from external stakeholders is especially
important given the structure of MVC and its position under DPS. As noted above, MVC is a
division of DPS, a Missouri agency which oversees a number of other entities. Yet, DPS has little to
no oversight over the MVC or its Headquarters staff. MVC is merely housed under DPS for
budgeting purposes. The MVC only administratively reports to DPS, where DPS acts as a type of
holding company. This is evident in the fact that DPS has no authority to hire or fire the MVC
Executive Director. Instead, that authority is vested in the MVC Commussioners who serve as
unpaid volunteers. The Commissioners have only limited oversight of the MVC’s day to day

activities and no authority to direct Headquarters or Homes’ staff. In sum, the current structure
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In many Homes, staff movement has contributed to cross-contamination. At the onset of
the outbreak, staff typically were not assigned to work in a dedicated unit, but rotated across all
units. In two Homes, surges of cases were tied to COVID-19 positive staff who had moved
throughout the entire facility. While the Homes are now trying to dedicate staff to one particular
unit, staffing shortages have climbed, it is particularly difficult to assign dietary and environmental
services staff to a dedicated unit, and many staff continue to serve multiple roles in the Homes.
These staffing shortages could have been prevented, or at least mitigated. Prior to the outbreak, the
MVC Headquarters failed to make a contingency plan to address potential statfing shortages, and it
waited to coordinate with the VA until the Homes were in the midst of the current staffing crisis.
Currently, the VA and personnel from The Missouri Disaster Medical Assistance Team (“DMAT”)
are providing additional statfing as needed.

However, staff morale is low, and many are overwhelmed by the emotional toll of caring for
COVID-19 affected Veterans, the negative media attention, and the added demands of COVID-19
protocols—especially when many of them live in Missouri communities where mask mandates and
social distancing are not enforced. The Homes need to provide education about practicing
COVID-19 prevention measures when staff are in their own homes and communities, as well as
develop consistent policies regarding when staff who have been exposed to COVID-19 may return
to work. Staff should feel empowered to collaborate with Headquarters in the development of
policies and procedures.

The investigation also identified inconsistencies in the use of PPE and in the mitial screening
process, which may have contributed to cross-contamination. Staff wore only surgical masks prior to
the September outbreak. They had likewise been mstructed to use certain forms of PPE for a period
of time longer than recommended by the CDC. While the MVC has done an excellent job in
procuring PPE, the investigation revealed ongoing non-CDC compliant PPE use in the Homes.
These include wearing gowns from COVID-19 areas to non-infected areas, inadequate areas for
donning and doffing sterile gowns, a failure to propetly clean medical devices between uses, and
inconsistencies in how staff are screened to enter the Homes. For instance, some Homes allow self-
screening of staff and others allow employees to congregate without social distancing while awaiting
rapid screening results. These issues could have been prevented if the Homes had dedicated
mfection prevention to staff.

Finally, although the frequency of cleaning the Homes increased after the outbreak,

disinfectant products were not bemng used according to the manufacturer’s recommendations.
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examines events and facts predating the September/October COVID-19 outbreak. The
mvestigation means and methods were developed and selected by us based on our professional
judgement and experience, with the direction and gwmdance in particular areas of the MVC. This
report is not a comprehensive historical review of the Homes’ operations; instead, we studied the
facts and 1ssues as necessary to analyze the specific issues posed by the MVC.

Armstrong Teasdale conducted this investigation, in part, by interviewing individuals (via
video conferencing so as to protect the Veterans, staff, and Homes from further COVID-19
exposure) and by analyzing documents. While we did not have the authority to compel any
testimony or the production of any documents, most individuals we contacted cooperated in being
interviewed and providing requested documentation. We did not agree to conduct any interviews on
an anonymous basis. Accordingly, we included the names of important individuals within the body
of our report and also identified other individuals by their roles or titles.

In the course of this rapid nvestigation, between October 15 and November 10, 2020,
Armstrong Teasdale interviewed a total of 174 individuals, analyzed more than 900 documents,
directed Pathway Health, Inc. (“Pathway Health”) to conduct on-site audits of each Home, and
created a hotline for families and Veterans to share information and concerns. Based on upon the
mitial results of the investigation, Armstrong Teasdale issued early recommendations to the MVC
mtended to induce immediate action to reduce the spread of COVID-19 in the Homes. More
specifically, the Armstrong Teasdale team interviewed 99 individuals, from MVC Headquarters,
Homes’ staff, Missouri state employees, and Veterans. The interviews of Homes’ staff included
personnel from all levels of each Home’s operations - administrators, infection control personnel,
nurses, medical directors, certified nursing assistants, social workers, housekeeping, dietary, and
environmental services and interview of Veterans from each Home. We also interviewed MVC
Headquarters personnel, members of the State COVID-19 Fusion Cell (“Fusion Cell”), the Director
of DPS, and the State Epidemiologist.

This report, along with portions of the summary report, contains statements from
mterviewees presented as direct quotes. The quoted language represents the best approximation of
what was stated by the witness and is intended to convey the substance of the communication.
Unless otherwise indicated, the interviews referred to in our reports took place between October 15,
2020 and November 10, 2020.

To supplement our mnvestigation, the Emergency RFQ required the utilization of a subject

matter expert i the areas of long-term care: “clinical management, prevention and control of
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level. Missouri 1s among the hardest hit states with respect to the share of its population that has

contracted COVID-19.

Share of poputation with a reported case

== B ';'_
10200 1in 100 1in30 No cases
reported

B. COVID-19 in Missouri
1. Timeline

The first positive COVID-19 case in Missouri was announced on March 7, 2020.13 Six days
later, on March 13, 2020, Governor Michael Parson signed an Executive Order declaring a state of
emergency in Missoun i response to COVID-19.14 Missourt’s first COVID-19 death was
announced on March 18, 2020.15 On March 21, 2020, the Director of DHSS ordered state-wide
social distancing, stating all Missourians “shall avoid social gatherings of more than ten people.” 16

On Aprl 3, 2020, Governor Parson issued a state-wide “stay home” order stating: (1)
mdividuals shall avoid leaving their homes or places of residence; (2) individuals shall avoid social

gatherings of more than ten people; (3) all public and charter schools must remain closed for the

CONFIDENTIAL
ATTORNEY CLIENT PRIVILEGED COMMUNICATION/WORK PRODUCT





























































































































































































































































































































































































































































































































































































































































Cameron Veterans Home

Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.
Infection Control lead has multiple roles and spends approximately 15% of allocated time to IP activities, which does
not align with standards of practice
The Infection Control Nurse does not routinely maintain the Line Lists or cases of COVID, did not have a listing of those
veterans/employees who had exhibited symptoms as would be expected per standards of practice. Difficult to obtain
total number of COVID-19 status for veterans and staff. See report for details.
There was no evidence of general infection prevention and control policies and procedures as well as COVID-19
specific policies and procedures
No evidence of written pandemic response plan
Front line staff indicated they were not aware of infection control and COVID-19 policies and procedures as would be
expected per standards of practice
Identified there was no formal plan for process surveillance
Symptom Screening for veterans for all symptoms of COVID-19 was not present
Common area use and social distancing not consistent with CDC guidance
Process for screening and testing at entry was not consistent with guidance including social distancing, testing close
together
Veteran Placement did not consistently follow current guidance relative to quarantine and isolation guidance.
Signage does not reflect COVID-19 guidance
Cleaning and Disinfection does not follow current guidance for:

0 Equipment reuse

0 PPE cleaning and disinfection for reuse
PPE use per current guidance - breaks in practice identified

0 Use and reuse (30 times), storage, varying strategies for gown use, sequencing
PPE optimization — not in accordance with CDC guidance.
Dedicated staff on the COVID unit was not consistently practiced.
Education — content received from headquarters, materials were not present or available, directives via emails and
monthly Town Hall meetings were utilized
Communication flow related to COVID-19 guidance comes from Headquarters to Administration. Administration
manages communications. Unable to determine communication flow to direct care staff relative to updated guidance.

Attorney Work Product — Privileged and Confidential
Pathway Health, Inc. © 2020
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Describe:
X Hours allotted for Infection
Preventionist role — Describe:
XInfection Preventionist maintains a line
list
Veterans with s/sx or confirmed
COVID-19
Employees with s/sx or confirmed
COVID-19
XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department
Describe the Communication process if
supplies are running low
Describe the inventory process, burn
rate process for PPE
Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)
Familiar with PPE optimization process

Spend time discussing their role,
responsibility as the IP

Discuss the COVID status, and is this the
same process before, during COVID and is
it now your process

Describe fit testing process

Describe COVID-19 preparation, mitigation
and response process

symptoms

IP not aware of current burn rate or PPE supply

If her unit needs supplies, she contacts the Nursing Supervisor

Not aware of the inventory process for PPE

Able to describe the current N95 and Face shield reuse process, unfamiliar
with the differing levels of optimization

IP was open regarding not having enough time to keep up with tracking of
COVID-19 related data, stating “I just don’t have the time with working on
the unit.” She further noted that over the last “three weeks” they have
received increased assistance with staffing from the VA nurses and testing
supplies. The facility initially started with random testing, moved to two
day a week testing, and as more cases developed increased testing of
both veterans and staff. Stated that they just received the Abbott Point of
Care testing “2-3 weeks ago.”

Current rapid testing occurs daily with all incoming staff, on PCR testing
for all staff/veterans on Monday’s and Thursday’s

Was unable to provide any policies and procedures related to COVID-19
She was able to accurately describe the test fitting process and indicated
that all staff had been fitted

Policies and Procedures

Infection Control Policies and Proce-

dures

COVID -19 Policies and Procedures
e Screening for all

Administrator, DNS, IP, Staff Development Coordinator (SDC), and nursing
supervisors were all asked regarding accessing policies/procedures and
processes related to COVID-19. Response was there was nothing in
writing they could show to me, but they were “following the CDC
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Veterans

Staff

Visitors

Vendors, hospice, therapy
ERAY, Pharmacy

Supply delivery process

O O O0OO0OO0Oo

PPE
Veteran Placement (quarantine
process, confirmed COVID-19 pro-
cess)
Admission, re-admission, dis-
charge
Universal Source Control (Staff
and Veterans)
Visitation (when started, where
located, infection control
measures, documentation, etc.)
Hand holding stations
Aerosol generating medications,
nebulizer
Postmortem care
Testing

0 Overall

O Specimen process

0 Rapid Antigen POC

0 PCRand Lab process

O Reporting process
Reporting and Communication
process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication —to
whom and how communicated to
home and departments and staff)

0 Timing of reporting

0 Direction for reporting

0 Changes in reporting pro-

cess in last 3 months

Veterans psychosocial needs

guidelines, had 3Xweek calls with headquarters and were following their
directives.” During the interview with the nursing supervisors, they
indicated that they received communications regarding COVID via email
and during monthly “townhall” meetings.
They further noted that they felt that communication was slow to reach
them. Example they gave was they are responsible for staffing, but
currently did not know which staff members were positive
Administrator/DNS/IP were able to verbalize screening process and
placement process:
» Symptomatic veterans are rapid tested and if positive placed in
isolation for 10 days — a PCR test is also done to confirm
> Veterans returning from the hospital and those exposed are
placed in quarantine for 14 days
» Employees who test positive, quarantine for 10 days/positive 10
days
Hand holding visitation has stopped based on the recent outbreak
Currently no aerosol generating procedures
Testing results are reported up to headquarters and Health
Department by the Administrator
» All communal activities have stopped, veterans eating in their
rooms or in the common areas of units
» Evidence in the medical records reviewed contact with family
members/responsible parties via phone and tablet visits
» All veterans are monitored each shift for a change in condition
and specific COVID-19 symptoms
» Unable to produce a written pandemic response plan

YV V VY
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Communal activities

Dining

Special Care Unit specific

Hand Hygiene

Employee illness

Return to work

Education

Staffing and Staff assignment
Cleaning and disinfection — all de-
partments

X Change in condition for COVID-19
X Facility has a COVID-19 pandemic plan

Clinical Care and Veteran Monitoring for Change of Condition
Monitoring with COVID-19

X Systems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

XlIs the symptom list up to date for
CovID-19:

Fever or chills

Cough

Shortness of breath or difficulty
breathing

Fatigue

Muscle or body aches
Headache

New loss of taste or smell
Sore throat

Congestion or runny nose
Nausea or vomiting
Diarrhea

All veterans monitored q shift for s/s of COVID-19, if symptomatic, rapid
testing done and documented

Symptom list is updated

There is a COVID alert included on the electronic health record

No Root Cause Analysis process — it was difficult to get a clear number of
total COVID-19 positive veterans and current number of employees
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Trouble breathing

Persistent pain or pressure in the

chest

New confusion

Inability to wake or stay awake

Bluish lips or face
X Does the E H R have a system for alerts?
Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?
XIs there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

Entrance to Home — Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.
Entry access is limited, and the entrance
has screening stations.
X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas
XThose permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19
X Observe Screening criteria and process
includes temperature checks.
X Tracks and monitors for fever
X Tracks and monitors COVID-19
symptoms
Review screening process, log,
paperwork and questionnaire

All entering the facility are screened using a comprehensive questionnaire
and temperature check. Evaluator did leave a space blank to test
response and the staff member did pick up on the unanswered question
There is a video at entrance that repeats itself on hand hygiene, donning,
and doffing of PPE

Screening Process Observations:

> All enter through a coded door

» To the immediate left of the door is a table, where a member of
FEMA was checking temperatures and doing the rapid tests

» There was a plexiglass partition on the short end of the table
closest to the entry way,

» The FEMA worker then moved to the long side of the table where
she handed me a swab and instructed me on how to obtain my
specimen

> As avisitor, | had to sign in at the front desk with the receptionist
and complete the screening tool

» Other staff was also in the vicinity and was observed obtaining
their specimens within 2 feet of the FEMA worker — social
distancing not observed (or encouraged), at one point, 6 staff
members were standing in front of the long table waiting for
their results

» There was a staff member sitting at a separate table next to the
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long table. This staff member was wearing just a surgical mask
(which was observed pulled down several times), she was
checking in staff members who were getting PCR testing.

PCR testing was occurring between the 2 sliding glass doors, staff
member in full Tyvex suit and Papper — employee would enter
the area and be swabbed in the glassed-in area

COVID-19 - Confirmed or
Suspected
Status, Plan and System

OConfirmed positive or recovering COVID-

19 veterans are placed on COVID-19

Unit/Wing
X Co-horting or in a private room
XIf no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case
X All veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-
ed cases.
XVeteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

X Veteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

How long have these processes been in
place?

(2) units currently in use for active COVID-19 veterans — veterans were
observed in single rooms
Observations related to the COVID-19 units

>

>

There were (3) negative veterans on the COVID-19 unit who
refused to move from their rooms. According to the staff, they
stay in their room and staff puts a gown over their Tyvex suit
when entering the veteran’s room

The fire doors leading into the common area that is between both
the units, remains open d/t air flow

There was a table with regular gowns and then moving into the
common area, staff donning Tyvex gowns (unable to identify
rationale as to what/why need to don a regular gown to enter the
common area. Staff referred to the area a “clean”

The area was cluttered with staff personal belongings

Enter the COVID through a plastic wall, immediately to the right
was a room with 2 full trash cans with used PPE, unmarked face
shields on a bedside table and on the wall, (2) used gowns
hanging on the closet door, staff stated they use the room to don
and doff PPE

Proceed into the COVID unit through fire doors and another
plastic door

The staff was observed leaving the unit through the same entry
way with used N95 masks in place and exited through a doorway
in common area

(2) staff members coming to work (who were known COVID-19
positive) entered through the doorway in the common area
(wearing surgical masks) — no screening was done, they passed
several staff members who were not gowned — increasing the risk
of cross contamination

Since no screening was completed — not able to determine if
these staff members were symptomatic

No written processes outlining expectations

Confidential — For Quality Purposes Only




Communal and Congregate
Areas — Veteran Care

X Outings, group activities and communal
dining are adjusted per COVID-10 status

Explain the process, review policy
Describe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

X Social distancing is observed

Universal source control is observed
Describe the Special Care Unit process
for communal space and mitigation

X Terminal cleaning is completed after
each use

Facility has adjusted activities, which includes discontinuing communal
dining

Environmental Services able to describe terminal cleaning process,
sanitation crew comes to the facility and deep cleans common areas twice
weekly

Designated housekeeper on the COVID-19 unit

Most staff utilized N95 masks, but did not see consistently

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Describe what is used, accessibility, etc.

Hand Hygiene

OBSERVATION

Staff perform hand hygiene (even if gloves

are used) when indicated
X Before and after glove use
Before & after veteran contact
X After contact with blood, body
fluids or visibly contaminated
surfaces
X After contact with objects and
surfaces in the veteran’s
environment
X Before performing procedures
such as an aseptic task

Currently using Purell product which is readily available
Cross contamination observation:
» Observation of a meal on the non-COVID unit revealed the
following:
=  Multiple pour bottles and cartons were delivered from
the kitchen in large grey tubs with ice
=  During the mealtime, multiple staff handled the bottles
without performing hand hygiene
= The grey tubs with the bottles/cartons were then taken
back to the kitchen

Staff interviews and observations revealed no issues with availability of
Alcohol Based Hand Rub (ABHR)
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X After removing PPE
X Alcohol-based hand rub (ABHR) is
readily available
X Staff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
CJIf ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIStaff interviewed indicated there is an
adequate supply of hand soap and paper
towels

Cleaning and Disinfection

OBSERVATION
Supplies and Disinfection (multiple
departments)

Dedicated or disposable non-critical
care equipment is used

XReusable equipment is cleaned and
disinfected after use according to
manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

X Objects and environmental surfaces
that are touched frequently and are close
to the veteran are cleaned and disinfected
at least daily and when visibly soiled
XIStaff appropriately perform
environmental cleaning and disinfection
XIStaff appropriately reprocess reusable
equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Dedicated equipment available on the COVID-19 unit
Equipment cleaning observation:

> Observed staff utilizing BP cuff and thermometer on multiple

veterans without sanitizing between use

Observed staff cleaning medication carts and wiping down the nursing
stations and computers
Environmental Services (EVS) staff able to verbalize appropriate cleaning
and disinfection procedures and was observed using appropriate EPA
products
Facility awaiting 1-minute kill time product, had been using 5-6 minute
product
All EVS staff complete a check list for each room daily, which is reviewed
by the EVS manager
EVS manager has not observed/monitored EVS staff cleaning to ensure
competency
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Ask Staff:

Housekeeping/Environmental Services
Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Nursing

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Dining Services

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Activities/Recreation

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

PPE X All staff are practicing universal source
control (i.e. face masks)

XIStaff have been trained on selecting,
donning, and doffing appropriate PPE,
were staff tested, competency verification

XIf there are COVID-19 cased identified
in the facility, staff is wearing

in line with the most recent guidance.

XlObserve and describe — if extended or

recommended PPE for care of all veterans,

All staff are expected to wear N95s and face shields

Received verbal validation from the educator that all staff received
training on N95 mask re-use: Staff told they could use N95 “30 times”
before discarding, place in a paper bag with their name on it an open
alcohol swab at the bottom of the bag when not in use

Face shields were to be worn and reused: according to the educator, they
had been trained to wipe down their face shields and hang on a thumb
tack to dry, no length of time of use was identified

Educator stated training material came from headquarters
Observations revealed staff donning and doffing in the appropriate
sequence

PPE Observation
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re-use of PPE is practiced, describe the
home’s process
Necessary PPE is immediately available
upon entrance to the COVID-19 unit
OBSERVATION: (Nursing and Multiple
departments)
XStaff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance
Don
1. Identify and gather the proper PPE
to don.
2. Perform hand hygiene using hand
sanitizer.
3. Putonisolation gown.
4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).
5. Puton face shield or goggles.
6. Puton gloves.
7. Healthcare personnel may now
enter patient room.
(Doff) PPE
1. Remove gloves.
2. Remove gown.
3. Healthcare personnel may now ex-
it patient room.
4. Perform hand hygiene.
5. Remove face shield or goggles.
6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

» Multiple staff interviews revealed that it was not clear if mask was
30 days or 30 times — several also indicated they were taking the
bags home

» Observations on each unit and in the women’s locker room,
revealed paper bags with no identifiable date, some had names,
others did not

> Observations also revealed face masks without names, some
hanging, others found on tables and in nursing stations — was
unable to determine if they were in use

» Observations and interviews surrounding use of PPE revealed
there was no common practice and no monitoring to ensure staff
were compliant with outlined expectations

e Signage

» Signage does not clearly indicate PPE necessary for entrance

» Multiple signs at each entrance

> Signage at the entrance of all units was the same and included
donning gloves, but there were no gloves available with the
gowns

> There was a small, printed sign that was on the doors that had
gloves crossed out, but the large, laminated CDC signs still were in
place indicating use of gloves

> There was no signage on the COVID-19 units to indicate isolation

» Multiple observations of trash large and small trash cans
overflowing with PPE
» In the donning and doffing room located on the COVID positive
units, the biohazard trash bins were located immediately when
you entered the room. These bins were observed full on one unit,
thus providing an opportunity for cross contamination when
exiting the room after donning clean PPE
e \Veterans were wearing masks
e Hand sanitizer accessible
e EVS, maintenance, dietary, and therapy staff all observed utilizing
appropriate PPE

e Laundry Observations:
» Laundry from the quarantine and isolation units is supposed to
have a blue tag — currently not using specific biohazard bags to
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7. Perform hand hygiene after re-
moving the respirator/facemask
and before putting it on again if
your workplace is practicing re-
use.*

XISignage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
Is hand sanitizer is accessible location
X Veterans are donning face masks
whenever:

0 leave their room

0 leave facility for essential medical

appointments

General observations of universal
source control and PPE use per guidance
in multiple departments — describe

delineate contaminated laundry

» Do have a designated washer and dryer for COVID use

» Laundry staff member was observed sneezing with mask down,
then handling clean pillows

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

X Facility has a plan for admissions that
aligns with guidance

Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

XIReadmission has a plan for admissions
that aligns with guidance

Facility has a process for veterans who
have routine medical appts (i.e. dialysis)

Charge nurse and house supervisors able to verbally confirm process for
admissions and placement: Positive admissions to isolation for 10-20
days, unknown or negative to quarantine for 14 days. Veterans that go to
medical appointments return to assigned rooms.
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Communication Process

Communication Requirements
Describe process for communication of
COVID status
X Describe designated person assigned
responsibility for daily communications
with:

LIStaff

[IVeteran

OFamilies

[ Headquarters
X All communications include status and
impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated
education as needed

Communication observation:

>

>

Managers and staff interviewed indicated that the administrator
was the one who provided the communication related to COVID
updates

The house supervisors (spoke with day and evening) indicated
that they felt as if communication needed to improve (unaware of
current employee status), infrequent email updates — one stated
“I feel like | am flying by the seat of my pants and am the one that
is here and responsible for the care of these veterans, without
clear direction”

Discussion with (2) maintenance employees revealed that the
Friday before Columbus day they had been called in “about 0530,
to move multiple veterans, but had not been told who was
positive and who was negative” They further noted that
communication could be better

Record review revealed documented communication with family
members regarding COVID status of the veteran

Staffing and Staff Contingency
Related to COVID-19 and
Outbreak

X There is a policy and procedure for

staffing strategies in an emergency and is

part of Emergency Preparedness plan

X The plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are
COVID-19 positive
X Limiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff
between floors or wings during
the period they are working for
the day

X An established policy to minimize the

number of staff interacting with each

veteran

X List the designated person assessing

responsibility for conducting a daily

No written policy available for review

Currently, the facility had assistance from outside VA nurses — 14 day tour
doing 12 hour shifts — they had their own supervisor present in the facility
According to the house supervisors, they do their best to ensure
consistent staffing on the units
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assessment for staffing needs including
back up plans as needed

Education, monitoring and
screening of staff

X Staff education has been provided
education about COVID-19 including
(when did it start, how often, when was
the last education, do you have any
written resources to use after you have
been educated and where are they
located)

XISigns and Symptoms of COVID-

19

X How it is transmitted

X PPE

Cleaning and disinfection

X Prevention strategies

Social distancing

Universal source control

Hand hygiene

Visitation

Common use areas

Testing — (licensed nurses)

Xldentification and reporting of

change of condition

X Screening criteria
Training Materials — who develops,
where does the information come from,
who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

Staff Development
Coordinator discussion

Describe and review training provided
Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

Describe competency verification

Interview with the Staff Development Coordinator revealed facility
started education in March 2020
Directives come from headquarters to her through the administrator
Email appeared to the main conduit for communication, there is a
monthly Town Hall meeting where there is a review of current initiatives
around COVID
Education observations:
> Educator was asked about who provided education updates to the
staff during the recent outbreak, she stated “she did not know”
» Educator could not produce any materials, policies, or procedures
for review
» During an interview with the maintenance employees, they stated
that at “one point in time, there seemed to be confusion
regarding isolation, they had quarantine and isolation backwards
—it’s right now” They stated it was when the outbreak first
occurred
Educator indicated they had competency validations on all staff for PPE
utilization, symptom identification, and regarding isolation
Training material comes from headquarters
Donning/doffing video is on 24/7 at the employee entrance
Monitoring observation:
> Staff confirms training and validation following training, but no
on-going monitoring of compliance with expectations
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process for: (PPE, Hand hygiene,
screening, etc.)

Describe process when breaks in
practice are identified

Interview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the
process is, observe PPE use and alighment
with P&P as well as training)

Record Review

Review 2 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and
post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)
e Review a time span 14 days prior
and post COVID diagnosis
e Change of condition —immediate
identification
e Monitoring of resident prior to
and post positive result
e Documentation
e Reporting
e Notifications
e Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)
e How long it took to get results
e Asymptomatic — what was the
process, mitigation, placement
e Roommate review of chart
e Did veteran placement change

Records for review were identified during interviews with the house

supervisors

All veterans were being monitored g shift for s/s of COVID
(4) records were reviewed, 3 positive veterans and 1 with a roommate
> Veteran #1:

Nursing notes (NN) 10/7/20: Symptomatic with low grade
fever, rapid test done negative

NN 10/9/20: Resident moved to quarantine

NN 10/11/20: Resident with decreased 02 sat (88%),
rapid test negative

NN 10/13/20: Increased weakness, SOB, 02 sat (78%),
transferred to hospital

NN 10/14/20: Died in hospital with dx of hypoxia and
COVID positive

COVID care plan in place

> \Veteran #2:

NN indicate weekly COVID testing and veteran remained
asymptomatic and COVID negative

NN 10/15/20: Rapid test positive and veteran moved to
isolation

COVID-19 care plan in place

Appropriate notifications

> \Veteran #3:

COVID care plan in place and updated
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occur?

Care plan change

Special treatments

Nebs, CPaP, BiPaP, aerosol
generating, trach

Dialysis

Did the veteran leave for external
appts prior to COVID diagnosis
Any visitors or visitations occurred
prior, during — also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

e Veteran asymptomatic with negative, PCR COVID tests
weekly until 10/3/20

e NN 10/3/20: Positive COVID PCR test moved to isolation

o NN while in isolation indicate asymptomatic until
10/10/20

e NN 10/10/20: Veteran with increased wheezing, elevated
pulse, was transferred to hospital

e NN 10/17/20: Veteran on vent

e 10/25/20: Veteran died in the hospital

> Veteran #4:

e COVID assessment and care plan in place

e NN 10/7/20: PCR COVID Positive results, placed in
isolation, asymptomatic

e Continued to be tested and remained positive 10/24/20
and 10/26/20

Staff Interviews - Additional

All Departments

Questions during observation
process and meetings

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people
from every department including one
charge nurse, one-unit manager and one
house supervisor):

Do you know where the COVID
related P&P Manual is?

0 Canyou show me?
Do you have one for example, on
PPE donning and doffing?
Do you use the P&P Manual for
direction?
How often have you accessed the
P&P since March?
Have there been any changes to
the policies?
How are you informed of the
changes of the Policies?
Nurses — Discuss your process for

Multiple interviews conducted with all departments
Response to availability of specific policies/procedures was the same:
» Nursing assistant: “l don’t know where they are”
» EVS: “l get my directions from by supervisor and don’t know
where | would find COVID policies”
» House Supervisors: “They are not in Sharepoint, | have looked”
> Nursing: “l would call the administrator for directions if | had a
guestion regarding placement of a COVID positive veteran”
See comments in IP section
PPE Procurement:
> Supply manager does a daily count of PPE
> Has no difficulty obtaining from assigned suppliers
> The supervisors keep a stock of PPE — if they run out, they contact
the administrator who tells them where a key is to the supply
room. The key placement is moved based on control concerns
> Supply manager has an employee who stocks the units
See comments in EVS section
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admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?

o Nurse —How is it determine when
a veteran comes off of COVID-19
unit or quarantine?

e How have polices changed since
positive COVID cases?

IP Lead

Describe your role in managing care for
veterans with infections?

X Do you routinely participate in calls with
headquarters and describe your role in the
overall COVID plan?

Describe your Line List or tracking
process? Veterans, staff

X Do you participate in decisions about
isolation, quarantine, monitoring,
screening, PPE use, policy development,
training, staff supervision?

XWhat is your reporting relationship to
the clinical analyst? Headquarters
Infection Control lead?

X Are you aware of CDC and DHHS COVID-
19 guidelines and recommendations? Do
you utilize those in the decision process
for COVID guidance?

X Discuss how you collaborate with non-
clinical departments within your home
Describe your process for reporting and
communicating infections and COVID
cases

X Are you involved in the overall COVID
prevention processes —including testing of
veterans and staff, data collection,
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reporting of outcomes,
XIWho communicates with the LDPH?
Do you conduct contact tracing?

Describe how you work with
Procurement Officer, Environmental
Services and other departments related to
COVID-19 and Infection Control

PPE Process for IP

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Procurement Officer

CJPPE —Who is assigned to replenish
supply of PPE on each unit and
department

[ Describe the Communication process if
supplies are running low

[ Describe the inventory process, burn
rate process for PPE

[ Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

[ Describe how much PPE inventory that
is currently available in house

[ Describe the process for procuring PPE
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Environmental Services Lead

Describe how you oversee the
housekeeping staff’s disinfection process
X How often are surfaces in common
areas disinfected

X Where are the cleaning and disinfection
polices located, describe accessibility?
Describe the process for selection of
disinfectants used, when did you start
using EPA List N products

Describe the laundry process

Do you utilize consistent assignment? If
not do they start negative unit to positive?

Additional Observations and
Summary
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Cape Girardeau Veterans Home

Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

Infection Control lead activities are being managed by the Director of Nursing Services, rather than the Infection
Control Nurse
The Infection Control Nurse does not routinely maintain the Line Lists as would be expected per standards of practice
0 Reporting of infections is completed to the DNS weekly or more often as identified, not as soon as identified as
would be expected per standards of practice
There was no evidence of general infection prevention and control policies and procedures as well as COVID-19
specific policies and procedures
Front line staff indicated they were not aware of infection control and COVID-19 policies and procedures as would be
expected per standards of practice
Symptom Screening for veterans for all symptoms of COVID-19 was not identified.
Charting is completed by exception; therefore, it does not identify evidence of routine screening of COVID-19
symptoms.
Common area use and social distancing not consistent with CDC guidance
Screening of Staff and Visitors — Active screening was not consistently completed as would be expected per standards
of practice
Veteran Placement did not consistently follow current guidance relative to quarantine and isolation guidance.
Signage does not reflect COVID-19 guidance
Cleaning and Disinfection does not follow current guidance for:
0 Equipment reuse
0 PPE cleaning and disinfection for reuse
Social distancing is not consistent since initiation of outbreak
PPE use per current guidance - multi breaks in practice identified
0 Use and reuse, storage, varying strategies for gown use, sequencing
PPE optimization — not in accordance with CDC guidance.
Dedicated staff on the COVID unit was not consistently practiced.
Veterans not consistently following universal source control
Communication flow related to COVID-19 guidance comes from Headquarters to Administration. Administration
manages communications. Unable to determine communication flow to direct care staff relative to updated guidance.
The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.

Attorney Work Product — Privileged and Confidential
Pathway Health, Inc. © 2020
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X Infection Preventionist is assigned other
duties in the facility

Describe: DON

X Hours allotted for Infection
Preventionist role — Describe: 60-70%
XInfection Preventionist maintains a line

list

o Veterans with s/sx or confirmed
COVID-19

o Employees with s/sx or confirmed
COoVID-19

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department Procurement team

Describe the Communication process if
supplies are running low call, shift sup has
access

Describe the inventory process, burn
rate process for PPE: HQ

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Familiar with PPE optimization process

Spend time discussing their role,
responsibility as the IP

Discuss the COVID status, and is this the
same process before, during COVID and is
it now your process

Describe fit testing process: SDC and HIM
trained.

Describe COVID-19 preparation, mitigation
and response process

Infection Control Nurse (ICN) or Infection Control Lead tasks include:
surveillance, antibiotic stewardship, education, audits (COVID and routine IPC
auditing), TBP, APIC guidance for infection criteria, mapping, reporting, weekly
and monthly reporting and data monitoring, and coordination and oversight
of unit manager IPC activities.

Unit managers’ report IPC activities including management of TBP,
observations for change of condition, antibiotic use, infections and reporting
to the DNS weekly or more often as identified.

See discussion below for Personal Protective Equipment (PPE) optimization.
Head Quarters (HQ) provided guidance on PPE optimization needs.

e Facility team designated off wing areas (office space) for COVID care unit
and observation, and this was apparently used with first case in July.

e This was abandoned in September with surge and eventually 2 halls on all
3 wings were deemed COVID +.

e |t was reported that HQ was making bed placement decisions and guiding
veteran reassignments.

e Currently 1 hall of the dementia wing remains designated, though the
plastic barrier walls and zipper doors remain in place on all wings. Wing C
unit manager stated she has 1 empty hall, terminally cleaned and ready
for observation status if needed.

e Entry screening started in March with limits on activities and visitors.

e PPE use per HQ guidance, see below
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Policies and Procedures

Infection Control Policies and Proce-
dures
COVID -19 Policies and Procedures

e Screening for all

0 Veterans

Staff
Visitors
Vendors, hospice, therapy
ERAY, Pharmacy
Supply delivery process

O O O0OO0Oo

e PPE

e Veteran Placement (quarantine
process, confirmed COVID-19 pro-
cess)

e Admission, re-admission, dis-
charge

e Universal Source Control (Staff
and Veterans)

e Visitation (when started, where
located, infection control
measures, documentation, etc)

e Hand holding stations

e Aerosol generating medications,

nebulizer
e Postmortem care
e Testing
0 Overall

O Specimen process

0 Rapid Antigen POC

0 PCRand Lab process

O Reporting process

e Reporting and Communication

process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication — to
whom and how communicated to
home and departments and staff)

O Timing of reporting

DNS reports policies and procedures (P&P) come down from HQ, though the
DNS work group has input and reviews policies, shares ideas for best practice,
and recommendations for policy revisions.

IP P&P were reported to be on the computer and accessible by all staff.

Administration support staff queried for this and was able to locate a blood
borne pathogen P&P on the computer. No other policies were available.

Charge nurse queried and a nursing manual was located, which did not
contain any infection control P&P.

Charge nurse stated he would query his unit manager for this and get back to
auditor (though audit ended shortly thereafter).

Certified Nursing Assistant (CNA) queried and she stated she did not know.
She had never viewed an IP P&P, but if had questions she would query Staff
Development Coordinator (SDC).

Visitation

Outdoor visiting description in line with CDC guidance. June to July and briefly
in August, discontinued since then

Closed window visits continue

Hand hold station was not started.

Postmortem Care

Change to postmortem process: FH do not enter the building.

Testing

Testing started in the spring with 1-2x a week testing (PCR)

Rapid POC testing available in early September.

PCR collected Mon/Thurs and Rapid POC collected the remaining days for
veterans and staff. This auditor tested with the Rapid POC both days of the
audit.
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0 Direction for reporting
0 Changes in reporting pro-
cess in last 3 months
e Veterans psychosocial needs
e Communal activities
e Dining
e Special Care Unit specific
e Hand Hygiene
e Employee illness
e Return to work
e Education
e Staffing and Staff assignment
e Cleaning and disinfection — all de-
partments
X Change in condition for COVID-19
X Facility has a COVID-19 pandemic plan

DNS and Administrator share the reporting responsibilities to MO DHSS and
HQ.

Veteran hand hygiene wash clothes (soapy water, per staff report) available at
3 observed meals, but inconsistently offered and assisted with by staff.

e Veterans observed in all common areas, 1 hour prior to mealtimes,
contrary to what was communicated to the auditor; veterans were to be
guarantined to their rooms.

Clinical Care and Veteran
Monitoring

Monitoring for Change of Condition
with COVID-19

X Systems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

(Describe their screening and monitoring
process)

XlIs the symptom list up to date for
CovID-19:

Fever or chills

Cough

Shortness of breath or difficulty
breathing

Fatigue

Muscle or body aches

Monitoring of Veterans Temp and oxygen (02) Q4 hours.

Collected by CNA and recorded in EHR. Charge nurse is to review and alert
shift supervisor or unit manager to any concerns.

Charting by exception for additional s/s of COVID.

Respiratory assessment and progress note for “Condition charting” initiated
with any identified s/s or change in vitals.

Vital parameters consistently reported by nurses in interview. (Temp >=100.4
and/or 02 sat <= 90).

No nurse reported routine query of veteran for additional COVID s/s.

Charge nurse, shift supervisor, and CNA queried about s/s of COVID and were
able to report most to auditor.

Charge nurse did state he is alert to any temps above 99.3 or changes to
respiratory status and would initiate assessment and monitoring at this time.
No nurse reported isolating the veteran as a first step after identification of
possible s/s.

Collection a Rapid POC test and calling the shift supervisor/medical director
were more often reported as first steps.

Charge nurse also reported Q2 hour vital signs (VS) for 1 hall due to positive
staff and mandatory gown change upon exiting this hall, though this was not
evident in the signage or communicated to the auditor during earlier
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Headache

New loss of taste or smell

Sore throat

Congestion or runny nose

Nausea or vomiting

Diarrhea

Trouble breathing

Persistent pain or pressure in the

chest

New confusion

Inability to wake or stay awake

Bluish lips or face
X Does the E H R have a system for alerts?
Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?
XIs there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

observations.

Most s/s listed on entry questionnaire for staff and visitors.

e Unit manager described use of an EHR tool (“hot chart” ?) to quickly
identify change charting for her wing.

DNS reports the Root Cause Analysis (RCA) process is not yet complete for the
outbreaks.

She reports community COVID activity and changes to state and county mask
and social distancing requirements as likely contributing factors.

Entrance to Home — Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.

Entry access is limited, and the entrance
has screening stations.

X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas

X Those permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19

X Observe Screening criteria and process
includes temperature checks.

Large entry space with room for social distancing with entry of multiple staff.
Signs with instructions, s/s, prevention, hand hygiene (HH).

Screener experienced and trained.

Rapid POC or PCR test (per current schedule) administered at this point, staff
wait for results (rapid only) prior to proceeding to duty area.

MO Disaster Medical Assistance Team (DMAT) assisting with entry screening
and testing.

This auditor was also fit tested for the N95 at entry by the SDC.

Any outlier on entry questionnaire is reported to shift sup for further
direction.

Exit Temps are also collected and recorded. When this auditor exited, a staff
person had to be located by the auditor to verify the exit temp and record.

Entry signage states the door locks at 7pm. Administration reported this was
manned at all times until locked (“around dusk”)
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X Tracks and monitors for fever
X Tracks and monitors COVID-19
symptoms

Review screening process, log,
paperwork and questionnaire

e Auditor exit between 530 to 6 pm: no staff present at entry station.
Auditor located the Activity director close by who stated this can happen
and staff are to find someone to sign-off on exit temp. She performed this
for the auditor.

e |t seems possible a visitor could have gained entry to building without
being observed or screened.

COVID-19 - Confirmed or
Suspected
Status, Plan and System

X Confirmed positive or recovering

COVID-19 veterans are placed on COVID-

19 Unit/Wing
X Co-horting or in a private room
OIf no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case
X All veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-
ed cases.
X Veteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

X Veteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

How long have these processes been in
place?

Current plan:

A200: COVID isolation unit. 3 positive, with 2 moving out today. Will return to
their usual room

C100: empty and terminally cleaned. Ready for observation/PUl if needed.

C100 for new admission or reentry for veteran who is not deemed positive or
COVID recovered.

COVID recovered are returned to their usual room with no additional
precautions.

Veterans who develop signs and symptoms (s/s) are maintained in their
current room with no additional precautions until return of the Rapid POC or
PCR test. Stated logic for this that all wings are using full PPE with all Veterans
and changing between. (though this was not the practice observed or
reported by staff)

Bed placement and cohorting decisions are a team approach including
administration, pertinent department heads, and unit managers.
Administration team reports this is very individualized due to all the potential
scenarios and they use the CDC to guide decisions.

Medical director remains highly involved and provides final clinical clearance
prior to deeming the veteran recovered. Rapid POC testing was also reported
prior to moving off the COVID isolation hall for one veteran moving today.

This process has been evidently evolving. DNS reported HQ made many bed
placement decisions in and around the September outbreak and was still
involved in guiding these decisions.
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It is also of note that many single and double veteran rooms share a common
bathroom, accessed in the common hall area. Few rooms have in-room
bathrooms. Shower and bathing rooms are also common to the hall.

Communal and Congregate
Areas — Veteran Care

X Outings, group activities and communal
dining are adjusted per COVID-10 status

Explain the process, review policy
Describe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

X Social distancing is observed

Universal source control is observed
Describe the Special Care Unit process
for communal space and mitigation

X Terminal cleaning is completed after
each use — describe the process

Describe

March 8-9: outings discontinued, dining adjusted

Staff reported veterans quarantined to rooms, though this was not evident on
any of the wings.

Veterans observed accessing outdoor smoking areas, sitting in common areas,
some evidently brought by staff as they were in BRODA/GERI style chairs.
Most wearing masks, except those observed in common areas on the
dementia/secured wing

All wings with many chairs and seating options, not socially distanced set up.
Though veterans observed were social distanced.

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Describe what is used, accessibility, etc.

Hand Hygiene

OBSERVATION

Staff perform hand hygiene (even if gloves

are used) when indicated
X Before and after glove use
Before & after veteran contact
X After contact with blood, body
fluids or visibly contaminated
surfaces
X After contact with objects and

All staff report ample Alcohol Based hand Rub (ABHR) and HH supply
throughout pandemic period.

Shift supervisors perform daily auditing of no less than 10 staff per shift and
return results to DNS.

Audit tool reviewed, does not contain specific steps for check off, though
some supervisors included content of re-education if needed.

Shift supervisor and unit manager reported daily checks of CNA staff for
competency of HH.

Observations of soap and water and ABHR HH technique demonstrated good
compliance with technique and time.

Observations:
2 staff observed to ‘fan’ hands in the air in attempt to dry the ABHR rapidly.
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surfaces in the veteran’s
environment e Staff report education and frequent/daily observations and auditing.
X Before performing procedures [¢  No staff reported lack of supplies for HH
such as an aseptic task
X After removing PPE
X Alcohol-based hand rub (ABHR) is
readily available
XIStaff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
X If ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIStaff interviewed indicated there is an
adequate supply of hand soap and paper

towels
Cleaning and Disinfection OBSERVATION e Staff reported correct disinfection procedures in interview.

Supplies and Disinfection (multiple e Alcohol wipes, moist wipes, cavi wipes, microkill bleach wipes, dispatch, Virex

departments) I, Oxivir TB, equate beauty original clean wipes, and Expose Il all observed in
PPE area, veteran wings, and/or in use by ancillary staff. Not all are EPA List N.

X Dedicated or disposable non-critical e Staff reported different surface times for Virex Il and Oxivir TB in interview.

care equipment is used e 2 CNAs queried for disinfectant for lifts. Both had to look a few places to find

XReusable equipment is cleaned and it, despite 1 having just finished using a lift and purportedly cleaning it.

disinfected after use according to
manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

X Objects and environmental surfaces
that are touched frequently and are close
to the veteran are cleaned and disinfected
at least daily and when visibly soiled
XIStaff appropriately perform
environmental cleaning and disinfection
XIStaff appropriately reprocess reusable
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equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Ask Staff:

Restorative/Therapy

Dining Services

Activities/Recreation

Restorative/Therapy

Contract Skilled therapy discontinued for 3 months (March to June time
frame)

Restorative staff utilized to work on veteran wings 9/3-10/13, during
outbreak.

All are now back to working, though all services provided in rooms. Equipment
is not stored in rooms, but taken and sanitized when treatments completed.
Reduced restorative dining services due to need for social distancing.

Regular assignments, if working COVID +, this is the last stop prior to end of
work day. PPE gown and gloves reported as changed between veterans.
Contract therapists follow the same practices.

Dining Services

Dining transitioned to 1 veteran per table, 1 unit at a time (spring) to on unit
dining in communal spaces or rooms (until July). Since then all dining is on
unit and in room (though all observations of dining included some veterans in
the common areas eating, though socially distanced).

All paper except utensils which are returned and washed accordingly.

No concerns in kitchen tour.

Carts for meal delivery are open framed carts with no cover or protection for
trays of food and drinks (all in closed containers), silverware rolled with
napkin, but uncovered.

Dietary manager and staff report frequent team observations and
demonstrations for PPE use amongst their team.

Observation:

CNA collecting used meal trays, sorting trash and utensils for disposal or
return to kitchen, from room to room without hand hygiene and glove
changes. ABHR performed on gloves, without glove change once in this
observation.

Activities/Recreation
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March 9™: volunteers, visitors, outings ended.

Group activities, by wing and with social distancing occurring in large
common areas through July.

Communal activities on the wing using social distancing at table in common
areas and doorway activities until outbreak in Sept.

Now all room-based activities, 1:1. Reported appropriate HH and glove use
(this also observed by auditor)

Dedicated staff.

Oxivir and disinfection wipes used for activity supplies.

Maintenance staff not made available for this audit.

PPE

X All staff are practicing universal source
control (i.e. face masks)

X Staff have been trained on selecting,
donning, and doffing appropriate PPE,
were staff tested, competency verification

X If there are COVID-19 cased identified
in the facility, staff is wearing
recommended PPE for care of all veterans,
in line with the most recent guidance.

X Observe and describe — if extended or
re-use of PPE is practiced, describe the
home’s process

Necessary PPE is immediately available
upon entrance to the COVID-19 unit

OBSERVATION: (Nursing and Multiple
departments)

X Staff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance

Don

1. Identify and gather the proper PPE

2 staff observed in closed office space, SD, but 1 without face mask.

Evidence of recent and ongoing emphasis on PPE use, donning, doffing, and
hand hygiene.

Shift supervisor shared current audits including daily auditing of above tasks,
goal of at least 10 staff observed for each supervisor shift.

Unit managers, charge nurses, and CNAs all report daily auditing, donning and
doffing demonstrations, and competencies.

Current PPE use started on 9/8 (per SDC records), prior to this date staff
report use of surgical mask universally and standard precautions.

It was not reported that any changes to PPE use occurred with the first
outbreak in July.

Unit staff and managers’ report reuse/extended use strategies for gowns, eye
protection, and N95 masks.

Masks worn for a shift, not removed, and discarded at the end of the shift.
Eye protection extended for useful life (goggles or shields). Some staff use
facility issued and some staff have purchased goggles for their own use. These
are disinfected and the end of the shift and stored in bags on the assigned
wing or in bags in their personal cars (more often in the case of goggle use)
Disinfection of shields and goggles was reported as a necessary step upon
leaving any of the veteran wings (as part of the doffing process) though this
was not routinely observed.

Gowns worn on all wings, though varying strategies to reuse the gowns were
demonstrated.

Gowns worn throughout the shift on A wing, changed only if soiled. (all
veterans are COVID recovered)

A200(COVID isolation hall): Gowns from A worn into A200, though removed
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to don.

2. Perform hand hygiene using hand
sanitizer.

3. Putonisolation gown.

4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).

5. Puton face shield or goggles.

Put on gloves.

7. Healthcare personnel may now
enter patient room.

o

(Doff) PPE

1. Remove gloves.

2. Remove gown.

3. Healthcare personnel may now ex-
it patient room.

4. Perform hand hygiene.

5. Remove face shield or goggles.

6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

7. Perform hand hygiene after re-
moving the respirator/facemask
and before putting it on again if
your workplace is practicing re-
use.*

XISignage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

upon exit from A200. Med techs store A200 gown in transition space to wear
again when entering multiple times a shift, apparently changing gown in the
transition space.

B wing actively utilizing hooks in veteran rooms to store dedicated gown for
use during cares and on current shift. Gowns donned upon wing entry,
removed in room or just outside room, ‘in-room’ gown donned, cares
provided, ‘in-room’ gown doffed, wing gown donned.

C wing had hooks in veteran rooms but these were mostly empty and staff not
observed utilizing them. Gown donned upon entry to wing, changed when
cares are provided or close contact (definition varied by staff member) and
fresh gown donned. Additionally, charge nurse reported gowns were to be
changed upon exiting either hall, though this was not posted or
communicated during earlier observations

Queried Administration (DON and Administrators) just prior to exit and they
reported only reuse/extended use plan currently active were the N95 and eye
protection as noted above.

Donning and doffing sequencing for entry and exit of wings was muddled.
Signage at wing entries did not match. (many signs, some with different steps
and sequencing.)

Staff observations of donning were essentially the same, but exit doffing
varied.

Some staff observed doffing gown, gloves on wing, some doffed off wing (in
donning area). 1 staff doffed gown in donning area, but kept gloves on and
proceeded to pick up her lunch and return to wing area. Not clear if she did
change gloves (this was communicated to unit manager at the time).

Very infrequent observation of staff disinfection eye protection, including
when exiting the COVID isolation hall,

Query of administration upon exit for clarity of doffing process and this
differed from observations, including which side of door to doff gloves, gown,
and shield (in wing or out of wing) and when or if shield/goggle disinfection
would occur. Additionally, supplies and availability of supplies for disinfection
varied across wing entry/exit spaces.

Overwhelming quantity of signage at all PPE stations, entry, exit areas.
Droplet Transmission Based Precautions (TBP) signage not consistent with
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X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
Is hand sanitizer accessible location
X Veterans are donning face masks
whenever:

0 leave their room

0 leave facility for essential medical

appointments

General observations of universal
source control and PPE use per guidance
in multiple departments — describe

CDC COVID TBP

Sequencing signage for PPE donning and doffing did not all instruct the same
sequences.

Contact TBP sign on entry to one hall, though unit manager did not know why
(this was reported as accidental and promptly removed)

1 veteran room with “keep door closed” sign at entry, though door was open
and CNA in this hall did not know there was a veteran in the hall until auditor
pointed it out (only one veteran residing on this hall during observations) so
could not provide further info.

Observations:

1 medication cart observed with med cup with medication in it, uncovered
and no staff present.

COVID + unit with 3 veterans, 2 reported to transfer out today. 1 of these with
reported “catheter issue”. Observed shift supervisor and unit manager from
the veteran’s home hall called into isolation hall to assist with catheter, rather
than transferring the veteran out of the isolation hall as additional, non-COVID
hall staff were needed.

A number of staff observed in gowns that did not adequately meet in the back
for full coverage. Discussed with unit manager who reported all gowns are
‘one size for all’. She suggested 2 gowns might be used, though no directive for
this and the staff may get too hot.

2 staff observed with N95 straps improperly positioned on head.

Staff on all wings observed exiting veteran rooms and walking through
common areas to discard gloves and/or gowns, HH, and obtain replacement
PPE. Often walking to multiple locations to achieve all these activities.

2 gowns hanging in entry way to COVID unit (for medication aide use) though
staff were already in the unit and it seemed unlikely 2 additional aides were
working. Gown hooks positioned such that PPE doffing guide was not visible
without moving these used gowns.

3 nurses/medication aides observed reaching under PPE gown and into
uniform pocket for medication cart keys.

1 CNA observed reaching under PPE gown to place hands in pockets.

PPE supplies in wing communal areas (halls) stored in a variety of locations
including PPE carts, on tables, in a bucket next to a potted plant (touching
clean gowns), cabinets.

PPE supply carts often with miscellaneous stuff and PPE piled in disarray on
the top
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o 1 staff observed with gown not tied at the top, falling off shoulders.

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

X Facility has a plan for admissions that
aligns with guidance

Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

XIReadmission has a plan for admissions
that aligns with guidance

Facility has a process for veterans who
have routine medical appts (i.e. dialysis)

Currently not taking admissions, staff report only a couple since March.
DNS states admission process includes Veteran assessment, COVID PCR test,
rapid test, and observation/PUI status upon entry.

Placement discussed in another section.

Observation:

One readmission during observations. This veteran, COVID recovered,
returned to his private room, no additional precautions different from wing
PPE practices. Observed sitting out in common area the next morning.

Same practice for another veteran on the same wing who transferred out to
the ER and returned over the night hours, COVID status not shared with
auditor.

Communication Process

Communication Requirements
Describe process for communication of
COVID status
X Describe designated person assigned
responsibility for daily communications
with:

X Staff

XVeteran

X Families

Headquarters
X All communications include status and
impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated

education as needed

Describe

Staff all reported excellent communication with administration.

Tools for communication noted in education section.
Status reports at morning report and communicated to nursing teams and
ancillary departments.

Administration manages communication with staff and HQ

Social services communicate with veterans and families.

Reported communications every 1-2 weeks since March including COVID
status (+ staff/veterans, but no PUI or s/s that are not confirmed), current
policies, changes to procedures.

Communications are often scripted and reviewed by 2 social services staff and
administration to ensure a consistent message.

Occasional communications are relayed from HQ and are scripted by HQ.

Staffing and Staff Contingency
Related to COVID-19 and
Outbreak

X There is a policy and procedure for
staffing strategies in an emergency and is
part of Emergency Preparedness plan

DNS manages nursing staffing.
HQ provides emergency staffing plan and has supplied some nurses. None
needed currently.
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X The plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are
COVID-19 positive
X Limiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff
between floors or wings during
the period they are working for
the day

X An established policy to minimize the

number of staff interacting with each

veteran

XList the designated person assessing

responsibility for conducting a daily

assessment for staffing needs including

back up plans as needed

DNS states she also has access to agency staff, but would use as last resort.
DMAT staff for assistance with entry screening and testing.

Dedicated nursing staffing since March, other departments report this since
March or earlier.

Ancillary departments report some limitation to staff entering COVID hall,
though this was not evident in nursing.

Nurse and CNA observed on unit, 2 additional nurses called in to assist with a
catheter, and unit manager reported medication tech also entered the hall
periodically during a shift.

Housekeeping also reported providing service in COVID isolation hall, though
only 3 veterans were there with 2 staff.

Unit manager on the wing with the COVID hall did report limiting her own
activity in/out of the COVID hall to a minimum.

Education, monitoring and
screening of staff

Staff Development
Coordinator discussion

Xl Staff education has been provided
education about COVID-19 including
(when did it start, how often, when was
the last education, do you have any
written resources to use after you have
been educated and where are they
located)

X Signs and Symptoms of COVID-

19

X How it is transmitted

XPPE

Cleaning and disinfection

X Prevention strategies

Social distancing

Universal source control

Hand hygiene

Visitation

Common use areas

Testing — (licensed nurses)

DNS and SDC report many strategies for communication and education:
e Town hall, meetings, handouts, email, on the spot training, small group
training, in-service, messaging on the kiosk, video, and webinar are some.

Education provided via written materials and video/webinar training for those
collecting the PCR swab and administering the Rapid POC test. Testers all
reported education and competency demonstrations.

SDC provided yearly education binder for inspection. COVID education started
March 5™.

All COVID educations, specific content, slides and handouts, dates, and staff
signatures were well organized and easy to reference.

She reports accessing CDC and DHSS frequently to review changes and aims to
provide handouts and updates to staff to take with them on PCR testing days.

SDC and HIM were trained in fit testing and perform this for all staff and with
changes to the N95 supply. This auditor fit tested upon entry.

Some staff needing alternate options are fit tested for these and instructed in
use. All staff and visitors entering are given the N95 regardless of their
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X Identification and reporting of

change of condition

X Screening criteria
Training Materials — who develops,
where does the information come from,
who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

Describe and review training provided
Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

Describe competency verification
process for: (PPE, Hand hygiene,
screening, etc.)

Describe process when breaks in
practice are identified

Interview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the
process is, observe PPE use and alignment
with P&P as well as training)

likelihood of interacting with veterans or others.

e Cleaning and disinfecting guidance and education managed by environmental
services.

e SDC coordinates new staff orientation and annual educations, competencies
for all staff. Some walking observations, and reeducation if requested for

individual staff or if needed for corrective actions.

e Staff did report she was approachable and available for questions.

Record Review

[OReview 2 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and
post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)
e Review a time span 14 days prior

Veteran 1

7/14: poor appetite

7/15: poor appetite, drowsy

7/16: poor appetite

7/17: COVID + per PCR

7/18: cough

7/19: to ER and returned, documentation stated the only reason was due to
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and post COVID diagnosis
Change of condition —immediate
identification

Monitoring of resident prior to
and post positive result
Documentation

Reporting

Notifications

Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)

How long it took to get results
Asymptomatic — what was the
process, mitigation, placement
Roommate review of chart

Did veteran placement change
occur?

Care plan change

Special treatments

Nebs, CPaP, BiPaP, aerosol
generating, trach

Dialysis

Did the veteran leave for external
appts prior to COVID diagnosis
Any visitors or visitations occurred
prior, during —also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

COVID + status. Temps of 99.2 & 99.4.
Bed census only showed room A304

At some point moved to initial COVID isolation space (somewhere off the veteran
wings). Not clear when he returned to the wing. Documentation does not indicate
when or if isolation was initiated.

Roommate

No nursing notes 7/1-7/17.

7/19: COVID -, moved out of this room, no s/s.

Multiple days following of “heightened observation” charting, though not clear
what this was or if veteran was in PUl/quarantine status with associated isolation
practices.

Bed census: 7/18 moved from A304 to C105 and 8/1 moved to A304

Veteran 2

9/9: COVID +, isolation also documented. No evidence of change to VS or prior s/s.
9/10: supportive 02, temp 99.9

9/11: temp 99.9

9/13: temp 99.4

Bed census: 9/10 to C103, 9/29 to B200, 10/26 to B106

Roommate

9/11: COVID —

9/14: COVID +, cough, temp 99.3, 99.4

9/17,9/20, 9/21 cough noted, otherwise charting reported no s/s.
No documentation to indicate if or when isolation was practiced.
Bed census: 9/14 B104, 9/18 B200, 9/20 C101, 9/23 B104

Staff Interviews - Additional

All Departments

Questions during observation
process and meetings

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people
from every department including one

See notes throughout.

Nurses report s/s, change of condition and additional concerns to unit manager or
shift supervisor. These provide guidance and direction for needed TBP, isolation.
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charge nurse, one-unit manager and one
house supervisor):

e Do you know where the COVID
related P&P Manual is?

0 Canyou show me?

e Do you have one for example, on
PPE donning and doffing?

e Do you use the P&P Manual for
direction?

e How often have you accessed the
P&P since March?

e Have there been any changes to
the policies?

e How are you informed of the
changes of the Policies?

e Nurses — Discuss your process for
admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?

e Nurse —How is it determine when
a veteran comes off of COVID-19
unit or quarantine?

e How have polices changed since
positive COVID cases?

IP Lead

Describe your role in managing care for
veterans with infections?

X Do you routinely participate in calls with
headquarters and describe your role in the
overall COVID plan?

Describe your Line List or tracking
process? Veterans, staff

X Do you participate in decisions about
isolation, quarantine, monitoring,
screening, PPE use, policy development,

All staff reported good communication from administration, lots of information,
even daily updates and changes.

Some staff appeared overwhelmed by the amount of information and seemly
ever-changing guidance, with more than one stating “it seems to change daily”
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training, staff supervision?
XWhat is your reporting relationship to HQ calls were daily in the spring, now M-W-F. Administrators, DNS, unit managers
the clinical analyst? Headquarters routinely attend, others are invited to attend if they wish.

Infection Control lead?
XAre you aware of CDC and DHHS COVID- [Line list maintained for COVID status staff and veterans.

19 guidelines and recommendations? Do
you utilize those in the decision process No HQ IC specific resource. DHSS has some resources, pharmacy and lab also

for COVID guidance? assist with IPC data.

X Discuss how you collaborate with non-

clinical departments within your home CDC is reported as primary source of information.

Describe your process for reporting and

communicating infections and COVID DNS and department heads all reported good communication and collaboration.
cases Reporting as noted above.

X Are you involved in the overall COVID
prevention processes —including testing of
veterans and staff, data collection,
reporting of outcomes,

KIWho communicates with the DPH? DNS reports doing contact tracing of staff.

Do you conduct contact tracing?

Describe how you work with
Procurement Officer, Environmental
Services and other departments related to

COVID-19 and Infection Control See below

PPE Process for IP

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Sources PPE from vendors and HQ (gowns and N95).
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Procurement Officer 2 staff stock PPE areas 5 days a week in 17 areas. They do not stock within the

XIPPE —-Who is assigned to replenish COVID isolation hall.

supply of PPE on each unit and Additional supplies are accessible by the shift supervisors at any time.
department

Describe the Communication process if [This officer was not familiar with burn calculations, HQ manages this.

supplies are running low She reports daily inventory counts to the administrator who communicated to HQ.
Describe the inventory process, burn She is aware of the number of PPE items she has, but cannot state how many days
rate process for PPE supply this is, except N95 mask supply which was reported at 21 days.

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Describe how much PPE inventory that
is currently available in house

Describe the process for procuring PPE

Environmental Services Lead

Describe how you oversee the
housekeeping staff’s disinfection process
X How often are surfaces in common
areas disinfected

X Where are the cleaning and disinfection
polices located, describe accessibility?
Describe the process for selection of
disinfectants used, when did you start
using EPA List N products

Describe the laundry process

Do you utilize consistent assignment? If
not do they start negative unit to positive?

e Environmental services P&P reported to be in department office and
housekeeping closets. (not observed by auditor)

HQ provides list of approved products and she is not conversant about the EPA
listing.
DNS reviews and approves products from IPC perspective.

e Bleach solution for use with C-diff rooms requires mixing and is not regularly
used. Instructions and room cleaning guidance are provided to housekeepers
as needed and check sheet to confirm correct cleaning of C-diff spaces is
maintained.

e MSDS is maintained on computer, not verified in this observation
Dedicated staff, though staffing challenges necessitate floaters.

Reported process of taking linen and trash from COVID hall outside and
around building to dumpsters and laundry entry.

Observations:

Laundry delivery:

e Veteran laundry delivered in uncovered cart (per HQ directive). Veteran
clothing actually touching a trash barrel in the common area of one wing.

e Laundry staff observed room to room delivering and stowing veteran’s
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clothing without hand hygiene or glove changes.

Laundry staff observed exiting wing, doffing process as posted at this location
was not followed (though there are differing signs throughout facility).

Not observed to disinfect eye protection.

Housekeeper reported cleaning high touch surfaces 1-3x per shift, focusing on
nursing desk area as this continues to have high use.

Multiple cardboard trash bins without covers for disposal of gowns on wings
and halls.
Many with gowns hanging over the side or out of the bins.

Fans blowing in and around all wing common areas.

Seating in all observed unit common areas not supportive of social distancing.
Boxes of gowns and gloves on the floors in common areas of wings and entry
donning areas.

Used alcohol wipes and packaging observed lying on PPE supply carts on wing.
2 wings with storage carts for briefs with tops covered with an assortment of
care items.

Multiple chairs, tables, wheelchairs, walkers, miscellaneous equipment for
chairs and such, empty beds stored in common areas of wings. Though
administration reported veterans were quarantined to their rooms, all wing
observations evidenced 1-4 veterans using the common areas, some obviously
seated there by staff as they were in BRODA/GERI style chairs. Disinfection
status of all these items was not clear. One CNA reported needing to store
wheelchairs in common areas due to limited space in rooms.

2 veterans handed common area TV remotes by staff, no evidence of
disinfection before or after this.

Additional Observations and
Summary
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Mexico Veterans Home

Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.
The Home has a strong leadership team which collaborates with the Medical Director and facility staff. They empower
their staff to take necessary actions in accordance with their plan. The team has accessed information needed and
disseminated to staff for appropriate actions.
They have a large COVID Emergency plan binder (“COVID Bible”) including prevention and mitigation strategies.
There were no formal infection control and COVID policies and procedures, however the team utilizes the COVID
Binder for direction and education needs.
Symptoms screening was not completed as part of the veteran monitoring process as would be expected per best
practice guidelines

0 Every shift a COVID assessment was completed. The COVID-19 assessment does not list all of these symptoms,

but staff were aware of the current symptom list.

Overall PPE conning and doffing was consistent with current guidance; however, the Home is optimizing based on
directives or guidance from Head Quarters. The CDC guidance indicates if the facility has adequate PPE, they should
practice conventional capacity.

Attorney Work Product — Privileged and Confidential
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APPENDIX E5









X Infection Preventionist is assigned other

duties in the facility

Describe:

IHours allotted for Infection Preventionist

role — Describe:

UInfection Preventionist maintains a line

list

O Veterans with s/sx or confirmed
CoVID-19

o Employees with s/sx or confirmed
COVID-19

XIPPE —Who is assigned to replenish

supply of PPE on each unit and

department

Describe the Communication process if

supplies are running low

Describe the inventory process, burn

rate process for PPE

[ Have you had to go into the different

levels of PPE optimization (i.e.

conventional, contingency, crisis, out of

inventory)

[ Familiar with PPE optimization process

Spend time discussing their role,
responsibility as the IP

Discuss the COVID status, and is this the
same process before, during COVID and is
it now your process

Describe fit testing process

Describe COVID-19 preparation, mitigation
and response process

trending and tracking is discussed.

Another house Supervisor fulfills the role of Employee health, tracking, trending
and reporting employee infections.

The purchasing agent distributes PPE to the care areas. House supervisors can
access PPE supplies off-shift, weekends and holidays, if needed.

No one was familiar with the term optimization. They are re-using N95 respirators
for up to 40 hours. It was reported that the respirators do not last that long and
are replaced as soon as they are not useable. Gowns are issued at the beginning
of each shift for each nursing assistant for each resident to use for one shift. They
hang on the outside of the resident’s door until the end of the shift.

The purchasing agent keeps a detailed inventory of PPE and cleaning supplies.
Inventory is reported to HQ daily. The IP is not involved in PPE decisions.

Staff were fit tested in March for N95 respirators from at least 2 manufacturers.
New employees are fit tested at the time of hire. There is a master log with all
employees’ fit testing information. N95 supply in March was poor so staff for the
isolation unit were fit tested first.

The facility has been on modified “lock-down” since March. They had a COVID-19
Project Management Plan in place since before March. This is essentially an
emergency response plan for COVID-19. The plan was reviewed and updated
frequently over the last months. House supervisors have been using a COVID-19
monitoring tool that has been completed each shift. It acts as a reminder about
the things that require monitoring to prevent the spread of COVID.

They had their first case of COVID on Sat, Oct 28. Since then residents have been
encouraged to stay in their rooms, with the exception of the Special Care Unit.
Staff remind those veterans to wear their mask and socially distance.

Rapid Antigen testing occurs daily for staff and residents. PCR testing is completed
twice per week for staff and residents and to confirm positive results from RA

testing.

All staff wear an N95 and eye protection in the building. Veterans were actively

encouraged to wear a surgical mask. Staff is encouraged to use Alcohol Based
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Hand Rub (ABHR) frequently and there are abundant ABHR supplies.

There was a ten bed COVID positive unit on A Core that was being expanded to
twenty beds last week.

An area of the 2™ floor Special Care unit had several positive RA tests this week.
Because there seemed to be spread in that geographic area, fire doors were
closed, and veterans were quarantined to their rooms except a few who needed
assistance with eating. Staff began wearing full PPE and changing between
residents.

Policies and Procedures

O Infection Control Policies and Proce-
dures

[0 COVID -19 Policies and Procedures

Screening for all
0 Veterans
Staff
Visitors
Vendors, hospice, therapy
ERAY, Pharmacy
Supply delivery process

O OO0 O0Oo

PPE
Veteran Placement (quarantine
process, confirmed COVID-19 pro-
cess)
Admission, re-admission, dis-
charge
Universal Source Control (Staff
and Veterans)
Visitation (when started, where
located, infection control
measures, documentation, etc)
Hand holding stations
Aerosol generating medications,
nebulizer
Postmortem care
Testing

0 Overall

Although there are scant organizational policies and procedures, the leadership
team at Mexico has assembled the “COVID Bible”, a large collection of resources
available in a central location. The resources include guidance from the CDC, CMS
and DHHS as well as emails from HQ. There is a large supply of color copies of
signs that may be needed. There is a large supply of blank screening logs and CDC
PUI Investigation forms. Completed forms and logs are retained in the same
location for contact tracing.

The Staff Development Coordinator uses these resources as the basis for training.
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Specimen process
Rapid Antigen POC
PCR and Lab process
O Reporting process
e Reporting and Communication
process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication — to
whom and how communicated to
home and departments and staff)
0 Timing of reporting
0 Direction for reporting
0 Changes in reporting pro-
cess in last 3 months
e Veterans psychosocial needs
e Communal activities
e Dining
e Special Care Unit specific
e Hand Hygiene
e Employee illness
e Return to work
e Education
e Staffing and Staff assignment
e C(Cleaning and disinfection — all de-
partments
[dChange in condition for COVID-19
OFacility has a COVID-19 pandemic plan

O OO

Clinical Care and Veteran
Monitoring

CMonitoring for Change of Condition with
CoVID-19

X Systems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

(Describe their screening and monitoring

Veterans are monitored for temp and SPO2 every 4 hours since the COVID positive
case. Monitoring is performed by nurse aides and reported to licensed nurses. The
COVID-19 assessment in the E.H.R. has not been updated since March to include
all potential symptoms of COVID identified by CDC.

When COVID was identified, there was an RCA process to identify the source. A
bath aide (asymptomatic) working on 2" floor for 4 days tested positive. A few

days later, veterans in that area began to test positive. She wore an N95 and gown
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process)

s the symptom list up to date for
CovVID-19:

Fever or chills

Cough

Shortness of breath or difficulty

breathing

Fatigue

Muscle or body aches

Headache

New loss of taste or smell

Sore throat

Congestion or runny nose

Nausea or vomiting

Diarrhea

Trouble breathing

Persistent pain or pressure in the

chest

New confusion

Inability to wake or stay awake

Bluish lips or face
[IDoes the E H R have a system for alerts?
Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?
XIs there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

when caring for the veterans but was in very close proximity while giving baths.

Entrance to Home - Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.

Entry access is limited, and the entrance

Every person entering is screened with a self-reporting questionnaire which is
immediately reviewed. Each person gets a RA test and is told about hand hygiene
and given an N95, if staff or a surgical mask if not. Only critical people are allowed
to enter. Temperatures are taken upon entrance and at exit.
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has screening stations.
X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas
Those permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19
[JObserve Screening criteria and process
includes temperature checks.
OTracks and monitors for fever
Tracks and monitors COVID-19
symptoms
[JReview screening process, log,
paperwork and questionnaire

COVID-19 - Confirmed or
Suspected
Status, Plan and System

OConfirmed positive or recovering COVID-

19 veterans are placed on COVID-19

Unit/Wing
X Co-horting or in a private room
XIf no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case
CAIl veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-
ed cases.
[Veteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

COVID positive veterans are moved to the isolation unit as soon as they test
positive on the RA test. A PCR test is also done.

Quarantined veterans are kept alone in a room or in a private room. Those
veterans include dialysis patients, returns from the hospital with a negative RA
test. The facility is quick to quarantine or isolate a veteran who has been exposed,
tests positive or is symptomatic and test positive. They test symptomatic veterans
for COVID and Influenza.

The Administrator make the final decision about veteran location, but the DNS
and House Supervisors are free to act while waiting for the Administrator’s
response. The Infection Control lead is not involved in this process.

Each symptomatic and COVID positive veteran is discussed at the weekly risk
meeting.
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[IVeteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

[ How long have these processes been in
place?

Communal and Congregate
Areas — Veteran Care

X Outings, group activities and communal
dining are adjusted per COVID-10 status

Explain the process, review policy
ODescribe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

[Social distancing is observed
CUniversal source control is observed
Describe the Special Care Unit process
for communal space and mitigation
OTerminal cleaning is completed after
each use — describe the process

Describe

There are no group activities.
Common areas are used by veterans and staff for assistance with eating. Veterans
on the Special Care Unit are socially distanced when out of their rooms and

frequently reminded and assisted to wear a mask.

Did not observe terminal cleaning of common areas after each use.

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Describe what is used, accessibility, etc.

Hand Hygiene
OBSERVATION
Staff perform hand hygiene (even if gloves
are used) when indicated
X Before and after glove use

[OBefore & after veteran contact

Supplies for hand hygiene are abundant. ABHR is used appropriately.
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X After contact with blood, body
fluids or visibly contaminated
surfaces
CJAfter contact with objects and
surfaces in the veteran’s
environment
X Before performing procedures
such as an aseptic task
X After removing PPE
X Alcohol-based hand rub (ABHR) is
readily available
[IStaff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
LJIf ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIStaff interviewed indicated there is an
adequate supply of hand soap and paper
towels

Cleaning and Disinfection

OBSERVATION
Supplies and Disinfection (multiple
departments)

[ODedicated or disposable non-critical care
equipment is used

[JReusable equipment is cleaned and
disinfected after use according to
manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

[JObjects and environmental surfaces that
are touched frequently and are close to
the veteran are cleaned and disinfected at

Disinfection if every veteran room is completed daily. Common areas are
disinfected on the evening shift and PRN. There is weekly disinfection and fogging
of common areas by contracted company.

Cleaning and disinfectants are available and used appropriately. HQ ensures that
purchased items are on the EPA N list.

In the Isolation unit nursing staff is acting as universal workers. They received
training on housekeeping techniques and proper use of the chemicals. | observed
staff disinfecting tabletops and a shower room.

Due to a lack of storage space, clean disposable and reusable items were stored
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least daily and when visibly soiled
[IStaff appropriately perform
environmental cleaning and disinfection
[IStaff appropriately reprocess reusable
equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Ask Staff:

Housekeeping/Environmental Services
Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Nursing

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Dining Services

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Activities/Recreation

[IDescribe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Comments/Observations

on an open wire shelf in the hallway. During the expansion of the unit, a utility
room will be constructed. All items on the shelf were in original packaging.

Housekeeping mixed only floor cleaning solution. Spray cleaners and disinfectants
were used from original manufacturer packaging by all departments.

PPE

X All staff are practicing universal source
control (i.e. face masks)
[IStaff have been trained on selecting,

Staff wear N95s and eye protection throughout the building. Direct care staff
wear gowns when in close contact with the veterans. Staff were observed properly
donning and doffing PPE.
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donning, and doffing appropriate PPE,
were staff tested, competency verification

LI there are COVID-19 cased identified
in the facility, staff is wearing
recommended PPE for care of all veterans,
in line with the most recent guidance.

X Observe and describe — if extended or
re-use of PPE is practiced, describe the
home’s process

Necessary PPE is immediately available
upon entrance to the COVID-19 unit

OBSERVATION: (Nursing and Multiple
departments)

X Staff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance

Don

1. Identify and gather the proper PPE
to don.

2. Perform hand hygiene using hand
sanitizer.

3. Putonisolation gown.

4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).

5. Puton face shield or goggles.

Put on gloves.

7. Healthcare personnel may now
enter patient room.

o

(Doff) PPE

The nursing assistants receive one gown per resident on their assignment for the
shift, labeled with their name for identification. The gown is hung on the outside
of the veteran’s door when not in use.

There is signage in appropriate places that is pertinent to the task to be performed
in that location.

PPE caddies are used on the door of each veteran with an infection requiring
transmission-based precautions. The caddy contains information about the PPE
that should be used.

| did not observe trash cans near the veteran’s rooms doorways. There were large
trash cans in common areas with manual lids for PPE. On the Isolation unit, red
biohazard bags and cans were used for trash and yellow isolation bags were used
for laundry.
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1. Remove gloves.

2. Remove gown.

3. Healthcare personnel may now ex-
it patient room.

4. Perform hand hygiene.

5. Remove face shield or goggles.

6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

7. Perform hand hygiene after re-
moving the respirator/facemask
and before putting it on again if
your workplace is practicing re-
use.*

Xl Signage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
O Is hand sanitizer is accessible location
[Veterans are donning face masks
whenever:

0 leave their room

0 leave facility for essential medical

appointments

[ General observations of universal
source control and PPE use per guidance
in multiple departments — describe

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

OFacility has a plan for admissions that

No admissions at this time
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aligns with guidance

[ Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

[JReadmission has a plan for admissions
that aligns with guidance

OFacility has a process for veterans who
have routine medical appts (i.e. dialysis)

Communication Process

Communication Requirements
[IDescribe process for communication of
COVID status
[IDescribe designated person assigned
responsibility for daily communications
with:

[Istaff

[Veteran

CIFamilies

[ Headquarters
X All communications include status and
impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated

education as needed

Describe

If a resident is symptomatic or tests positive on the RA test, the charge nurse
alerts the House Supervisor. The Charge nurse calls the physician and family. The
House Supervisor reports the case to the DNS and Administrator. The
Administrator calls HQ.

There is the twice per week call and daily reports as in other homes.

Staffing and Staff Contingency
Related to COVID-19 and
Outbreak

OThere is a policy and procedure for
staffing strategies in an emergency and is
part of Emergency Preparedness plan
The plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are

There is a new staffing plan, initiated last year, that is based on consistent
assignment. Staff were asked to choose a home Core and they are scheduled
there consistently. The staffing filling in for days off is also consistent.

If staff working in a “Hot Spot”, a location with recent positive cases, are
mandated, they stay on their unit and another staff member will go to another
location.
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COVID-19 positive
OLimiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff
between floors or wings during
the period they are working for
the day
JAn established policy to minimize the
number of staff interacting with each
veteran
XList the designated person assessing
responsibility for conducting a daily
assessment for staffing needs including
back up plans as needed

Describe

Dietary staff do not enter units but are consistently assigned to drop off food at
the same unit.

Staff recovered from COVID work only in the Isolation unit. Staff are not allowed
to reenter the building for at least 8 hours after working in the Isolation unit.

The staffing coordinator attends management meetings to be fully updated on the
status of the facility.

Education, monitoring and
screening of staff

Staff Development
Coordinator discussion

[Jstaff education has been provided
education about COVID-19 including
(when did it start, how often, when was
the last education, do you have any
written resources to use after you have
been educated and where are they
located)

[1Signs and Symptoms of COVID-

19

CHow it is transmitted

CIPPE

[ Cleaning and disinfection

CPrevention strategies

Social distancing

Universal source control

Hand hygiene

Visitation

Common use areas

[ Testing — (licensed nurses)

Oldentification and reporting of

Staff Development Coordinator is responsible for formal education and has
provided much of the ongoing education since March. She bases education on
CDC, CMS and DHHS guidance and recommendations.

Staff is tracked for attendance. Education is provided prior to starting the shift if a
class has been missed.

Observational audits are conducted frequently for PPE, hand hygiene.
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change of condition

[Screening criteria
L1 Training Materials —who develops,
where does the information come from,
who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

[ Describe and review training provided
[ Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

[ Describe competency verification
process for: (PPE, Hand hygiene,
screening, etc.)

[ Describe process when breaks in
practice are identified

Ointerview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the
process is, observe PPE use and alighment
with P&P as well as training)

Observations

Record Review

CIReview 2 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and
post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)

Resident.

Admitted July 30, 2019

Moved to Special Care unit Aug 19, 2019

On sentinel testing on Oct 21 his RA test was positive. He was moved to isolation.
It was learned that there was a presumptive positive employee on Oct 24

On Oct 24 he had diminished lung sounds and SPO2 90 -97% on RA
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Review a time span 14 days prior
and post COVID diagnosis
Change of condition —immediate
identification

Monitoring of resident prior to
and post positive result
Documentation

Reporting

Notifications

Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)

How long it took to get results
Asymptomatic — what was the
process, mitigation, placement
Roommate review of chart

Did veteran placement change
occur?

Care plan change

Special treatments

Nebs, CPaP, BiPaP, aerosol
generating, trach

Dialysis

Did the veteran leave for external
appts prior to COVID diagnosis
Any visitors or visitations occurred
prior, during — also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

He remained stable until late on Oct 25 when he developed clear nasal discharge.
He remained unchanged through October 30.

Residentl

Long term resident

Was hospitalized one day in Jan 2020

On 10/19 fell without serious injury

On Oct 24 RA was negative but PCR was positive so he was moved to the Isolation
unit

He remained stable with SPO2 between 93 —95% on RA and Afebrile until Oct 26
when he developed a “slight” cough. Lungs were clear. SPO2 fell to 89%. He began
to be lethargic with SPO2 from 89 — 92% on 2L oxygen.

On Oct 27 SPO@ was in the upper 70% on 5L, HR and BP decreased. He was sent
to the hospital early Oct 28. The hospital called on 10/30 to let the facility know
that he had an extremely poor prognosis.

COVID care plans are a generic template written by HQ. When asked if it could be
personalized the MDS Coordinator seemed to be puzzled by my question and said,
“No. HQ wrote it.”

Staff Interviews - Additional

All Departments

Questions during observation
process and meetings

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people

Overall, staff were compliant with PPE except for touching masks.
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IP Lead

[(ODescribe your role in managing care for
veterans with infections?

Do you routinely participate in calls with
headquarters and describe your role in the
overall COVID plan?

[IDescribe your Line List or tracking

from every department including one
charge nurse, one-unit manager and one
house supervisor):

Do you know where the COVID
related P&P Manual is?

0 Canyou show me?
Do you have one for example, on
PPE donning and doffing?
Do you use the P&P Manual for
direction?
How often have you accessed the
P&P since March?
Have there been any changes to
the policies?
How are you informed of the
changes of the Policies?
Nurses — Discuss your process for
admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?
Nurse — How is it determine when
a veteran comes off of COVID-19
unit or quarantine?
How have polices changed since
positive COVID cases?

The “COVID Bible” is known to multiple staff. They can access it through the House
Supervisor.

Nurses were confident to make decisions immediately as needed to keep people
safe, such as quarantining and cohorting.

There were references to CDC and DHHS sources throughout conversations.
Nurses were knowledgeable

They had the first COVID positive case 6 days prior to my visit so some systems
were still being worked on. The COVID Project Management Plan was their guide.

The IP Lead is a House Supervisor and works very closely with the DNS. There is
strong support, coordination and collaboration among the nursing team and the
leadership team.

There is an active line list that is updated daily as needed.

Nursing leaders and Administrator are very familiar with CDC and DHHS guidance.
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process? Veterans, staff
ODo you participate in decisions about The Administrator, an RN, communicates several times per week with the local
isolation, quarantine, monitoring, health department.

screening, PPE use, policy development,
training, staff supervision?

[OWhat is your reporting relationship to
the clinical analyst? Headquarters
Infection Control lead?

[JAre you aware of CDC and DHHS COVID-
19 guidelines and recommendations? Do
you utilize those in the decision process
for COVID guidance?

[IDiscuss how you collaborate with non-
clinical departments within your home
[IDescribe your process for reporting and
communicating infections and COVID
cases

ClAre you involved in the overall COVID
prevention processes — including testing of
veterans and staff, data collection,
reporting of outcomes,

OWho communicates with the LDPH?
Do you conduct contact tracing?

[ Describe how you work with
Procurement Officer, Environmental
Services and other departments related to
COVID-19 and Infection Control

PPE Process for IP

LIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

[ Describe the Communication process if
supplies are running low

[ Describe the inventory process, burn
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rate process for PPE

[ Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Procurement Officer

COPPE —Who is assighed to replenish
supply of PPE on each unit and
department

[ Describe the Communication process if
supplies are running low

[ Describe the inventory process, burn
rate process for PPE

[ Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

[ Describe how much PPE inventory that
is currently available in house

[ Describe the process for procuring PPE

Environmental Services Lead

LIDescribe how you oversee the Same purchasing process as St. James
housekeeping staff’s disinfection process

OHow often are surfaces in common Common areas disinfected every evening. Disinfection and fogging of common
areas disinfected areas weekly.

[OWhere are the cleaning and disinfection

polices located, describe accessibility? There are no policies

[IDescribe the process for selection of
disinfectants used, when did you start
using EPA List N products Isolation linens are yellow bagged and laundered in a dedicated washing machine
CDescribe the laundry process and dryer.

Do you utilize consistent assignment? If

not do they start negative unit to positive? There are consistent laundry staff for delivery of laundry to specific units.
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Additional Observations and
Summary

This team is very knowledgeable, beyond HQ directives. They are close-knit and communicate well. The DNS is actively
involved in care of the veterans and thrives on mentoring his team.
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Mt. Vernon Veterans Home
Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

e The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.
e Infection Control lead activities are being managed by the Director of Nursing Services, rather than the Infection
Control Nurse
e The Infection Control Nurse is not involved in the routine Head Quarter meetings related to COVID-19 activities and
response
e The Infection Control Nurse does not routinely maintain the Line Lists as would be expected per standards of practice
e There was no evidence of general infection prevention and control policies and procedures as well as COVID-19
specific policies and procedures
e Front line staff indicated they were not aware of infection control and COVID-19 policies and procedures as would be
expected per standards of practice
e Home staff indicated no plan for Process Surveillance audits
e Based upon interview and observation, aerosol generated procedures (i.e. nebulizer treatments) continue to be
performed with procedures for cleaning and disinfection
e Symptom Screening for veterans was not part of 4 hour screening process. There was no evidence of daily
documentation of symptom screening beyond vitals -
e Screening of Staff and Visitors — Active screening was not consistently completed and not all COVID1- symptoms were
included in the screening documents per current guidance.
e Veteran Placement did not consistently follow current guidance relative to quarantine and isolation guidance.
0 Bed placement and cohorting decisions are referred to the Medical Director which does not allow for quick
response for mitigation
0 Co-horting does not follow current guidance
e Signage does not reflect COVID-19 guidance
e C(Cleaning and Disinfection does not follow current guidance for:
0 Equipment reuse
0 PPE cleaning and disinfection for reuse
e Social distancing is not consistent since initiation of outbreak
e PPE use per current guidance - multi breaks in practice
e PPE optimization — not in accordance with CDC guidance.
e Education lacks interaction, ability to ask questions — employees are provided with written materials and videos,
however a formal plan with ongoing targeted training was not indicated. See report for details.
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e Communication flow related to COVID-19 guidance comes from Headquarters to Administration. Administration
manages communications. Unable to determine communication flow to direct care staff relative to updated guidance.
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This entails following after Provider visits
and completing the orders.

X Hours allotted for Infection
Preventionist role

XInfection Preventionist maintains a line

list: see notes

O Veterans with s/sx or confirmed
COVID-19

o Employees with s/sx or confirmed
CoVID-19

XIPPE —Who is assigned to replenish

supply of PPE on each unit and

department

Describe the Communication process if

supplies are running low

[ Describe the inventory process, burn

rate process for PPE: see procurement

Have you had to go into the different

levels of PPE optimization (i.e.

conventional, contingency, crisis, out of

inventory)

O Familiar with PPE optimization process

Spend time discussing their role,
responsibility as the IP

Discuss the COVID status, and is this the
same process before, during COVID and is
it now your process

Describe fit testing process: staff
development

Describe COVID-19 preparation, mitigation
and response process

Control and Prevention (CDC) training.
e ICN reports that normal role is approximately spent 50% of her time on IPC.
Since return from FMLA, she has been focusing completely on IPC work.

Usual ICN tasks:
Antibiotic stewardship, infection monitoring, verifying APIC criteria, mapping,
auditing, some COVID specific training, observations of donning/doffing.

Line List

e Line list data is collected by the Shift supervisors or unit managers.

e The Director of Nursing Services (DNS) maintains the line list for reporting
purposes, using a tool that she has adapted to include COVID-19 specific items
along with data about other infections and/or influenza.

e Staffing maintains the staff line list, shared with Administrator and DNS for
reporting.

Supplies

e |CN reports no specific staff member is responsible for replenishing supplies,
though unit managers and shift supervisors will check for supply needs and all
staff have access to collect supplies as needed.

A call is placed to shift supervisor or procurement. It is indicated that they are
very responsive and supplies are replenished.

PPE Supplies - Optimization

e  Optimization of N95 mask is in use.

e N95 mask are used facility wide

e Per current practice, staff not working the COVID-19 unit are asked to use
N95 mask over 40 hours, unless damaged or soiled.

e Storage is in paper bag in entry area, labeled with name, and stored with an
alcohol wipe in the bag. (Per guidance from an unidentified team member
who heard this at a conference?)

Monitoring and Evaluation

e Monthly IPC meeting with department representation including
administration, dietary, nursing Health Information Management (HIM),

accounting.
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Audits include standard IPC audits, wound cares, medication carts, medication
rooms, med pass, etc.

Shift supervisor reported his usual IPC auditing has been suspended since
COVID emergency. He performs walking rounds with on the spot educations
but completes no formal tools.

COVID Preparation and Response

Team planning in March/April time period included selection of Unit area for
COVID-19 quarantine space. This 9 bed space was prepped, including Air
management for negative flow, UV light, and HEPA filtration (per maintenance
director).

Staff selection for working in this unit was also identified.

Training for staff in known COVID-19 s/s, PPE and isolation precautions.
Screening started sometime in the spring with symptom screening and temp
checks.

Use of surgical masks universally at that time.

Testing at this time was random selection of Veteran and staff using the PCR
lab tests.

Testing varied from 1-2x/week, random 40% selection until identified case in
September (veteran).

Home has Rapid tests and performs daily testing since early September.
2x/week PCR and remaining days Rapid POC tests. Staff does not come in on
day off, unless needed for PCR test.

Policies and Procedures

Infection Control Policies and Proce-

dures

COVID -19 Policies and Procedures
e Screening for all

(0]

O O OO0 O

e PPE

Veterans

Staff

Visitors

Vendors, hospice, therapy
XRAY, Pharmacy

Supply delivery process

e Veteran Placement (quarantine
process, confirmed COVID-19 pro-

Per ICN, all Policy and Procedures from Veterans Corporate team.

Binders with Policies available on units.

Requested to view this on one unit. Charge nurse provided audit or a small
folder with 3-4 pages of undated COVID specific guidance and the Respiratory
Protection Policy.

Policies and Procedures (P&P) also reported to be available on the computer,
not observed during this audit.

Admissions

Currently not taking admissions. A few in August.
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cess)
Admission, re-admission, dis-
charge
Universal Source Control (Staff
and Veterans)
Visitation (when started, where
located, infection control
measures, documentation, etc)
Hand holding stations
Aerosol generating medications,
nebulizer
Postmortem care
Testing

0 Overall

O Specimen process

O Rapid Antigen POC

O PCRand Lab process

O Reporting process
Reporting and Communication
process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication — to
whom and how communicated to
home and departments and staff)

0 Timing of reporting

0 Direction for reporting

0 Changes in reporting pro-

cess in last 3 months

Veterans psychosocial needs
Communal activities
Dining
Special Care Unit specific
Hand Hygiene
Employee illness
Return to work
Education
Staffing and Staff assignment
Cleaning and disinfection — all de-

e PCR COVID-19 testing is completed prior to admission.
e Observation isolation for 14 days and re-tested.

Observation

e Most Veterans observed with surgical masks on their person and/or wearing
them when out of room.

e Staff observed providing reminders when needed.

e Staff not observed asking Veterans to don mask in room when providing cares,
in interview this was reported as not their practice.

o Nebulizer treatments in use. Full PPE is required during and for 1 hour after
with sign posted in Veteran’s room.

Visitation
e Qutdoor visits (now discontinued) described and process aligned with CDC
guidance.

e Hand hold stations with plastic divider, gloves, masks for veterans and
families, but briefly as this ended with outbreak.
o Closed window visits have also ended.

Postmortem Care

e ICN reports only changes to postmortem cares are a request by some funeral
homes for the deceased to be placed in body bag prior to pick-up and pick-up
from COVID unit is through an exit with direct access to outside.

Testing Strategy
Current testing:

Mon/Thurs: all staff and Veteran PCR testing. 24-48 hour turn over. Staff reports
they are not notified, unless +.

Remaining days: POC testing for staff and Veterans.

Staff are not tested on their days off unless this is a PCR test.

Staff and Veterans who are recovered are not added to the testing group until
they pass 90 days.

Reporting of Results

e Reporting to Veterans commission and DPH are completed by DON and
Administrator.
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partments
[dChange in condition for COVID-19
X Facility has a COVID-19 pandemic plan

e Some change to this process recently to streamline the process.
e  Multiple staff report communication at the morning meeting about current
status, changes, new procedures, case counts, etc.

Staff COVID return to work policy in line with CDC.

Clinical Care and Veteran
Monitoring

Monitoring for Change of Condition
with COVID-19

XISystems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

(Describe their screening and monitoring
process)

XlIs the symptom list up to date for
CovID-19:

Fever or chills

Cough

Shortness of breath or difficulty
breathing

Fatigue

Muscle or body aches
Headache

New loss of taste or smell

Sore throat

Congestion or runny nose
Nausea or vomiting

Diarrhea

Trouble breathing

Persistent pain or pressure in the
chest

New confusion

e \eterans are screened Q4 hr.: Temp and O2 sat.

o Temp of 99-100.4 reportable (varied per staff interviewed) and/or 02 sat
<90% are triggers for follow-up assessment.

e Symptom screening is not part of the Q 4 hr. screening process.

Staff and Visitor Screening

e Screening upon entry included most of these s/s.
e Visitor/staff complete form, screener is to review form.
e Observed to briefly check form during entry.

e \eteran screening: T & 02 Q4hrs. Collected by CNA, recorded in EHR, and
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Inability to wake or stay awake
Bluish lips or face
X Does the E H R have a system for alerts?
Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?
XIs there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

paper copy to nurse.

These reviewed by nurses. Temp parameter reported as anything higher than
99-100.4 (differing responses from interviews) and O2 reported as anything
<90%.

If above parameter met, further assessment per progress notes. Respiratory
assessment tool containing s/s screening utilized after confirmed COVID +.
No evidence of daily documentation of s/s screening beyond vitals noted
above.

No report of using EHR for alerts. Shift supervisor reports emailed to clinical
leadership and reviewed for 24 hour changes.

ICN states there is some built in alerts for changes, but appears also to use
report from unit managers, shift supervisor, or morning report for info.

DNS and Administrator both reported root cause investigation upon
identification of initial cases.
0 Likely source thought to be 2 staff working in the affected unit.
0 Additional cases found off this unit were linked to restorative staff
who tested COVID+ and worked with residents who were identified
COVID +, but did not live in the affected unit.
0 Specific transmission avenue not identified.

Entrance to Home - Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.

Entry access is limited, and the entrance
has screening stations.

X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas

X Those permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19

X Observe Screening criteria and process
includes temperature checks.

Additionally, temperature is recorded upon exit.

COVID unit staff exit outside the unit, screening temps upon exit, though
some staff leave individually and are performing their own exit temperature.

Recorded at this exit, though not clear if or when these temps are reviewed.
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X Tracks and monitors for fever
X Tracks and monitors COVID-19
symptoms

Review screening process, log,
paperwork and questionnaire

COVID-19 - Confirmed or
Suspected
Status, Plan and System

X Confirmed positive or recovering

COVID-19 veterans are placed on COVID-

19 Unit/Wing
X Co-horting or in a private room
X If no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case
X All veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-
ed cases.
[Veteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

[IVeteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

How long have these processes been in
place?

Veteran rooms are private or semi-private with shared entry and bath, but
solid wall between bed spaces.

Unit D identified for COVID+ area, this was also the unit where the
outbreak occurred. The initial 9 bed space was insufficient, so 2 halls were
converted to use as COVID+ space.

At this time, all Veterans in the unit are COVID recovered or + and
completing the isolation period. The Medical Director clears all Veterans
individually from isolation and is using a 20 day period, on average.
Veterans returning to other units after the COVID recovery are then
placed in an additional 14 days of quarantine/observation in their rooms,
though doors are not kept closed.

One resident on the dedicated COVID+ unit remains COVID-, but has not
been moved due to needing the secure unit and has no separate
precautions or limitations, cohorted with roommate who is recovered.

Oversight of cohorting and bed placement is supervised by DNS, though
she reported the Medical Director is actively involved in making decisions
to move or not move veterans. This process is since the outbreak in
September.

Precaution practice for a veteran who may show s/s was not clearly
reported by all nursing staff. When queried about when isolation would be
initiated, some pointed out that all staff are already using PPE. It was not
clear to the auditor that a standard practice per CDC guidelines would be
practiced.

Nurses did report that once a veteran who is COVID + is confirmed, then
the veteran would move to the COVID + unit. Additionally, what
precautions would be taken for a roommate in this situation was also not
clearly articulated by all interviewed.

It appeared to the auditor that the current PPE use practices may
contribute to confusion about additional needed signage and
Transmission Based Precautions (TBP).
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e Observation/Persons Under Investigation (PUl) on units with Droplet TBP
signs rather than COVID, door caddy, and trash/linen barrels in the room
entry.

e Caddies were mostly empty, supplies and PPE in all were evidently not
maintained and varied by room.

e Clipboards on some for staff to document entry, though most appeared
incomplete.

e Droplet TBP sign content not in line with CDC guidance for COVID TPB an
eye protection (sign appears to suggest this as optional)

Communal and Congregate
Areas — Veteran Care

X Outings, group activities and communal
dining are adjusted per COVID-10 status

Explain the process, review policy
Describe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

X Social distancing is observed

Universal source control is observed
Describe the Special Care Unit process
for communal space and mitigation

X Terminal cleaning is completed after
each use — describe the process

Describe

e Common areas essentially closed. (Special Care Unit (SCU) excepted)

e QOccasional veteran observed out of room, most wearing masks, no
congregating in common area.

e SCU had a group of veterans watching a movie in common area, not
socially distanced and not wearing masks.

e One veteran on non-COVID unit placed in hall for meal, eating and
drinking and without mask. Staff reported “for supervision”.

e 2 additional veterans in adjoining dining area and out of hall at separate
tables for feeding assistance. No explanation for why one was in the hall
area.

e Exercise equipment observed in hall of one Unit. Restorative nurse
reported these are used in the hall areas by some veterans who do not
care for the small exam space on the units (being used temporarily as
exercise spaces for restorative). Not evident that these devices allow
social distancing from hall traffic.

e Dining room used for staff breaks for social distancing and cleaning
supplies available.

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Describe what is used, accessibility, etc.

Hand Hygiene
OBSERVATION

On site observation:

CNA observed passing meal trays without performing Hand Hygiene (HH)
between rooms.

CNA observed entering Droplet precaution room with meal tray, no gloves and
no HH. Proceeded to handle tray and multiple items in room without gloves or
HH.
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Staff perform hand hygiene (even if gloves
are used) when indicated: See notes
X Before and after glove use
Before & after veteran contact
CIAfter contact with blood, body
fluids or visibly contaminated
surfaces
X After contact with objects and
surfaces in the veteran’s
environment
[IBefore performing procedures
such as an aseptic task
X After removing PPE
X Alcohol-based hand rub (ABHR) is
readily available
X Staff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
X If ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIstaff interviewed indicated there is an
adequate supply of hand soap and paper
towels

CNA observed removing meal trays from rooms with no HH performed before
or after donning/doffing gloves.

1 staff utilized personal Alcohol Based Hand Rub (ABHR) dispenser for HH
(clipped to name badge and hanging under and over the front of the PPE
gown).

All staff interviewed reported ample ABHR and hand washing supplies.
ICN reports ABHR available in wall dispensers in halls, in veteran rooms, and
on carts with PPE supplies.

Multiple ABHR observations did not demonstrate adherence to 20 second
time. Signage sequences appropriate hand hygiene practices and required
time.

CNA staff on SCU reported assisting veterans with hand hygiene regularly after
meals and toileting only.

Cleaning and Disinfection

OBSERVATION
Supplies and Disinfection (multiple
departments)

Dedicated or disposable non-critical
care equipment is used

X Reusable equipment is cleaned and
disinfected after use according to
manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

Oxivir-TB: bottle is refilled, dilution not needed. Is on EPA List N

Sani wipe, bleach wipe, Moist wipe, and Cavi wipe, and Micro-kill wipe
products also observed in use for disinfection on units and for disinfecting
extended use face shields and goggles.

Staff Development Coordinator (SDC) reported alcohol prep pads should no
longer be used for disinfection. This guidance also reviewed with DNS and
administrator who reported use of all these products is allowed.

Unit Observation:

CNA reported using alcohol wipes for disinfection of thermometer and pulse
oxygen device, accessed wipes from uniform pocket under PPE gown.
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X Objects and environmental surfaces
that are touched frequently and are close
to the veteran are cleaned and disinfected
at least daily and when visibly soiled
XIStaff appropriately perform
environmental cleaning and disinfection
XIStaff appropriately reprocess reusable
equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Nursing

[IDescribe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Dining Services

Restorative/Therapy

CNA observed using alcohol wipe to clean goggles after exiting a Droplet TBP
room, accessed wipes from uniform pocket under PPE gown.

CNA reported use of Oxivir-TB to spray mechanical lift for disinfection
between veterans. Reported 1-minute surface time but was unsure if she then
needed to wipe the lift or just use it.

Dedicated equipment reported for TBP rooms. Equipment and gait belts

observed in some TBP door caddies, no observations in veteran rooms to
verify presence of equipment.

No mixing of cleaning products was reported by any staff.

Dining Services

Dining transitioned in April/May to one unit at a time, 1 veteran per table in
dining area. At outbreak (September) this ended. Transitioned to all
disposable products, except specialized utensils that are returned and
washed.

On site observation kitchen and dining space: adequate ABHR in dining area
and exits from kitchen. No concerns identified in kitchen.

Sinks in kitchen were clean and adequately supplied.

One sink, also the eye wash station, blocked by some carts. Dietary manager
stated this sink was only used as eye wash station, but was blocked by a cart
due to limited storage space (not further explained). Dietary manager
wondered if social distancing in dining should have been initiated sooner.

Additional observations:

Meal cart delivery observed with overflow veteran meal trays stacked on top
of cart.

Dining tables observed on 2 units, set up in hall/communal space and with
condiments, though staff reported these are not used presently for dining.

Restorative/Therapy

Gym space with social distancing used until outbreak in September. Gym now
closed. Equipment distributed to unit exam rooms, one veteran and staff
person at a time.
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Activities/Recreation
Comments/Observations

Maintenance

Observed equipment on one unit: 1 piece in exam room and 2 pieced in niche
area of halls. Restorative reported some veterans use equipment in the hall,
though it was not evident social distancing could be maintained.

Dedicated staff and 1 float staff (works just one unit area per float shift).

Activity Director:

March shut down: no outings volunteers, visitors.

Transition to unit based activities, but gatherings on unit common areas did
occur with social distancing.

September: activities on units changed to doorway or in room activities with
individual dedicated supplies.

Activity director did report learning a lot about cleaning and disinfection of
activity supplies, alternative ways to maintain supplies (i.e. individual bingo
supplies) and feels she and her team have improved awareness of IPC and
improved application of this in their work.

Staff is dedicated to assigned units.

Maintenance

Maintenance staff limit work on units as able.

Tools are carried in as needed and disinfected upon exit.

COVID unit has a dedicated tool cart.

Outside contractors are limited to only necessary activities and escorted,
limiting access to veteran areas.

Facility tools are used whenever possible and disinfected.

Maintenance director disinfects/cleans offices every 2 days or so.

PPE

X All staff are practicing universal source
control (i.e. face masks)

X Staff have been trained on selecting,
donning, and doffing appropriate PPE,
were staff tested, competency verification

XIf there are COVID-19 cased identified
in the facility, staff is wearing
recommended PPE for care of all veterans,
in line with the most recent guidance.

X Observe and describe — if extended or

All staff reported re-education in the last week with return demonstration and
competency in donning and doffing.

Donning and doffing signage noted at entry areas to all units with step by step
instructions.

Prior to outbreak, directive from Head Quarters (HQ) was surgical mask at all
times and standard/TBP.

Current practice:

N95 mask for all staff and in general areas of facility.

3 Non-COVID units:

Gown, mask, and eye protection on the unit.
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re-use of PPE is practiced, describe the
home’s process

Necessary PPE is immediately available
upon entrance to the COVID-19 unit

OBSERVATION: (Nursing and Multiple
departments)

[Jstaff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance

Don

1. Identify and gather the proper PPE
to don.

2. Perform hand hygiene using hand
sanitizer.

3. Putonisolation gown.

4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).

5. Puton face shield or goggles.

Put on gloves.

7. Healthcare personnel may now
enter patient room.

o

(Doff) PPE

1. Remove gloves.

2. Remove gown.

3. Healthcare personnel may now ex-
it patient room.

4. Perform hand hygiene.

5. Remove face shield or goggles.

6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

e Glove use per standard precautions.

e Gown changed upon exit from veteran room when in close contact/providing
cares. Some degree of interpretation evident in interviews with DNS,
Administrator, Nurses, CNAs, housekeepers, activity and SS staff as to what
constituted close contact.

e  One staff member defined it as 15 minutes in close contact of veteran, most
defined this in terms of the cares or other tasks provided.

TBP rooms (droplet):

e Gown removed upon exit from room and disinfection of eye protection.
e TBP room (contact):
e Gown and gloves. This gown donned over the first gown upon entry to room.

COVID unit:

e Gown, gloves, mask, eye protection, and shoe covers upon entry to unit.
e Gowns changed as described above.

e Gloves changed per standard precautions.

Observations:

e  One staff member in office with door open and without face mask.

e One staff observed eating breakfast tray while manning the front desk and
with other staff in the entry or passing through.

o 4 staff observed wearing PPE gowns not properly secured, while on unit or in
veteran rooms. 2 staff with top tie not secure and gown slipping off shoulders
and 2 staff with waist tie not secure.

o Dietary staff observed entering non-COVID unit with goggles on top of her
head. DON observed and re-educated at that time.

e  Multiple staff exit rooms (non- TBP rooms) after providing cares, walk through
hall to distant PPE cart and trash, remove gown and dispose. 2 observations
missed HH at this point and prior to donning the clean gown.

e One CNA observed adjusting face shield with bare hands while providing cares
with no f/u HH.

e  One nurse adjusted N95 mask without f/u HH.

Observations of TBP rooms (outside COVID unit):

Staff entered rooms prior to donning gloves, as gloves are stored in the room.
CNA entered TBP room (droplet/COVID observation) with meal tray and no

gloves. Objects in room moved and handled. Gown removed and hand
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7. Perform hand hygiene after re-
moving the respirator/facemask
and before putting it on again if
your workplace is practicing re-
use.*

XISignage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
Is hand sanitizer is accessible location
[Veterans are donning face masks
whenever:

O leave their room

0 leave facility for essential medical

appointments

General observations of universal
source control and PPE use per guidance
in multiple departments — describe

hygiene performed prior to exit and goggles cleaned after new gown was
donned at cart down the hall.

o When queried, CNA reported not wearing gloves into room, despite
precaution sign, as she could not retrieve the meal and wear gloves out of the
room to maintain precautions.

COVID unit observation:

e 1 staff on COVID unit observed exiting outside in full PPE, then removing PPE
for smoking break. Carried personal jacket out in hands and against front of
PPE gown.

Reuse of PPE:

Optimization of N95 mask:

e 1 mask/40 hrs work, unless soiled or seal is breached.

e Masks are stored after the shift in a clean, labeled paper bag with an alcohol
wipe enclosed.

o Goggles or face shield cleaned with Cavi wipes and stored in the same bag
with mask.

e All staff store these on tables in front entry area except COVID unit staff who
dispose of these as they exit directly outside this unit.

Signage

e Signage posted in entry and exit areas sequencing donning and doffing
procedure with instructions and pictures.

e Sequencing of doffing not matched to CDC guidance for COVID.

e TBP Droplet precaution signs on 3 non-COVID units for veterans in observation
status stated eye protection only if contact with fluids or splash may be
expected.

e TBP Contact precaution sign for 1 veteran with a non-COVID pathogen. Sign
matched current CDC guidelines for contact precautions.

Trash Receptacle

e Trash and linen disposal bins positioned in all occupied rooms in COVID unit
and TBP rooms in the non-COVID units.

e All remaining non-COVID units had trash and supply carts for PPE, one for

each hall. Staff need to exit non-COVID rooms with gown and gloved to
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discard them.

ABHR dispensers in veteran rooms. Entry/exit spaces, medication and
treatment carts, PPE supply carts, and common areas for units.

One staff observed using personal ABHR dispenser attached to her name tag,
under her PPE gown.

Most veterans wearing face masks if out of room, responded well to staff
reminders. SCU (also the COVID unit) veterans were understandably less
compliant.

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

X Facility has a plan for admissions that
aligns with guidance

Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

X Readmission has a plan for admissions
that aligns with guidance

Facility has a process for veterans who
have routine medical appts (i.e. dialysis)

Admissions since March have been limited.

Short period in August when admissions were accepted with 14 day
observation period practiced. This is discontinued now since outbreak in
September.

Veterans returning from hospitalizations are placed in single room observation
for 14 days.

Communication Process

Communication Requirements
Describe process for communication of
COVID status
X Describe designated person assigned
responsibility for daily communications
with:

X Staff

X Veteran

X Families

Headquarters
X All communications include status and
impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated

Staff and HQ communications per DNS and Administrator.
Morning start up meeting is used for communication, disseminated to staff by
unit managers and department heads.

Social Services (SS) manager and her team communicate weekly with veterans
and staff reporting the status of COVID cases and protocol changes. Phone call
is the usual practice. PPE availability specifically may not be discussed, but
process and protocol updates are given.

Dedicated SS staff for units.
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education as needed

Describe

Staffing and Staff Contingency
Related to COVID-19 and
Outbreak

X There is a policy and procedure for

staffing strategies in an emergency and is

part of Emergency Preparedness plan

X The plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are
COVID-19 positive
X Limiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff
between floors or wings during
the period they are working for
the day

X An established policy to minimize the

number of staff interacting with each

veteran

XList the designated person assessing

responsibility for conducting a daily

assessment for staffing needs including

back up plans as needed

Describe

Policy and Procedures per HQ.

All departments reported dedicated staffing practices throughout the
pandemic.

DNS and nursing staffing monitor for staffing needs for nursing. HQ provides
support.

Emergency staffing available through the MO VA, some nurses currently filling
night shift positions and an alternate staffing agency (not yet needed)

Missouri Disaster Medical Assistance Team (DMAT) provides regular staffing
for Rapid POC and PCR testing of staff.

Education, monitoring and
screening of staff

Staff Development
Coordinator (SDC) discussion

Xl Staff education has been provided
education about COVID-19 including
(when did it start, how often, when was
the last education, do you have any
written resources to use after you have
been educated and where are they
located)

X Signs and Symptoms of COVID-

19

All staff interviewed reported beginning COVID education in March time
period.

Staff Development Coordinator (SDC) confirmed education as noted here,
though no formal plan was available for review.

Education materials are written in paper format and signed by staff attending.
Written copy made available to those who missed.

Some staff reported also viewing videos for COVID training.

Video (YouTube) used for training on performing the PCR swab.

POC rapid testing instruction per Department of Public Health (DPH) and
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X How it is transmitted

XPPE

Cleaning and disinfection

X Prevention strategies

Social distancing

Universal source control

Hand hygiene

Visitation

Common use areas

Testing — (licensed nurses)

X Identification and reporting of

change of condition

X Screening criteria
Training Materials — who develops,
where does the information come from,
who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

Describe and review training provided
Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

Describe competency verification
process for: (PPE, Hand hygiene,
screening, etc.)

Describe process when breaks in
practice are identified

Interview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the

nursing or CNA staff perform these.
SDC does not provide education to screener.

Screener interviewed stated he had been trained originally in Feb/Mar time
period and updated often since then as the process changed.

SDC reported some materials for HQ and she also access CDC and American
Nursing Association or other “reputable” sources.

The SDC does not maintain a COVID education binder.

The SDC has the sign in sheets for educations but does not maintain a list of
topics covered.

She also maintains the documentation for N95 fit testing, and performs fit
testing.

Competency with return demonstration for PPE.

Department heads and nursing mangers all reported walking observations of
their staff for HH and PPE practices, but no formal audit tools for COVID.

On the spot education is provided and disciplinary actions are taking for any
repeat breaks are identified.

SDC reported guidance for PPE use directed from HQ and wonders if N95 use,
increased use of PPE sooner, or earlier access to Rapid POC testing may have
mitigated outbreak.
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process is, observe PPE use and alighnment
with P&P as well as training)

Observations

e Interviewed multiple nursing staff, housekeeping unit staff, activity unit
staff, and department managers. Consistent verbal descriptions of PPE
processes.

e See notes above for observations.

Record Review

Review 2 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and
post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)

Review a time span 14 days prior
and post COVID diagnosis
Change of condition —immediate
identification

Monitoring of resident prior to
and post positive result
Documentation

Reporting

Notifications

Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)

How long it took to get results
Asymptomatic — what was the
process, mitigation, placement
Roommate review of chart

Did veteran placement change
occur?

Care plan change

Special treatments

Nebs, CPaP, BiPaP, aerosol
generating, trach

Dialysis

Did the veteran leave for external
appts prior to COVID diagnosis

Veteran 1:-

Baseline temp and 02: 97.5 and mid 90’s

9/15: c/o pain with cares, pain and redness to all arm and leg joints with am cares.
9/15: 1030 am temp 99 and 02 sat 86% (these reported after above changes and
FNP had assessed resident).

9/15: transfer to ER.

9/16: Hospital return call with report of no findings and plan to discharge to
home.

9/16: Hospital COVID test +.

9/27: Readmission. S/S of cough and wheezing reported upon reentry.

(No roommate with Veteran 1 at that time)

Veteran 2:

Baseline temp and 02: 97.5 and mid 90’s

Dementia unit: wandering and physical behaviors, normal.

9/28: T 99.2, room temp adjusted down. STAT CXR and COVID test. Pneumonia
diagnosis with ABX x 10 d.

10/9: T 100.9 “Placed on DRS board” for reporting as she had just finished the
ABX. Coarse LS continue to be reported in notes.

10/10: Rapid POC COVID (-)

10/12: PCR (+), though results reported in notes just over 24 hrs after test.
10/14: Respiratory assessments documentation in MAR began.

Veteran Roommate:.

Baseline temp and 02: 96-97 degree for temp and mid 90s for O2.
Dementia unit: Anxiety, exit seeking, wandering expected

9/29, 9/30: multiple episodes of emesis noted.

10/4: lethargy, diaphoretic, and loose BM.

10/5: emesis

10/7: Rapid POC COVID (+)

10/8: Temp 99.1
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Any visitors or visitations occurred
prior, during — also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

10/9: Respiratory assessment documentation in MAR began.

Veteran 2 and roommate were on the Dementia care unit which was the
location of the outbreak and the first case (Veteran 1, above).

Medical director determined all had been exposed and therefore should not
be transferred out of the unit.

COVID unit PPE use and precautions in place as described in section above,
but no additional or resident specific isolation was practiced for these
roommates as s/s developed, per report from DNS.

Staff Interviews - Additional
Questions during observation
process and meetings

All Departments

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people
from every department including one
charge nurse, one-unit manager and one
house supervisor):

Do you know where the COVID
related P&P Manual is?

0 Canyou show me?
Do you have one for example, on
PPE donning and doffing?
Do you use the P&P Manual for
direction?
How often have you accessed the
P&P since March?
Have there been any changes to
the policies?
How are you informed of the
changes of the Policies?
Nurses — Discuss your process for
admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?
Nurse — How is it determine when
a veteran comes off of COVID-19

All department heads report COVID specific education starting in March time
period.

None reported having specific P&P manuals.

All reported multiple places they can access PPE signage, donning and doffing
guides, and direct further questions to SDN, Administrator, or DON with good
responses from all.

All report changes to PPE use and social distancing and activity practices
multiple times since March.

Information is disseminated through education, daily morning start up and
email.

Admissions on hold.

Charge nurses report to the shift supervisor any changes or concerns.
Shift supervisor provides guidance for next steps for isolation, quarantine.
Resources per administration guidance, CDC and HQ.

Staff interviewed did not cite P&P as source of information and updates for
COVID.
See notes on information dissemination above.
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unit or quarantine?
e How have polices changed since
positive COVID cases?

IP Lead

Describe your role in managing care for
veterans with infections?

X Do you routinely participate in calls with |IP lead activities here are managed by the DNS.
headquarters and describe your role in the

overall COVID plan? e ICN maintains door caddies for TBP.

X Describe your Line List or tracking e HQ calls were daily (7 days a week) initially, but now are 3x a week.
process? Veterans, staff Administrator, Assistant Administrator, DON, procurement are most likely to
X Do you participate in decisions about attend, though all nursing leadership is invited if they wish to attend.

isolation, quarantine, monitoring, Line list is maintained in spreadsheet format by DON.

screening, PPE use, policy development, |® Bed placement and cohorting decisions are referred to the Medical director.
training, staff supervision? e Observation status was noted prior.

XIWhat is your reporting relationshipto  |®¢ DON reports clinical nurses from VA HQ offer some IPC assistance.

the clinical analyst? Headquarters Epidemiology and more specific COVID and IPC guidance comes from DPH.
Infection Control lead? e Reporting by Administrator and DON to HQ and DPH.

X Are you aware of CDC and DHHS COVID-
19 guidelines and recommendations? Do
you utilize those in the decision process
for COVID guidance?

X Discuss how you collaborate with non-
clinical departments within your home
Describe your process for reporting and
communicating infections and COVID
cases

X Are you involved in the overall COVID

prevention processes —including testing of
veterans and staff, data collection, Nurses, CNAs, ICN, DNS, department heads interviewed about supply of PPE and

reporting of outcomes, ease of access since March.
KWho communicates with the DPH? No supply concerns reported. All reported having adequate and safe supply.

ICN assists with COVID testing.

See notes below.

Do you conduct contact tracing?

Describe how you work with
Procurement Officer, Environmental
Services and other departments related to
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COVID-19 and Infection Control

PPE Process for IP

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Procurement Officer

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Describe how much PPE inventory that
is currently available in house

Describe the process for procuring PPE

Environmental Services Lead

Daily inventory and counts are reported to HQ.

HQ calculated burn rate.

Home maintains 30-60 day supply in house.

No difficulty obtaining PPE, though some changes over the past months as
supplies and sources have been altered to ensure adequacy.

HQ has access to FEMA supplies which have replaced some other sources of
PPE for this home. (N95 and disposable gowns)

The most significant change occurred with house wide use of PPE for all units
after the outbreak. Cloth gown supplies and laundry capacity were not
sufficient to sustain this.

Procurement officer and 2 staff manage intake and distribution to units. Shift
supervisors have access if needed.

All staff report easy access to PPE.

o Department head for linen and housekeeping.
e Disinfection products all approved by HQ and were changed recently
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Describe how you oversee the
housekeeping staff’s disinfection process
X How often are surfaces in common
areas disinfected

X Where are the cleaning and disinfection
polices located, describe accessibility?
Describe the process for selection of
disinfectants used, when did you start
using EPA List N products

Describe the laundry process

Do you utilize consistent assignment? If
not do they start negative unit to positive?

(after outbreak). Performex used for all daily housekeeping

e Department head was not familiar with EPA listing, HQ manages this.

e Home uses red and yellow precaution bags for all COVID/COVID
observation veterans with separate handling, disposal and washing
practices.

e Significant increase in workload for these departments was reported due
to the precaution bagging and use of all disposable food service items
since the outbreak.

e Consistent assignments. Linen staff do not enter COVID unit.

Housekeeping observation:

e 2 unit housekeeping staff observed performing high touch surface
disinfection. Performex cleaner used for all housekeeping cleaning tasks.
No dilution or mixing needed. Both reported cleaning high touch surfaces
1x a day, 2x a day if time permits.

e Environmental services manager reported 1x a day is minimum, but 2-3x a
day is preferred, though staffing is often a barrier.

Environment:

All units had 1-2 fans positioned in or around the nursing stations and always
blowing.

Linen delivery observed with cart cover open and linens piled on top of the
cart.

2/4 rooms entered and exited without ABHR HH performed prior to entry of
next room.

Linen/Landry department tour unremarkable.

Though, concern for social distancing in laundry processing areas as rooms are
smallish and there were 3-4 staff in the space.

Clean linens (not bagged) stacked on chair in hall of COVID + unit, later moved
to another table, also in the hall.

Additional Observations and
Summary
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St. James Veterans Home

Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.
The Infection Control lead did not have designated hours for infection prevention and control responsibilities
There was no evidence of general infection prevention and control policies and procedures as well as evidence of
COVID-19 specific policies and procedures
Front line staff indicated they were not aware of infection control and COVID-19 policies and procedures as would be
expected per standards of practice
All directives come from Head Quarters
Veteran placement (isolation, quarantine, isolation and co-horting) did not consistently follow current guidance.
Medical director determines resident placement. Infection Control lead is not involved in the process.
Observed that doors not closed during quarantine in alighnment with current guidance.
Symptoms screening was not completed as part of the veteran monitoring process as would be expected per best
practice guidelines

0 Every shift a COVID assessment was completed. The COVID-19 assessment does not list all of these symptoms,

but staff were aware of the current symptom list.

Aerosol generated treatments are currently utilized which is not in accordance with current guidance
Social distancing is not consistently observed. Common area uses and social distancing not consistent with CDC
guidance
Terminal cleaning after meals was not consistent and cleaning and disinfection observations indicated breaks in
practice
Cleaning and disinfection dwell times not consistent with product directions
Hand hygiene not consistently observed to be practiced as best practice approach indicates. Alcohol Based Hand Rub
(ABHR) was not determined as the preferred method of hand hygiene per current guidance
PPE use per current guidance - multi breaks in practice identified

0 Use and reuse, storage, varying strategies for gown use, sequencing

0 Multiple breaks in practice were observed

0 SEMA video on PPE, for staff re-education and reminder, was not consistent with current CDC COVID
Veterans not consistently following universal source control as indicated in the report
Education began in March 2020 and has been ongoing. There is no evidence of competency verification at the time of
education. (Most education is email oriented with no reconciliation of employee list to verify that all staff have been
educated).
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X Infection Preventionist is assigned other

duties in the facility

Describe:

IHours allotted for Infection Preventionist

role — Describe:

UInfection Preventionist maintains a line

list

O Veterans with s/sx or confirmed
CoVID-19

o Employees with s/sx or confirmed
COVID-19

XIPPE —Who is assigned to replenish

supply of PPE on each unit and

department

Describe the Communication process if

supplies are running low

Describe the inventory process, burn

rate process for PPE

[ Have you had to go into the different

levels of PPE optimization (i.e.

conventional, contingency, crisis, out of

inventory)

[ Familiar with PPE optimization process

Spend time discussing their role,
responsibility as the IP

Discuss the COVID status, and is this the
same process before, during COVID and is
it now your process

Describe fit testing process

Describe COVID-19 preparation, mitigation
and response process

There were no specific hours allotted for IP

Line list and employee health were collected retrospectively

The Director of Purchasing distributed PPE

Staff call the House Supervisor who will ask purchasing to replenish supplies. The
House Supervisor has a key to supply area on off-shifts, weekends and holidays.

The inventory was kept in detail by the purchasing Director. He concurrently tracks
inventory of all PPE related items and reports inventory to Head Quarters (HQ)
daily.

The leaders | interviewed were unaware of the optimization modes.

COVID-19 related information and processes were managed by the Administrator
and delegated to the DNS, Staff Development, Director of Purchasing, Director of
housekeeping, etc. IP was not involved in any way.

There were 2 certified fit-testers onsite. New employees were fit tested during
orientation.

Policies and Procedures

[ Infection Control Policies and Proce-
dures

There were none at this facility
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[0 COVID -19 Policies and Procedures

Screening for all
0 Veterans
Staff
Visitors
Vendors, hospice, therapy
ERAY, Pharmacy
Supply delivery process

O O O0OO0Oo

PPE
Veteran Placement (quarantine
process, confirmed COVID-19 pro-
cess)
Admission, re-admission, dis-
charge
Universal Source Control (Staff
and Veterans)
Visitation (when started, where
located, infection control
measures, documentation, etc)
Hand holding stations
Aerosol generating medications,
nebulizer
Postmortem care
Testing

0 Overall

O Specimen process

O Rapid Antigen POC

O PCRand Lab process

O Reporting process
Reporting and Communication
process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication —to
whom and how communicated to
home and departments and staff)

0 Timing of reporting

0 Direction for reporting

0 Changes in reporting pro-
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cess in last 3 months
e Veterans psychosocial needs
e Communal activities
e Dining
e Special Care Unit specific
e Hand Hygiene
e Employee illness
e Return to work
e Education
e Staffing and Staff assignment
e (Cleaning and disinfection — all de-
partments
[dChange in condition for COVID-19
OFacility has a COVID-19 pandemic plan

Clinical Care and Veteran
Monitoring

OMonitoring for Change of Condition with
COVID-19

XISystems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

(Describe their screening and monitoring
process)

Ols the symptom list up to date for
CovVID-19:

Fever or chills

Cough

Shortness of breath or difficulty
breathing

Fatigue

Muscle or body aches
Headache

New loss of taste or smell

Temperature and SPO2 were recorded every 4 hours. The House supervisor and
physician were notified when a resident demonstrated symptoms.

Every shift a COVID assessment was completed. The COVID-19 assessment does
not list all of these symptoms, but staff were aware of the current symptom list.
Staff indicated that the COVID assessment has not been updated since March
2020.
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Sore throat

Congestion or runny nose

Nausea or vomiting

Diarrhea

Trouble breathing

Persistent pain or pressure in the

chest

New confusion

Inability to wake or stay awake

Bluish lips or face
[ODoes the E H R have a system for alerts?
Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?
Ols there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

Charge nurse unaware of any alerts

The Administrator and DNS attempt contact tracing but often stop at the first
possible scenario for spread. Very focused on employees transmitting to veterans.
No thought of internal practices causes spread. There was no evidence of root
cause analysis process.

Entrance to Home — Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.

Entry access is limited, and the entrance
has screening stations.

X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas

Those permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19

[JObserve Screening criteria and process
includes temperature checks.

There was a standard symptom and exposure questionnaire required at the time
of entry for everyone. The person completes the questionnaire and hands it to a
DMAT screener. Although | reported travel in the US, no one asked me about it.

The symptoms of COVID-19 were not described to me or others entering the
building.

People entering the facility had their temp taken by a DMAT screener upon entry.
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OTracks and monitors for fever
OTracks and monitors COVID-19
symptoms

[CJReview screening process, log,
paperwork and questionnaire

COVID-19 - Confirmed or
Suspected
Status, Plan and System

[Confirmed positive or recovering COVID-
19 veterans are placed on COVID-19
Unit/Wing

X Co-horting or in a private room
X If no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case

LAl veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-
ed cases.

[OVeteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

[dVeteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

[ How long have these processes been in
place?

A veteran with symptoms was quarantined to their room (with roommate, if there
is one) and immediately tested using the Rapid Antigen process. If the Rapid
Antigen test was positive, they were moved to the Isolation unit for 20 days, per
Medical Director directive. A PCR test was also performed. The roommate also
received RA and PCR tests. The facility did try to move the resident to a private
room as soon as possible.

If the RA was negative the veteran stays in quarantine until the PCR result was
available. If it’s positive, they move to isolation. If it’s negative, they stay in their
room. Monitoring continues every 4 hours. However, doors are not closed
consistently in accordance with current guidance.

Some veterans in the isolation unit share rooms.
Veteran cohorting was not a focus of concern or priority for Administration.

The Medical Director determined when a veteran can come off the isolation unit.
They must stay in isolation at least 20 days, not have a cough, have improving
symptoms and be afebrile for 72 hours without antipyretics. They must also have a
negative RA test. The veteran goes to the “step-down” unit for at least a week for
monitoring before returning to their original room.

The IP was not involved in the decision-making.

Communal and Congregate
Areas — Veteran Care

X Outings, group activities and communal
dining are adjusted per COVID-10 status

Group activities and regular dining were on hold.
\Window visits with a cell phone were still happening.
On the Special Care unit, veterans were seated one to a table in the dining room.

They were 6 feet apart facing another veteran but closer than 6 feet back to back
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Explain the process, review policy
[IDescribe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

Social distancing is observed
OUniversal source control is observed
Describe the Special Care Unit process
for communal space and mitigation
Terminal cleaning is completed after
each use — describe the process

Describe

in some cases. Other veterans were served meals in their rooms.

On A and C cores a few residents were in the hallways. Some had masks, mostly
pulled down. Staff did not cue residents to cover their noses with the masks until |
asked about it. Therapy staff walked residents in the hallway. Both staff and
therapists wore masks but were very close together when using a gait belt.

On B core, Special Care Unit residents did not have masks and were congregated
in front of the nurse station watching a movie. These veterans self-propelled
about in wheelchairs. There were no attempts by staff to socially distance them or
provide masks. | did not observe terminal cleaning of the common area surfaces
after the area emptied at lunch time.

The Special Care Unit Manager told me they tried masks on residents for a few
days but experienced an increase in falls. He called HQ and was given permission
to stop using masks for source control on this unit.

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Describe what is used, accessibility, etc.

Hand Hygiene
OBSERVATION
Staff perform hand hygiene (even if gloves
are used) when indicated
X Before and after glove use
[IBefore & after veteran contact
X After contact with blood, body
fluids or visibly contaminated
surfaces
CJAfter contact with objects and
surfaces in the veteran’s
environment
X Before performing procedures
such as an aseptic task
X After removing PPE
X Alcohol-based hand rub (ABHR) is
readily available

Staff were told through videos from SEMA and from Staff Development that soap,
and water hand hygiene was preferred. There was an ample supply of Alcohol
Based Hand Rub (ABHR) in care areas except on B core. There were no hand
hygiene stations in hallways on B core. Staff touched residents, repositioned a
resident, touched resident walkers and wheelchairs without performing hand
hygiene.

| observed a nursing assistant perform vital signs for 2 veterans without sanitizing
the machine between veterans. She pushed the machine into the nurses’ station
without sanitizing it. When | brought this to the Unit manager’s attention, he
asked who used the machine and asked the nursing assistant if she sanitized it
after use. She said, “It was clean when | started”. The Unit Manager said,
“whatever”.
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[JStaff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
LJIf ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIStaff interviewed indicated there is an
adequate supply of hand soap and paper
towels

Cleaning and Disinfection

OBSERVATION
Supplies and Disinfection (multiple
departments)

[IDedicated or disposable non-critical care
equipment is used

[JReusable equipment is cleaned and
disinfected after use according to
manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

[JObjects and environmental surfaces that
are touched frequently and are close to
the veteran are cleaned and disinfected at
least daily and when visibly soiled

[IStaff appropriately perform
environmental cleaning and disinfection

[Jstaff appropriately reprocess reusable
equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Ask Staff:
Housekeeping/Environmental Services
Describe process for mixing,

A-Core: A glucometer used for multiple veterans was wiped after use at the
nurses’ station with “purple-top” wipe and returned immediately to the med cart
drawer. When asked, the med tech said the wipe had a 3-minute kill time and
understood that to mean it should not be wiped dry for 3 minutes. The wipe had a
2 min contact time for viruses. The med tech said she used purple top wipes to
disinfect everything.

C Core: A nursing assistant wheeled a resident out of the shower room after
providing a shower. She was holding the bag of soiled linen in one hand. She did
not return to the shower room to disinfect the shower chair. | did not see her
change her gown.

B-Core: Oxygen E tanks were used. Observed a tank changed and the used tank
put into storage without being disinfected. Used and unused tanks were stored
together. Multiple, used RA test cards were observed on a cart in the hallway,
then wheeled to the nurses’ station, uncovered.

All staff wear an N95, face shield or goggles in the facility. Upon entering a veteran
care unit, they don an isolation gown. | did not observe any staff to change the
gown after providing care. They doffed the gown upon exiting the unit. Donning
and doffing occur in the same space without any separation. The Administrator
told me they used 1200 gowns per day as proof that the gowns were being
changed after veteran care.

Housekeeping thoroughly disinfects surfaces at least daily.
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reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Nursing

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Dining Services

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Activities/Recreation

[ODescribe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Comments/Observations

Cleaning chemicals were mixed by housekeeping for floor cleaning. Dietary
chemicals were mixed by dietary for floor cleaning. Spray chemicals used by
nursing staff and other departments were used in manufacturer’s packaging.

Nursing assistants and med techs who were interviewed were not aware of
accurate dwell times for wipes and spray disinfectants. A nursing assistant told me
she used the “1 minute” spray to disinfect shower chairs and vital signs machines.
| looked at the label. It was a 1-minute dwell time for bacteria and a 10 minute
dwell time for SARS Coronavirus.

Observed a male staff member in the hallway of the Special Care Unit (B Core)
with a small treatment cart. The staff member who an N95 and no other PPE. He
was returning supplies to the drawers of the cart without cleaning/disinfecting
supplies. He stopped, spoke to a veteran, and used an electric razer from the cart
to shave around the veteran’s mouth (in the hallway). The staff member did not
perform hand hygiene, did not wear gloves and did not disinfect the razer before
or after its use. When asked staff who this male staff member was, they indicated
it was the barber.

PPE

X All staff are practicing universal source
control (i.e. face masks)

[Istaff have been trained on selecting,
donning, and doffing appropriate PPE,
were staff tested, competency verification

LI there are COVID-19 cased identified
in the facility, staff is wearing
recommended PPE for care of all veterans,
in line with the most recent guidance.

XlObserve and describe — if extended or
re-use of PPE is practiced, describe the
home’s process

Staff donned an N95 mask and face shield or goggles upon entering the building,
after RA testing.

A SEMA video about donning and doffing PPE, playing in the lobby for staff
education, did not match CDC guidance for doffing PPE. Staff were not required to
demonstrate PPE donning and doffing at the time of education but must be
observed donning and doffing by an RN at least weekly.

N95 masks were used for up to 40 hours or unless visibly soiled. Face shields were
disinfected by Virex after each shift by the employee. Masks were stored in a
paper bag hanging in the employee entrance between used. Face shields were
reused indefinitely. This practice was implemented as the result of a directive from
HQ.

N95’s are sent out to an external company for disinfection after extended use as
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Necessary PPE is immediately available
upon entrance to the COVID-19 unit
OBSERVATION: (Nursing and Multiple
departments)

XStaff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance

Don

1. Identify and gather the proper PPE
to don.

2. Perform hand hygiene using hand
sanitizer.

3. Putonisolation gown.

4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).

5. Puton face shield or goggles.

6. Puton gloves.

7. Healthcare personnel may now
enter patient room.

(Doff) PPE

1. Remove gloves.

2. Remove gown.

3. Healthcare personnel may now ex-
it patient room.

4. Perform hand hygiene.

5. Remove face shield or goggles.

6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

7. Perform hand hygiene after re-
moving the respirator/facemask

indicated above.

Donning PPE for the Isolation unit was done in the entrance to the VSO building,
next to the exterior door to the Isolation unit. Staff donned their PPE and walked
outside the facility to the Isolation unit entrance.

Nursing staff were consistently observed donning and doffing PPE correctly when
they changed PPE. They were not observed to change gowns after providing care

or having close contact with veterans

See observation above related to Special Care Unit and barber.
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and before putting it on again if
your workplace is practicing re-
use.*

XISignage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
[ Is hand sanitizer is accessible location
[OVeterans are donning face masks
whenever:

0 leave their room

0 leave facility for essential medical

appointments

[ General observations of universal
source control and PPE use per guidance
in multiple departments — describe

There was plentiful signage throughout the facility.

Trash cans were not observed at the veterans’ room doorways. There were large
trash cans in each common area with manual lids.

ABHR was located along the walls in hallways and in veterans’ rooms except on B
Core where it was missing from hallways.

Veterans inconsistently wore face coverings when out of their rooms.

Veterans room doors were not consistently closed

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

OFacility has a plan for admissions that
aligns with guidance

[ Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

No admissions were being accepted at the time of the visit.
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[JReadmission has a plan for admissions
that aligns with guidance

OFacility has a process for veterans who
have routine medical appts (i.e. dialysis)

Communication Process

Communication Requirements
[ODescribe process for communication of
COVID status
[ODescribe designated person assigned
responsibility for daily communications
with:

[Staff

[Veteran

CFamilies

[ Headquarters
X All communications include status and
impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated

education as needed

Describe

When a resident developed symptoms, the House supervisor, physician and family
were notified by the Charge Nurse. The House Supervisor notified the DNS and
Administrator. The Administrator called HQ.

The Administrator tracked resident and employee COVID-19 status. Cumulative
and new case information was shared with HQ on a call twice per week and in an
emailed report daily. PPE inventory and staffing were shared in the same
communications.

Updates or directives from HQ were shared with staff by email. Employees were
responsible for reading their email, but there was no validation that they had read
them. One Unit Manager | spoke with told me he educates his own staff after
receiving an update. This education was not formally documented.

Staffing and Staff Contingency
Related to COVID-19 and
Outbreak

(There is a policy and procedure for
staffing strategies in an emergency and is
part of Emergency Preparedness plan
OThe plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are
COVID-19 positive
OLimiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff

There was no emergency staffing policy and procedure.

The practice at St. James was for staff to have a consistent assignment. This was a
new practice, implemented “just a few weeks” before. Last week the dietary staff
began to have a consistent assignment for dropping off meals.

Staff who worked in the isolation unit must go directly home after their shift. They
were not allowed to enter the building for at least 8 hours.

The DNS, Administrator and HR made staffing decisions based on the census and
location of veterans as well as acuity.
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between floors or wings during
the period they are working for
the day
[JAn established policy to minimize the
number of staff interacting with each
veteran
XList the designated person assessing
responsibility for conducting a daily
assessment for staffing needs including
back up plans as needed

Describe

Education, monitoring and
screening of staff

Staff Development
Coordinator discussion

[JStaff education has been provided
education about COVID-19 including
(when did it start, how often, when was
the last education, do you have any
written resources to use after you have
been educated and where are they
located)

[JSigns and Symptoms of COVID-

19

[JHow it is transmitted

COPPE

[ Cleaning and disinfection

[IPrevention strategies

Social distancing

Universal source control

Hand hygiene

Visitation

Common use areas

[ Testing — (licensed nurses)

Cidentification and reporting of

change of condition

[Screening criteria
L1 Training Materials — who develops,
where does the information come from,

The Staff Development Coordinator was responsible for the “formal” education
provided to staff. Education began in March 2020 and has been ongoing. There
was no on-line education program. There is no evidence of competency
verification at the time of education.

Attendance was tracked by paper sign-in sheets. There was no reconciliation
process to ensure that all staff were educated. The Staff Development Coordinator
used CDC information as the basis for most of the training. Other sources included
directives from HQ and the Administrator, email from HQ and the Administrator.

Training was provided in-person, via video and via read and sign packets. No post
tests were used. Practice audits were performed at least weekly for PPE use and
hand hygiene. Audits were performed by House Supervisors, Staff Development
and Unit Managers. 1:1 education was provided when there was an observed
breach in procedure.

A Unit Manager told me he feels very Up-To-Date in his knowledge and believes
that the facility performs above and beyond CDC recommendations.

Three nursing assistants, interviewed separately, reported that they get updates
from the nurse and had done well on PPE audits.

A housekeeper stated that she got updates from her supervisor. The Dietary
Manager related that he provided weekly and more frequent updates to staff.
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who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

[ Describe and review training provided
[ Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

[ Describe competency verification
process for: (PPE, Hand hygiene,
screening, etc.)

[ Describe process when breaks in
practice are identified

OInterview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the
process is, observe PPE use and alighment
with P&P as well as training)

Observations

Record Review

[IReview 2 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and
post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)
e Review a time span 14 days prior
and post COVID diagnosis
e Change of condition —immediate
identification

Resident. admitted to the facility on 6/7/19. Sentinel testing was conducted on
6/8/20. He refused testing. He was asymptomatic. No other action was
documented. On July 5, 2020 he developed a temperature of 99 F but testing was
not completed. On Sept. 5 his daughter in law was notified that there was COVID
in the building and testing was being done. His vital signs on 9/5: T99.6F, SPO2
93% on RA. The next day his fever went down. On Sept 7 his SPO2 was 87% and
lungs were clear. No other action was documented. On Sept 9 his PCR test was
positive and he moved to the isolation unit. On 9/10 his SPO2 was 89% -95% on 2L
oxygen. On Sept 10 he fell from bed without serious injury. On Sept 11 he had
labored breathing, R36, SPO2 96% on 2 L 02 159/56 and HR 73. The physician was

Confidential — For Quality Purposes Only




Monitoring of resident prior to
and post positive result
Documentation

Reporting

Notifications

Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)

How long it took to get results
Asymptomatic — what was the
process, mitigation, placement
Roommate review of chart

Did veteran placement change
occur?

Care plan change

Special treatments

Nebs, CPaP, BiPaP, aerosol
generating, trach

Dialysis

Did the veteran leave for external
appts prior to COVID diagnosis
Any visitors or visitations occurred
prior, during — also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

notified and ordered Duoneb and solumedrol IM. His son requested the veteran
be sent to the hospital. The Medical Director felt he would be a candidate for
Resmedivir. He was transferred to the hospital ER and returned a few hours later,
not having received Resmedivir. On Sept 13 he developed “coarse” breath sounds
and a frequent non-productive cough. At 0700 he was transferred to the hospital
and returned at 1715, unchanged. He began to receive Duonebs TID with little
effect. On Sept 15 Cefepime IV was ordered but the medication was not available
from the pharmacy. He missed the first two doses. He had a frequent, productive
cough. SPO2 89% on 3 L O2. On Sept 17 at 1803 he became unarousable. The
medical Director discontinued his routine meds and started comfort care
medications. He expired on Sept 17.

Resident

Al long term resident of the home

On June 15, 2020 he tested negative for COVID-19. He moved from the C Core to
the A Core on June 17. On Sept 5, family was notified that a staff tested positive
for COVID-19 and residents would be tested. On Sept 9 he developed a coarse,
loose cough with expiratory wheezing. The PCR test was positive and he was
moved to isolation. He developed a Tmax 102 and emesis x2. On Sept 12, the
social worker notified family they were packing up his personal belongings and
moving them to storage to make more private rooms. He remained febrile through
Sept 13. On Sept 14 he developed coarse lung sounds in the RLL. SPO2 95% on RA.
On Sept 15 his sputum was green and Azithromycin was ordered. On Sept 17 the
physician ordered Decadon but it was unavailable from the pharmacy, so the
order was changed to Solumedrol. A CXR was ordered and 02 at 5L per nc. He
transferred to the hospital on 9/17. The hospital ICU called on 10/3 to inform the
facility he had expired.

Resident.

Long term resident of the home.

After a staff tested positive on 9/4 the veteran was tested. He refused to have his
temp taken for several days. On Sept 9 he had diminished lung sounds bilaterally
and his PCR results showed he was COVID positive. He was moved to isolation. On
Sept 10 he had a dry cough which became productive on Sept 10. His belongings
were moved to storage on Sept 12. On September 13 he developed emesis. A
message was left for the family by social services “according to the script provided
by the Administrator”. On Sept 17 he was still coughing but lungs were clear. He
had a poor intake. On Sept 23 the physician ordered Zinc, Vit D and Vit c. He
refused these medications. On Sept 28 he developed a sore throat, no cough. On
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Sept 30 he did not have any symptoms and his SPO2 was 95 —99% on RA
On 10/1/20 Family was contacted about moving him to stepdown.

Staff Interviews - Additional
Questions during observation
process and meetings

All Departments

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people
from every department including one
charge nurse, one-unit manager and one
house supervisor):

IP Lead

Do you know where the COVID
related P&P Manual is?

0 Canyou show me?
Do you have one for example, on
PPE donning and doffing?
Do you use the P&P Manual for
direction?
How often have you accessed the
P&P since March?
Have there been any changes to
the policies?
How are you informed of the
changes of the Policies?
Nurses — Discuss your process for
admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?
Nurse — How is it determine when
a veteran comes off of COVID-19
unit or quarantine?
How have polices changed since
positive COVID cases?

[ODescribe your role in managing care for
veterans with infections?

Do you routinely participate in calls with

There were no policies and procedure related to COIVD-19. Changes were
communicated via email and directives from HQ.

See prior sections of the report for this information
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headquarters and describe your role in the
overall COVID plan?

[IDescribe your Line List or tracking
process? Veterans, staff

Do you participate in decisions about
isolation, quarantine, monitoring,
screening, PPE use, policy development,
training, staff supervision?

OWhat is your reporting relationship to
the clinical analyst? Headquarters
Infection Control lead?

[JAre you aware of CDC and DHHS COVID-
19 guidelines and recommendations? Do
you utilize those in the decision process
for COVID guidance?

[IDiscuss how you collaborate with non-
clinical departments within your home
[IDescribe your process for reporting and
communicating infections and COVID
cases

CAre you involved in the overall COVID
prevention processes —including testing of
veterans and staff, data collection,
reporting of outcomes,

COWho communicates with the LDPH?
[JDo you conduct contact tracing?

[ Describe how you work with
Procurement Officer, Environmental
Services and other departments related to
COVID-19 and Infection Control

PPE Process for IP

COPPE —Who is assighed to replenish
supply of PPE on each unit and
department
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[ Describe the Communication process if
supplies are running low

[ Describe the inventory process, burn
rate process for PPE

[ Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Procurement Officer
CIPPE —Who is assigned to replenish
supply of PPE on each unit and

department . . . L .
The purchasing agent at the facility had a detailed and intricate tracking system for

PPE inventory. He personally distributed PPE to unit stock. He was unaware of the
term “contingency” and distributed PPE according to directives from HQ.

[ Describe the Communication process if
supplies are running low

[ Describe the inventory process, burn
rate process for PPE

[ Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

[ Describe how much PPE inventory that
is currently available in house

[ Describe the process for procuring PPE

Environmental Services Lead
[IDescribe how you oversee the
housekeeping staff’s disinfection process

CIHow often are surfaces in common The ES Lead personally trained each new staff member and closely supervised
areas disinfected their work. There are currently 2 housekeeping staff out with COVID-19. She
OWhere are the cleaning and disinfection increased common area cleaning in March 2020. She has a long-standing
polices located, describe accessibility? relationship with Industrial Soap and primarily used Virex as the sanitizer of

CIDescribe the process for selection of choice. She correctly stated it has a 10 min kill time.

disinfectants used, when did you start
using EPA List N products

[IDescribe the laundry process

She did not know why trash from the Isolation unit was being red bagged and
disposed by the Biohazard disposal company each week.
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ODo you utilize consistent assignment? If [She stated that housekeeping staff don a gown upon entering a unit. They are to
not do they start negative unit to positive? [change the gown after cleaning a veteran’s room and perform hand hygiene.
When | told her, | had not seen that happen, she had no response.

The laundry area had a new washer and dryer set up with specific cycles and
chemicals for COVID-19. The laundry from the Isolation unit was washed and dried
in these machines. Clean linens are delivered to the regular units on a covered
cart which was sprayed after leaving the units. The Isolation Unit linens were
dropped off at the door for nursing staff to being in. Red bagged linen was left
outside the door for pickup at a separate. Time.

Additional Observations and
Summary

In the Isolation unit

e There was a box with a red biohazard bag in it and no cover. Staff informed me it was for the “contaminated food” left
over from meals.

e Aresident sat at a table in a common area in his johnny. There was no mask available. He was left to eat and drink
alone.

e Theinitial “wave” of vets to isolation came from A Core. Recent vets to isolation came from C Core. Only 15 of 50
veterans remain on C Core at the present time.

e Veterans were not actively kept in their rooms except for those awaiting test results after showing symptoms.

e Mask compliance was excellent amongst staff, not good among veterans.
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St. Louis Veterans Home

Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.
The Home develop a COVID Team with a specific clinical lead to oversee the efforts for preparation and prevention
There was limited general infection prevention and control policies and procedures as well as evidence of no COVID-19
specific policies and procedures
Front line staff indicated they were not aware of infection control and COVID-19 policies and procedures as would be
expected per standards of practice
0 Most policies and procedures that were available were outdated
All directives come from Head Quarters
0 Communication flow related to COVID-19 guidance comes from Headquarters to Administration.
Administration manages communications. Unable to determine communication flow to direct care staff
relative to updated guidance.
There appears to be confusion between quarantine for exposure (14 days) and how long residents need to stay in
Transmission Based Precautions (TBP) after positive COVID diagnosis (10 days unless immunocompromised or critically
ill — 20 days)

Social distancing is not consistently observed. For example, group activities such as Bingo are played while they are in
their rooms, but also noted to have 6 people around table yesterday without masks.

0 The Home indicated that they have suspended communal dining and using congregate spaces, but they were

still present on observation.

0 Common area uses and social distancing not consistent with CDC guidance
Terminal cleaning after meals was not consistent and cleaning and disinfection observations indicated breaks in
practice
Hand hygiene not consistently observed to be practiced as best practice approach indicates.
PPE use per current guidance - multi breaks in practice identified

0 Use and reuse, storage, varying strategies for gown use, sequencing

0 Multiple breaks in practice were observed
Symptoms screening was not completed as part of the veteran monitoring process as would be expected per best
practice guidelines
Veterans not consistently following universal source control
Staff Development Coordinator verbalized that some COVID-19 education was provided, However, evidence of
ongoing education on COVID-19 and competency verification was not found.

Attorney Work Product — Privileged and Confidential
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duties in the facility

Describe:

X Hours allotted for Infection
Preventionist role — Describe:

XInfection Preventionist maintains a line
list

[X]Veterans with s/sx or confirmed COVID-
19

XIEmployees with s/sx or confirmed
CoVID-19

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)?

Familiar with PPE optimization process

Centers for Disease Control and Prevention (CDC) web- based Infection
Control (IC) as well as webinars. IP states, “she spends 90% of her time on
ICP”

The facility has developed a COVID Team with a specific nurse identified to
act as lead.

Currently there are no positive COVID veterans

Review of the Line List was completed. The line list for employees, they
may return to work after 10 days off plus 24 hours without signs and
symptoms (s/s). This can extend to a longer time frame depending on s/s.

Procurement Officer, Bryan rounds daily and counts all PPE in house,
orders as needed and delivers to units, if they run short on weekends or
nights the supervisor can access. He submits an excel spread sheet of
available in-house products to Executive Director (ED) by 11 am daily.

He has not had to use different levels of optimization, he well versed on
supply and he gave me a copy of his supply list which updates daily.

The Covid team (Quarantine Team with 12 members) have all been fit
tested by OSHA certified trainer

Policies and Procedures

Infection Control Policies and Proce-
dures
COVID -19 Policies and Procedures

e Screening for all

O Veterans

Staff
Visitors
Vendors, hospice, therapy
ERAY, Pharmacy
Supply delivery process

O O 00O

e PPE

e Veteran Placement (quarantine
process, confirmed COVID-19 pro-
cess)

Infection Control Policies and Procedures are limited

Both the Director of Nursing Services (DNS) and ADON were unsure what

was requested nor could locate a Policy and Procedure (P&P) book. This is

a list of what was present in the IP binder:

a. Antibiotic Stewardship 5/18/18

b. Surveillance 10/22/20 (audit tool) this tool covers dining,
workstations, interviews, medication rooms, environmental services,
resident rooms, and bathrooms

c. 1 page Policy for ICP

d. Infection Control Guidelines for LTC Facilities; Emphasis on Body

Substance Precautions (January 2005)

IC committee meeting May 2020

Weekly flu rounds (audit sheets)

g. Copy of training, not content, but sign in sheets

(]
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Admission, re-admission, dis-
charge
Universal Source Control (Staff
and Veterans)
Visitation (when started, where
located, infection control
measures, documentation, etc)
Hand holding stations
Aerosol generating medications,
nebulizer
Postmortem care
Testing

0 Overall

O Specimen process

O Rapid Antigen POC

0 PCR and Lab process

O Reporting process
Reporting and Communication
process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication —to
whom and how communicated to
home and departments and staff)

0 Timing of reporting

0 Direction for reporting

0 Changes in reporting pro-

cess in last 3 months

Veterans psychosocial needs
Communal activities
Dining
Special Care Unit specific
Hand Hygiene
Employee illness
Return to work
Education
Staffing and Staff assignment
Cleaning and disinfection — all de-
partments

Employees Training 2019 (sign in not content)
Exposure to body substance report
Bloodborne Pathogen (revised 7/1/98)
Influenza worksheet (2019-2020)
Disease Case Report

. Reportable Diseases in MO
Contact # for environmental health

s3—FT T

No evidence of COVID specific P&P
No evidence of annual review process

Visitation is on hold, but they are allowing outdoor visits, and use of iPad
for face to face visits.

The Home has currently stopped hand holding

Nebulizers have been discontinued, but 2 veterans are utilizing inhalers
only.

Daily rapid testing and twice a week with PCR, results usually back within
48 hours.

Communication Steps: The Home notifies Joan at headquarters, notify
staff, documentation on website, county health notified, and the Social
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[dChange in condition for COVID-19
X Facility has a COVID-19 pandemic plan

Worker notifies families when there is a positive Covid.

Clinical Care and Veteran
Monitoring

Monitoring for Change of Condition
with COVID-19

X Systems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

(Describe their screening and monitoring
process)

XIs the symptom list up to date for
CoVID-19:

Fever or chills
Cough
Shortness of breath or difficulty
breathing
Fatigue
Muscle or body aches
Headache
New loss of taste or smell
Sore throat
Congestion or runny nose
Nausea or vomiting
Diarrhea
Trouble breathing
Persistent pain or pressure in the
chest
New confusion
Inability to wake or stay awake
Bluish lips or face
X Does the E H R have a system for alerts?

All veterans have daily rapid test Covid-19 testing, staff go to individual
rooms to accomplish this.

Vital signs are performed every 4 hours.

The veterans have been instructed to report any adverse s/s and there is
plenty of signage around the building that includes the most recent
symptoms to watch for.

Twice weekly PCR performed on everyone.
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Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?

XlIs there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

The Electronic Health record (HER) computer system does not have alerts,
trends are monitored on paper and communication is daily presented the
ED who in turn is on a scheduled call for headquarters daily to convey the
most recent changes and any trending. All directives come from
headquarters.

Did not see any root cause analysis.

Entrance to Home — Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.
Entry access is limited, and the entrance
has screening stations.
X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas
[IThose permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19
X Observe Screening criteria and process
includes temperature checks.
X Tracks and monitors for fever
X Tracks and monitors COVID-19
symptoms
Review screening process, log,
paperwork and questionnaire

Facility screening: Anyone who wishes entry will need to: use hand
sanitizer, apply face mask, complete a one page questionnaire, have the
temperature taken, receive a rapid Covid test and await the results for 15
minutes at individual tables set up in the Dining Room (DR) prior to entry
into the facility.

One screening station at the front of the building, otherwise the entrances
are closed.

COVID-19 - Confirmed or
Suspected
Status, Plan and System

OConfirmed positive or recovering COVID-
19 veterans are placed on COVID-19
Unit/Wing
X Co-horting or in a private room
XIf no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case

There are ZERO veterans with Covid, but they are ready to place any
positive in special units specifically for Covid.

Veterans have been moved around in the building to allow them to have
PRIVATE rooms.
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X All veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-
ed cases.

X Veteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

X Veteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

How long have these processes been in
place?

NA

At this time does not apply, daily testing with rapid Covid test

NA

There appears to be confusion between quarantine for exposure (14 days)
and how long residents need to stay in Transmission Based Precautions
(TBP) after positive COVID diagnosis (10 days unless immunocompromised
or critically ill — 20 days)

Processes are changing, they will start wearing face shields with masks as
of Thursday the 29" of October.

Communal and Congregate
Areas — Veteran Care

XIOutings, group activities and communal
dining are adjusted per COVID-10 status

Explain the process, review policy
Describe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

X Social distancing is observed

Universal source control is observed
Describe the Special Care Unit process
for communal space and mitigation

Veterans continue to have meals on individual neighborhoods together.
The meals are placed in Styrofoam containers and brought to the
Veterans.
Group activities such as Bingo are played while they are in their rooms,
but also noted to have 6 people around table yesterday without masks.
0 Was told that they have suspended communal dining and using
congregate spaces, but they are still present.

Social distancing is not observed

Was told terminal cleaning occurs after each meal, but | did not see it as
often there would be food left on the tables or spilled on the floors that
stayed there for a while.

Confidential — For Quality Purposes Only




X Terminal cleaning is completed after
each use — describe the process

Describe

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Describe what is used, accessibility, etc.

Hand Hygiene
OBSERVATION
Staff perform hand hygiene (even if gloves
are used) when indicated
X Before and after glove use
[1Before & after veteran contact
[CJAfter contact with blood, body
fluids or visibly contaminated
surfaces
CJAfter contact with objects and
surfaces in the veteran’s
environment
X Before performing procedures
such as an aseptic task
CIAfter removing PPE
X Alcohol-based hand rub (ABHR) is
readily available
XIStaff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
X If ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIStaff interviewed indicated there is an
adequate supply of hand soap and paper

Hand sanitizers are noted throughout the facility as well has stand-alone
jugs with pumps.

Hand hygiene not consistently observed to be practiced as best practice
approach indicates.
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towels

Cleaning and Disinfection

OBSERVATION
Supplies and Disinfection (multiple
departments)

Dedicated or disposable non-critical
care equipment is used

XIReusable equipment is cleaned and
disinfected after use according to
manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

X Objects and environmental surfaces
that are touched frequently and are close
to the veteran are cleaned and disinfected
at least daily and when visibly soiled

X Staff appropriately perform
environmental cleaning and disinfection
XIStaff appropriately reprocess reusable
equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Ask Staff:

Housekeeping/Environmental Services
Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Nursing

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Dining Services

Rolling vital machine was not observed to be disinfected between
veterans

Housekeeping indicated that high touch areas are to be disinfected 3 X
day, but she also stated that they need more help and so sometimes this
might be overlooked.

The housekeeper interviewed was able to describe preparation and use of
disinfectants. She repeatedly stated they are short staffed.

All cleansers are Premixed by housekeeping lead and services have spray
bottles to use
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[IDescribe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Activities/Recreation

[ODescribe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Comments/Observations

PPE

X All staff are practicing universal source
control (i.e. face masks)

X Staff have been trained on selecting,
donning, and doffing appropriate PPE,
were staff tested, competency verification

X If there are COVID-19 cased identified
in the facility, staff is wearing
recommended PPE for care of all veterans,
in line with the most recent guidance.

X Observe and describe — if extended or
re-use of PPE is practiced, describe the
home’s process

CINecessary PPE is immediately available
upon entrance to the COVID-19 unit NA
but plenty in house

OBSERVATION: (Nursing and Multiple
departments)

X Staff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance

Don

Everyone is mandated to wear masks, but often they are pulled below the
nose or off when at the nursing station.

Not all staff have indicated that they have been trained in proper PPE donning
and doffing.

Upon interview of the staff educator, who is responsible for PPE training,
requested to watch 2 people don and doff PPE. Here are the responses:

What is donning and doffing?

One staff member got up and walked away

Reviewed donning and doffing by 2 staff members and neither one did it
correctly.

The staff that showed me how to apply PPE first dropped the gloves on
the floor and then returned them to the box, grabbed the gown and slung
it over her shoulder as she was trying to keep it off the floor, did not
follow the steps correctly even though the staff development was trying
to help her.

The second staff also did not follow the correct steps in PPE application.
Noted an aide emptying garbage’s without gloves and did not have a mask
on
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1. Identify and gather the proper PPE
to don.

2. Perform hand hygiene using hand
sanitizer.

3. Putonisolation gown.

4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).

5. Puton face shield or goggles.

6. Puton gloves.

7. Healthcare personnel may now
enter patient room.

(Doff) PPE

1. Remove gloves.

2. Remove gown.

3. Healthcare personnel may now ex-
it patient room.

4. Perform hand hygiene.

5. Remove face shield or goggles.

6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

7. Perform hand hygiene after re-
moving the respirator/facemask
and before putting it on again if
your workplace is practicing re-
use.*

XISignage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

Signage is noted throughout the building

The trash bins are often overflowing with garbage laying along the bins

Confidential — For Quality Purposes Only




X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
Is hand sanitizer is accessible location
[Veterans are donning face masks
whenever:

0 leave their room

0 leave facility for essential medical

appointments

[ General observations of universal
source control and PPE use per guidance
in multiple departments — describe

The veterans are required when they leave the building, it was observed
that one re-entered from an appointment with the mask. Often when
they are in the hall they do not have on masks.

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

X Facility has a plan for admissions that
aligns with guidance

[ Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

[JReadmission has a plan for admissions
that aligns with guidance

Facility has a process for veterans who
have routine medical appts (i.e. dialysis)

Currently all admissions are on hold unless it is a readmission.

Those residents that are re-admitted are placed into 14-day isolation.

Veterans are allowed to leave if they have an appointment that can’t be
changed, they wear a mask, and then return to their room on return.

Communication Process

Communication Requirements
Describe process for communication of
COVID status
X Describe designated person assigned
responsibility for daily communications
with:

LIStaff

[OVeteran

OFamilies

[ Headquarters
X All communications include status and

Human Resources, Lonette, keeps track of all data regarding Covid
positives, quarantines, tracing, Temp sheets, the call ins and recovered,
filed by date and month.

Communication lead is the ED, who in turns uses management staff to
pass along information. Veterans and Families receive information from
the Social Worker (MSW).
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impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated
education as needed

Describe
Staffing and Staff Contingency | XIThere is a policy and procedure for o Staffing is regulated by the DNS and ADON
Related to COVID-19 and staffing strategies in an emergency and is
Outbreak part of Emergency Preparedness plan

X The plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are
COVID-19 positive
X Limiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff

between floors or wings during
the period they are working for e Did not observe an established policy to minimize the number of staff

the day interacting with each veteran

X An established policy to minimize the
number of staff interacting with each
veteran

XList the designated person assessing
responsibility for conducting a daily
assessment for staffing needs including
back up plans as needed

Education, monitoring and X Staff education has been provided e The Staff Development Coordinator (educator), Jackie indicated that she
screening of staff education about COVID-19 including started education in February or March. The last documented evidence

(when did it start, how often, when was available was July 2020, but she said she tries to educate every other
Staff Development the last education, do you have any week using the town hall methodology. She indicated that she will
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Coordinator discussion

written resources to use after you have
been educated and where are they
located)

XISigns and Symptoms of COVID-

19

X How it is transmitted

CIPPE

[0 Cleaning and disinfection

[CJPrevention strategies

Social distancing

Universal source control

Hand hygiene

Visitation

Common use areas

[ Testing — (licensed nurses)

Oldentification and reporting of

change of condition

[JScreening criteria
Training Materials — who develops,
where does the information come from,
who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

Describe and review training provided
Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

Describe competency verification
process for: (PPE, Hand hygiene,
screening, etc.)

Describe process when breaks in
practice are identified

disseminate information to managers and they in turn review with staff.

The education she uses is based on the CDC website for Covid-19. She
does not have competency training. She is in the process of providing new
employee orientation so has not had a chance to provide more Covid
education.

List of evidence of training:
0 Handwashing
Covid Prevention
Similarities of Covid and Flu per the CDC
PPE Donning and Doffing
Webinar Series for LTC on Covid
Blood/body fluids
Alcohol Based sanitizer

O O O0OO0OO0OOo

Staff educator stated she stops the staff member and reinforces when
infractions are noted, but this was not observed when the staff dropped
the glove on the ground and placed in back in the box.

Based upon observation and rounds, discussed with staff development
coordinator the opportunity to provide re-education on hand hygiene and
PPE and start competencies for IC. The Home did not have
documentation of all subjects being taught
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Ointerview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the
process is, observe PPE use and alighment
with P&P as well as training)

Record Review

[IReview 1 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and
post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)
e Review a time span 14 days prior
and post COVID diagnosis
e Change of condition —immediate
identification
e Monitoring of resident prior to
and post positive result
e Documentation
e Reporting
e Notifications
e Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)
e How long it took to get results
e Asymptomatic — what was the
process, mitigation, placement
e Roommate review of chart
e Did veteran placement change
occur?
e (Care plan change
e Special treatments
e Nebs, CPaP, BiPaP, aerosol
generating, trach
e Dialysis
e Did the veteran leave for external

1 chart review for the single Covid Veteran, not much information.
Veteran started with low grade temp (99.7 and 100.4), dyspnea, body
aches and they sent out to the ER. History of BP, pain, Constipation,
Diabetes, Osteoarthritis, depression, ASHD, A-fib. And dizziness with
giddiness.

The first test at the hospital was negative, but they put him on a Covid
floor and after 3 days he tested positive.

The care-plans reviewed listed social distancing and isolation with Covid
as a problem, NO infection precautions noted - reviewed 5 different care
plans including those with a wound infection.

This veteran also did not have a roommate, and he_ to all
vet’s house wide prior to being sent to ER. He died 3 weeks later after
learning of his spouse’s death. The hospital did confirm he was positive for
Covid.

The unit he was housed on was treated as an isolation unit and cleaned
accordingly.
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appts prior to COVID diagnosis
Any visitors or visitations occurred
prior, during — also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

Staff Interviews - Additional
Questions during observation
process and meetings

All Departments

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people
from every department including one
charge nurse, one-unit manager and one
house supervisor):

Do you know where the COVID
related P&P Manual is?

0 Canyou show me?
Do you have one for example, on
PPE donning and doffing?
Do you use the P&P Manual for
direction?
How often have you accessed the
P&P since March?
Have there been any changes to
the policies?
How are you informed of the
changes of the Policies?
Nurses — Discuss your process for
admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?
Nurse — How is it determine when
a veteran comes off of COVID-19
unit or quarantine?

The IP Manual has the following P&P:

a. Antibiotic Stewardship 5/18/18

b. Surveillance 10/22/20 (audit tool)

c. 1 page Policy for ICP

d. Infection Control Guidelines for LTC Facilities; Emphasis on Body
Substance Precautions (January 2005)

They also have a Covid Book (blue binder) In this book there are handouts
from the CDC

Staff Interviews based on highlighted questions:

Haven’t see the manual in a while, but | know we have it. It’s usually here
though.

If they changed the policy, we never got a copy

We have in-services so if something is new, they tell us

Resource manual (yellow book) has the steps we take for admission, or
readmissions

The resident could come off isolation when we are told its ok, but don’t
think we have any right now.

I’'m sure our policies have changed but I’'m not sure how.
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e How have polices changed since
positive COVID cases?

IP Lead

[ODescribe your role in managing care for

veterans with infections? e The IPis required to attend headquarters calls, her line listing is based on
CIDo you routinely participate in calls with daily information from Covid testing, she is also part of a Covid team that
headquarters and describe your role in the is ready in the event they have a breakout. The information she receives
overall COVID plan? comes from headquarters where everyone receives guidance.

[IDescribe your Line List or tracking
process? Veterans, staff

[ODo you participate in decisions about
isolation, quarantine, monitoring,
screening, PPE use, policy development,
training, staff supervision?

OWhat is your reporting relationship to
the clinical analyst? Headquarters
Infection Control lead?

[Are you aware of CDC and DHHS COVID-
19 guidelines and recommendations? Do
you utilize those in the decision process
for COVID guidance?

X Discuss how you collaborate with non-
clinical departments within your home
Describe your process for reporting and
communicating infections and COVID
cases

X Are you involved in the overall COVID
prevention processes —including testing of
veterans and staff, data collection,
reporting of outcomes,

XWho communicates with the LDPH?

Do you conduct contact tracing?

Describe how you work with
Procurement Officer, Environmental
Services and other departments related to
COVID-19 and Infection Control
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PPE Process for IP

CIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

[ Describe the Communication process if
supplies are running low

[ Describe the inventory process, burn
rate process for PPE

[ Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Procurement Officer

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Describe how much PPE inventory that
is currently available in house

Describe the process for procuring PPE

Environmental Services Lead

Describe how you oversee the
housekeeping staff’s disinfection process
X How often are surfaces in common
areas disinfected

X Where are the cleaning and disinfection

See information regarding Procurement officer, Bryan

Procurement officer, Bryan rounds daily and counts all PPE in house,
orders as needed and delivers to units, if they run short on weekends or
nights the supervisor can access. He submits an excel spread sheet of
available in-house products to ED by 11 am daily. He has a special log in
the PPE room where items can be signed out. He stated | am prepared for
an outbreak, so | am building up my supply as | can. (Chapter 34 rules) |
have direct contact with Headquarters and receive daily guidance.
Example of some of his excel sheet: Tyvek suits: 408, Full face masks 23,
N95 small: 360, N95 M/L: 2470

Policy and Procedures for housekeeping services are located in each of the
housekeeping rooms on the neighborhoods. Cleaning entails mopping,
wiping down handrails, etc. to help control the virus. All chemical used are
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polices located, describe accessibility? premixed in the basement and then placed into small spray bottles
Describe the process for selection of
disinfectants used, when did you start e Germicidal bleach, Virex in a dispenser and 128 Disinfectant for cleaning.

using EPA List N products Housekeeping usually have a consistent hall, but we also have floaters.
Describe the laundry process

Do you utilize consistent assignment? If
not do they start negative unit to positive?

Manual Additional
Observations and Summary

Confidential — For Quality Purposes Only







Warrensburg Veterans Home

Summary Overview

The attached is Onsite Facility Infection Control/COVID-19 Evaluation report with specific findings identified. Below is a
summary of highlighted trends identified during the onsite visit for this Home.

The Home leadership team was cooperative and informative throughout the onsite evaluation. Staff are dedicated to
the needs of the veterans they serve.
Infection Control lead is the Director of Nursing Services, holding multiple roles which does not align with standards of
practice
Infection Control lead (DNS) has no formal training in infection control
The DNS and the Administrator work together to maintain the Line List, which does not align with standards of practice
There is no “official” root cause analysis performed on positive cases
There was no evidence of general infection prevention and control policies and procedures as well as COVID-19
specific policies and procedures
Front line staff indicated they were not aware of infection control and COVID-19 policies and procedures as would be
expected per standards of practice
Staffing plan there was no written contingency plan and related policies available
Signage does not reflect COVID-19 guidance
PPE use per current guidance - breaks in practice identified

0 Use and reuse (30 times), storage, varying strategies for gown use, sequencing
PPE optimization — not in accordance with CDC guidance.

Attorney Work Product — Privileged and Confidential
Pathway Health, Inc. © 2020
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Describe:
X Hours allotted for Infection
Preventionist role
XInfection Preventionist maintains a line
list
Veterans with s/sx or confirmed
COVID-19
Employees with s/sx or confirmed
COVID-19
XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department
Describe the Communication process if
supplies are running low
Describe the inventory process, burn
rate process for PPE
Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)
Familiar with PPE optimization process

IC efforts was described as a team effort since there was not a designated
position

Policies and Procedures

Infection Control Policies and Proce-
dures
COVID -19 Policies and Procedures

e Screening for all

O Veterans

Staff
Visitors
Vendors, hospice, therapy
ERAY, Pharmacy
Supply delivery process

O O 00O

e PPE

e Veteran Placement (quarantine
process, confirmed COVID-19 pro-
cess)

e Admission, re-admission, dis-

Policy/Procedure Observations:

» No written policies/procedures available for review
Strong screening process — well managed and flow of employees allows
for appropriate social distancing
Employees are asked to wash hands, complete questionnaire, temp is
taken with screener behind plexiglass
Screening area is separated from other activities and veterans
Rapid testing is in the large chapel area with video running 24/7 reviewing
donning/doffing and rapid testing procedures
All visitors are screened
Currently no communal activities
No visitation occurring, except for end of life visits
Reviewed post-mortem care and body transfer — no issues identified
PCR testing is done on all employees and negative veterans on Mondays
and Thursdays
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charge

e Universal Source Control (Staff
and Veterans)

e Visitation (when started, where
located, infection control
measures, documentation, etc.)

e Hand holding stations

e Aerosol generating medications,

nebulizer
e Postmortem care
e Testing
0 Overall

O Specimen process
O Rapid Antigen POC
0 PCRand Lab process
O Reporting process
e Reporting and Communication
process (Reporting of S/S, con-
firmed cases, quarantine, PPE, all
COVID related communication — to
whom and how communicated to
home and departments and staff)
0 Timing of reporting
0 Direction for reporting
0 Changes in reporting pro-
cess in last 3 months
e Veterans psychosocial needs
e Communal activities
e Dining
e Special Care Unit specific
e Hand Hygiene
e Employee illness
e Returnto work
e Education
e Staffing and Staff assignment
e C(Cleaning and disinfection — all de-
partments
X Change in condition for COVID-19

All veterans are being monitored for COVID signs and symptoms (s/s)
Employees are to report any symptoms prior to the start of their shift —
drive by testing is then performed to identify status

Staff interviews revealed an overall understanding of employee
guarantine expectations, as well as veteran quarantine and isolation times
Symptom list is up to date

Positive employee and veteran tests are reported to the administrator and
up to headquarters

There is no “official” root cause analysis performed on positive cases
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X Facility has a COVID-19 pandemic plan

Clinical Care and Veteran
Monitoring

Monitoring for Change of Condition
with COVID-19

X Systems are in place identify COVID-19
early via screening processes

X All veterans are screened for symptoms
of COVID-19 and have their vital signs
monitored, including oxygen saturation
and temperature checks including:

XlIs the symptom list up to date for
COvID-19:

Fever or chills

Cough

Shortness of breath or difficulty

breathing

Fatigue

Muscle or body aches

Headache

New loss of taste or smell

Sore throat

Congestion or runny nose

Nausea or vomiting

Diarrhea

Trouble breathing

Persistent pain or pressure in the

chest

New confusion

Inability to wake or stay awake

Bluish lips or face
X Does the E H R have a system for alerts?
Are they able to monitor trends, contact
tracing based upon trends, etc.? Who
monitors this process and how is it
communicated?

Monitoring occurs g shift and there is an alert in the electronic health
record

Screening process above

Symptom list is all inclusive
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XIs there are RCA process when COVID is
identified to determine potential risks,
breaks in practice, contact tracing, etc.?

Entrance to Home — Screening
Process

Facility screens every individual entering
the facility (including staff) for COVID-19
symptoms. Questionnaire, temperature
taken.
Entry access is limited, and the entrance
has screening stations.
X Those permitted entry are instructed
about frequent hand hygiene, limiting
interactions with others and with surfaces
touched and limiting their visit to
designated areas
X Those permitted entry are instructed
about monitoring for signs and symptoms
of COVID-19
X Observe Screening criteria and process
includes temperature checks.
X Tracks and monitors for fever
X Tracks and monitors COVID-19
symptoms
Review screening process, log,
paperwork and questionnaire

All that enter the facility are screened
There is one coded entrance
Instructions are provided both verbally and with signage

COVID-19 - Confirmed or
Suspected
Status, Plan and System

[Confirmed positive or recovering COVID-
19 veterans are placed on COVID-19
Unit/Wing
X Co-horting or in a private room
XIf no room is available on
COVID-19 Unit, veteran placed in
private room or co-horted with
other confirmed case
X All veterans who are not sus-
pected to be infected with COVID-
19 are in rooms or units that do
not include confirmed or suspect-

No positive veterans in the facility at the time of the evaluation
Quarantine unit in place with PPE readily available and staff observed
donning and doffing appropriately at each veteran’s room

If a veteran was identified as positive, they would immediately be placed
in in a room on the COVID unit

Quarantine unit is used for exposed or newly admitted for “several
months” according to the Director of Nursing/IP
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ed cases.

X Veteran cohorting is re-
evaluated by infection control lead
and clinical staff and implemented
each day based on results of any
of the following: surveillance test-
ing (if available), symptom screen-
ing and temperature checks.

X Veteran cohorting is re-evaluated by
infection control lead and clinical staff

X There is an outlined process for deter-
mination of when a veteran comes off of
the COVID-19 unit or quarantine

How long have these processes been in
place?

Communal and Congregate
Areas — Veteran Care

X Outings, group activities and communal
dining are adjusted per COVID-10 status

Explain the process, review policy
Describe current status on veterans
using congregate spaces

Ask about activities, dining, what they are
using their communal spaces for, has the
process changed over time?

X Social distancing is observed

Universal source control is observed
Describe the Special Care Unit process
for communal space and mitigation

X Terminal cleaning is completed after
each use

No group activities or outings

Several common areas in each unit, veterans were observed utilizing the

space with appropriate social distancing

Mask utilization for veterans

> 10 veterans on the memory care unit were observed not wearing

face coverings — when staff was questioned about this practice,
they indicated “they don’t keep them on” — later, while rounding
on the unit, found all veterans with face coverings in place

Hand Hygiene and Necessary
Supplies

Necessary supplies are available and
accessible for hand hygiene.

Opportunity for improved placement of Alcohol Based Hand Rub (ABHR)
> Bottles of ABHR readily accessible; however, several opportunities
identified (between elevator and stairway and on education
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Describe what is used, accessibility, etc.

Hand Hygiene
OBSERVATION
Staff perform hand hygiene (even if gloves
are used) when indicated
X Before and after glove use
Before & after veteran contact
X After contact with blood, body
fluids or visibly contaminated
surfaces
X After contact with objects and
surfaces in the veteran’s
environment
X Before performing procedures
such as an aseptic task
X After removing PPE
X Alcohol-based hand rub (ABHR) is
readily available
X Staff use ABHR preferentially for hand
hygiene — if available, it is readily
accessible and preferentially used
LJIf ABHR is not available or
limited, staff wash their hands
with soap and water
X Staff wash their hands with soap and
water for 20 seconds when visibly soiled

XIStaff interviewed indicated there is an
adequate supply of hand soap and paper

hallway) where sanitizer placement would be beneficial
Staff was observed frequently utilizing the ABHR, as well as soap and
water
Staff indicated during interviews there were no issues with availability
Hand hygiene was not observed to be provided to the veterans before
meals

towels
Cleaning and Disinfection OBSERVATION Dedicated equipment was available
Supplies and Disinfection (multiple Staff observed wiping down thermometers after use
departments) Environmental Services (EVS) staff was interviewed regarding cleaning

Dedicated or disposable non-critical
care equipment is used

product knowledge and cleaning methods were observed with no issues
identified
Nursing staff members familiar with appropriate kill time and observed
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XReusable equipment is cleaned and wiping down surfaces after meals — product is provided to them already
disinfected after use according to mixed

manufacturer’s directions using an EPA
registered disinfectant List N before use on
another veteran

X Objects and environmental surfaces
that are touched frequently and are close
to the veteran are cleaned and disinfected
at least daily and when visibly soiled

X Staff appropriately perform
environmental cleaning and disinfection
XIStaff appropriately reprocess reusable
equipment (cleaning and disinfecting per
device and according to manufacturer’s
instructions and contact time)

Ask Staff:

Housekeeping/Environmental Services
Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Nursing

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Dining Services

Describe process for mixing,
reconstituting, labeling, following
manufacturers contact time/kill time for
disinfectants

Activities/Recreation
Describe process for mixing,
reconstituting, labeling, following
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manufacturers contact time/kill time for
disinfectants

PPE

X All staff are practicing universal source
control (i.e. face masks)

XIStaff have been trained on selecting,
donning, and doffing appropriate PPE,
were staff tested, competency verification

X If there are COVID-19 cased identified
in the facility, staff is wearing
recommended PPE for care of all veterans,
in line with the most recent guidance.

XlObserve and describe — if extended or
re-use of PPE is practiced, describe the
home’s process

Necessary PPE is immediately available
upon entrance to the COVID-19 unit

OBSERVATION: (Nursing and Multiple
departments)

X Staff demonstrate proper sequencing of
PPE per COVID-19 per CDC guidance

Don

1. Identify and gather the proper PPE
to don.

2. Perform hand hygiene using hand
sanitizer.

3. Putonisolation gown.

4. Put on NIOSH-approved N95 filter-
ing facepiece respirator or higher
(use a facemask if a respirator is
not available).

All staff are expected to wear N95s and face shields
Mask reuse procedure is posted (place in paper bag with name, date —
may use for 30 days unless mask becomes soiled or breaks)
PPE readily available at the entrance of each unit
Interview with educator revealed extensive education was provided and
documented regarding PPE utilization — nursing leadership is also
monitoring and providing on the spot training if breaks in procedure occur
Signage
» There was no signage on COVID units to indicate what PPE was
necessary to don prior to entering through the closed fire doors
Trash
» Upon entering the COVID positive unit, there were (2) large trash
cans with red biohazard bags — the DNS indicated the cans were
where used PPE would be placed — indicated that this would
provide a high potential for cross contamination

Staff from all departments were observed donning and doffing in the
appropriate order
All veteran’s rooms had isolation caddies that were fully stocked
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5. Puton face shield or goggles.

Put on gloves.

7. Healthcare personnel may now
enter patient room.

o

(Doff) PPE

1. Remove gloves.

2. Remove gown.

3. Healthcare personnel may now ex-
it patient room.

4. Perform hand hygiene.

5. Remove face shield or goggles.

6. Remove and discard respirator (or
facemask if used instead of respi-
rator).

7. Perform hand hygiene after re-
moving the respirator/facemask
and before putting it on again if
your workplace is practicing re-
use.*

XISignage - Signs on the use of PPE are
posted in appropriate locations- posted
immediately outside of veteran rooms
indicating appropriate infection control
precaution and required PPE per
guidelines.

X Trash disposal bins are positioned as
near as possible to the exit inside of the
veteran room
Is hand sanitizer is accessible location
X Veterans are donning face masks
whenever:

0 leave their room

0 leave facility for essential medical

appointments
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General observations of universal
source control and PPE use per guidance
in multiple departments — describe

Admissions, Readmissions,
Communication Processes

Admissions, Readmissions, Appointments

X Facility has a plan for admissions that
aligns with guidance

Describe placement and process for
New and Re-Admissions (i.e. where, how
long, testing, decision, monitoring, PPE
use, etc.)

XIReadmission has a plan for admissions
that aligns with guidance

Facility has a process for veterans who
have routine medical appts (i.e. dialysis)

All new admissions are quarantined for 14 days, unless they are COVID
positive, in which case, would be placed on the COVID unit

Veteran’s return to their assigned rooms following scheduled
appointments

Communication Process Communication Requirements
Describe process for communication of
COVID status
X Describe designated person assigned
responsibility for daily communications
with:

[Istaff

[Veteran

CIFamilies

[ Headquarters
X All communications include status and
impact of COVID-19 in the facility —
prevalence of confirmed cases in staff and
veterans and PPE availability

X Facility provides routine updates to staff
re COVID-19. Staff have received updated
education as needed

Clear line of communication exists between the nursing leadership team,
administration and the front-line staff

Review of medical records revealed documentation of family/veteran
notification by the facility social worker

Administrator and management team attend 3Xweek calls with
headquarters

Administrator has daily stand-up meetings to keep the management team
informed of facility status

Staffing and Staff Contingency | XIThere is a policy and procedure for
Related to COVID-19 and

No written policy available for review
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Outbreak

staffing strategies in an emergency and is

part of Emergency Preparedness plan

X The plan includes:
X Dedicated and consistent
staffing teams who directly
interact with veterans that are
COVID-19 positive
X Limiting clinical and other staff
who have direct veteran contract
to specific floors or wings — there
should be no rotation of staff
between floors or wings during
the period they are working for
the day

X An established policy to minimize the

number of staff interacting with each

veteran

XList the designated person assessing

responsibility for conducting a daily

assessment for staffing needs including

back up plans as needed

Confirmed that consistent staffing occurs on all the units
Nursing management staff assists if there are staffing issues

Education, monitoring and
screening of staff

Staff Development
Coordinator discussion

X Staff education has been provided
education about COVID-19 including
(when did it start, how often, when was
the last education, do you have any
written resources to use after you have
been educated and where are they
located)

X Signs and Symptoms of COVID-

19

XHow it is transmitted

X PPE

Cleaning and disinfection

X Prevention strategies

Social distancing

Universal source control

Staff Development Coordinator has been in the position for (6) years
COVID education started in March and has been on-going

She supplements the education provided by headquarters with additional
resources from the CDC and other validated sources

Education materials are readily available to staff in binders on the unit
Confirmed there are no specific policies related to COVID

Staff Development Coordinator and the nursing leadership are responsible
for monitoring compliance with COVID related procedures
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Hand hygiene

Visitation

Common use areas

Testing — (licensed nurses)

Xldentification and reporting of

change of condition

X Screening criteria
Training Materials — who develops,
where does the information come from,
who provides the training, modality of
training, how often is training provided to
staff in all departments, is there a plan
outlined for the COVID-19 training

Describe and review training provided
Has the home conducted ongoing
COVID-19 education — (describe process,
frequency, accountability, documentation,
etc.)

Describe competency verification
process for: (PPE, Hand hygiene,
screening, etc.)

Describe process when breaks in
practice are identified

Interview of staff — are they aware of
processes/protocols for COVID-19
Transmission Based Precautions, ask staff
specific questions based upon training
reviewed (i.e. PPE training and what the
process is, observe PPE use and alighment
with P&P as well as training)

Record Review

Review 2 records of veteran and their
roommates who were COVID positive in
September — (Goal is to review pre and

(4) veteran records were reviewed, and no issues were identified related
to identification, testing, documentation, and reporting
All veterans were receiving weekly PCR testing
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post diagnosis, identification of CoC,
timely intervention, appropriate
guarantine and isolation, treatments, etc.)

Review a time span 14 days prior
and post COVID diagnosis
Change of condition —immediate
identification

Monitoring of resident prior to
and post positive result
Documentation

Reporting

Notifications

Testing — process and how long it
took for testing after s/s identified
(time line of what testing was
done)

How long it took to get results
Asymptomatic — what was the
process, mitigation, placement
Roommate review of chart

Did veteran placement change
occur?

Care plan change

Special treatments

Nebs, CPaP, BiPaP, aerosol
generating, trach

Dialysis

Did the veteran leave for external
appts prior to COVID diagnosis
Any visitors or visitations occurred
prior, during — also hand holding
visits

Review of clinical notes

If Special care unit resident —
wandering status, did they wander
into rooms, masking,

COVID care plans were developed when veterans moved to the isolation
unit

Symptom monitoring q shift was documented

Timely notification of positive results and movement of veteran to
isolation was documented

None of the (4) left the facility or had visitors

Veteran #1 was negative and asymptomatic until 9/17/20 when he had a
positive result — was immediately moved to isolation where he remained
for 14 days and returned to his former room

Veteran #1- had weekly testing that was negative until 9/19/20 when
results were positive — was immediately moved to isolation where he
remained until 9/25/20 when he was found unresponsive — was a DNR
Veteran #2 was Veteran #1s roommate — remained asymptomatic and
COVID negative

Veteran #3 was negative and asymptomatic until 9/17/20 when he had a
positive result — was immediately moved to isolation where he remained
for 14 days and returned to his former room — was on the same unit
(memory care as Veteran #1)

Veteran #4 had weekly testing and was asymptomatic — COVID positive
result on 9/17/20 and was moved to isolation — was also on the memory
care unit
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Staff Interviews - Additional
Questions during observation
process and meetings

All Departments

Questions when meeting with staff
(various departments, positions)
(recommend that you interview people
from every department including one
charge nurse, one-unit manager and one
house supervisor):

IP Lead

Do you know where the COVID
related P&P Manual is?

0 Canyou show me?
Do you have one for example, on
PPE donning and doffing?
Do you use the P&P Manual for
direction?
How often have you accessed the
P&P since March?
Have there been any changes to
the policies?
How are you informed of the
changes of the Policies?
Nurses — Discuss your process for
admissions, re-admissions,
quarantine, positive COVID-19
veteran? What resource do you
use for decision making or
resource?
Nurse — How is it determine when
a veteran comes off of COVID-19
unit or quarantine?
How have polices changed since
positive COVID cases?

Describe your role in managing care for
veterans with infections?

X Do you routinely participate in calls with
headquarters and describe your role in the
overall COVID plan?

Multiple interviews conducted with all departments — response to policy
availability was consistently “not available”
See comments in education section
PPE Procurement:
> Supply manager does a daily count of PPE
» Has no difficulty obtaining from assigned suppliers
» The supervisors keep stock of PPE — if they run out, they contact
the administrator who tells them where a key is to the supply
room. The key placement is moved based on control concerns
» Supply manager has an employee who stocks the units
Toured with the EVS manager and reviewed current cleaning/sanitizing
procedures — identified no issues
Toured the laundry — staff using red biohazard bags for laundry in the
quarantine and COVID positive units
EVS employees have consistent assignments
Designated washer and dryer
Laundry clean and organized
Interviews with nursing staff revealed they feel supported and that
communication regarding COVID has been “clear”

Confidential — For Quality Purposes Only




Describe your Line List or tracking
process? Veterans, staff

X Do you participate in decisions about
isolation, quarantine, monitoring,
screening, PPE use, policy development,
training, staff supervision?

XWhat is your reporting relationship to
the clinical analyst? Headquarters
Infection Control lead?

X Are you aware of CDC and DHHS COVID-
19 guidelines and recommendations? Do
you utilize those in the decision process
for COVID guidance?

X Discuss how you collaborate with non-
clinical departments within your home
Describe your process for reporting and
communicating infections and COVID
cases

X Are you involved in the overall COVID
prevention processes —including testing of
veterans and staff, data collection,
reporting of outcomes,

XIWho communicates with the LDPH?

Do you conduct contact tracing?

Describe how you work with
Procurement Officer, Environmental
Services and other departments related to
COVID-19 and Infection Control

PPE Process for IP

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
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rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Procurement Officer

XIPPE —Who is assigned to replenish
supply of PPE on each unit and
department

Describe the Communication process if
supplies are running low

Describe the inventory process, burn
rate process for PPE

Have you had to go into the different
levels of PPE optimization (i.e.
conventional, contingency, crisis, out of
inventory)

Describe how much PPE inventory that
is currently available in house

Describe the process for procuring PPE

Environmental Services Lead

Describe how you oversee the
housekeeping staff’s disinfection process
X How often are surfaces in common
areas disinfected

X Where are the cleaning and disinfection
polices located, describe accessibility?
Describe the process for selection of
disinfectants used, when did you start
using EPA List N products

Describe the laundry process

Do you utilize consistent assignment? If
not do they start negative unit to positive?
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Additional Observations and
Summary

Summary:
Observations and interviews revealed that this facility has a strong culture of safety. Each unit was clean, staff was following
proper infection control procedures and indicated that they are well informed of what is happening in the facility.
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Brian E. Kaveney
Direct T314.259.4757 F314.552.4830

bkaveney@atllp.com

October 28, 2020

VIA EMAIL ATTORNEY-CLIENT PRIVILEGED
CONFIDENTIAL

Chairman Tim Noonan

Missouri Veterans Commission
205 Jefferson Street

12th Floor Jefferson Building
Jefferson City, MO 65102
noonanstl@gmail.com

Re: Immediate Recommendations to Reduce Spread of COVID-19 in MVC Homes
Dear Chairman Noonan:

On October 12, 2020, Armstrong Teasdale LLP commenced our rapid, independent, external review for the
Missouri Veterans Commissions (“MVC”) pursuant to Emergency RFQ No. ERFQ30034902100586. Armstrong
Teasdale is in the process of conducting its review of all Missouri Veterans Homes (the “Homes”) and their
COVID-19 operations to assess the Homes’ performance and to identify what steps should be taken to
improve their management and to prevent further COVID-19 transmission.

Based upon the interviews conducted to date at each of the Homes, I raise for your consideration the
following action items that we recommend the MVC immediately consider and implement as the MVC seeks
to prevent COVID-19 infections at its Homes and to prevent the spread of such infections. The following
recommendations are being raised at the earliest opportunity so that the MVC and other stakeholders may
work together to consider and implement these urgent recommendations, particularly for the men and
women who served this country:

1. Rapid Antigen Testing: Our review confirms that the Homes are utilizing Abbott BinaxNOW rapid
antigen tests to screen both veteran residents and staff for COVID-19 on a regular basis since they
were delivered during the first week of October 2020. Rapid antigen testing is a powerful tool for
mitigating the introduction and spread of COVID-19 by asymptomatic staff members. The instant
results from these tests have already allowed Homes to screen out positive asymptomatic staff
members, who otherwise would have worked multiple shifts during the 24-48 hour turnaround time
of the traditional PCR tests. Because of the efficacy of the Abbot BinaxNOW rapid antigen tests,
there is large demand for any available supply, resulting in a scarcity of these critical kits. At this
time, and to the extent resources permit, we recommend the MVC prioritize securing a reliable
supply of the Abbott BinaxNOW rapid antigen tests, or a similar rapid test with an equivalent or
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lower error rate, to allow the Homes to continue rapid screenings through at least April 2021. To
the extent resource constraints limit the availability of the rapid tests, the MVC should develop a
triage protocol to employ the available supplies for maximum protection of the Home community.

2. Proper Optimization and Distribution of PPE: Our review confirms that while many of the Homes
currently have appropriate personal protective equipment (“PPE”) readily available to treat
veterans with suspected or confirmed cases of COVID-19, the stock of available PPE, including the
availability of N95 respirators, has fluctuated. Due to this fluctuation, in a good faith attempt to
conserve resources, some staff members have been instructed to reuse certain forms of PPE in a
manner inconsistent with current Centers for Disease Control and Prevention (“CDC")
recommendations. It remains unclear from early reporting, whether this issue is driven by logistical
concerns or by a misapprehension of the CDC’s optimizations guidelines. We recommend the MVC
prioritize the acquisition of a sustainable supply chain for PPE in order to ensure a continual supply
of the required protective equipment (with emphasis on N95 respirators) through at least April
2021. We also recommend the MVC assist each Home in assessing its current PPE supply and burn
rate, compared against the MVC's projected reserves, in order to determine the proper optimization
strategy applicable to the Home.

3. Transfer of Veteran Residents Testing Positive: A necessary practice in preventing the spread of
COVID-19 is to separate veterans with confirmed or suspected cases of COVID-19 from the general
veteran community. We recommend that any veteran who tests positive for COVID-19 be
immediately transferred to an isolation area. A veteran who tests positive should not continue to
reside in an area where the veteran cannot be confidently isolated from veterans who have not
tested positive for COVID-19. We also recommend that the MVC prioritize assisting each Home in
developing a rapid response plan in the event of a large COVID-19 outbreak among veteran
residents. Special consideration should be given to circumstances where such an outbreak also
coincides with significant staffing shortages due to high infection rates among the caregivers and
support staff. Outbreak planning should include prior-coordination with local health officials and
the Veteran’s Administration hospital of jurisdiction, for circumstances where the logistical
burdens of a surge in highly acute COVID-19 positive residents strains the capacity of the Home to
safely care for the veteran population.

4. Issue Press Release: Given the publicly-reported nature of our review, we believe family members
of veterans living in the Homes may be aware of our review and may have additional helpful
information we should consider. For that reason, and to ensure our review appropriately considers
all relevant information, we recommend the MVC immediately issue a press release notifying
veterans’ family members to contact Brian Kaveney at Armstrong Teasdale if the family members
desire to share information with us. We have set up a dedicated call-in number for family members
only. The number is 1-314-552-6665. The line will be open from October 28, 2020, through
November 4, 2020.

These preliminary recommendations are raised immediately for your consideration in furtherance of our
directive to identify the steps that should be taken to improve the Homes and to reduce the spread of
COVID-19. We believe that immediately implementing the above recommendations will promote the safety
of the veterans and staff at the Homes.
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Sincerely,

Brian E. Kaveney

ARMSTRONG TEASDALE LLP
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