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CHAPTER 1

OVERVIEW OF VETERANS
COMMUNITY LIVING
CENTERS

The first confirmed case of the novel coronavirus of 2019 (COVID-19)
in the United States was identified on January 20, 2020, and the first
case in Colorado was identified on March 5, 2020. Since that time,
following the issuance of the Governor’s Executive Orders D 2020 017
and 039, the Colorado Department of Public Health and Environment
(CDPHE) has issued, and continues to update, dozens of public health
orders intended to mitigate the spread of the virus, including, for
example, mask mandates and stay-at-home orders.
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On March 12, 2020, CDPHE issued Public Health Order 20-20, ““Restricting
Visitors at All Colorado Skilled Nursing Facilities, Assisted Living Residences
and Intermediate Care Facilities,” to establish infection control restrictions
and requirements in all residential healthcare facilities that are licensed in
Colorado. Over the course of the pandemic, these types of facilities have
experienced a significant number of positive and confirmed cases of COVID-
19 and resulting deaths among residents and staff, as compared to the general
population. Most residential healthcare facilities are privately owned and
operated. Five of these facilities, the Veterans Community Living Centers
(Living Centers), are state-owned. Four of the Living Centers are operated by
the Department of Human Services (Department) [Section 26-12-107(3),
C.R.S.], and the fifth is operated under contract with oversight by the
Department [Section 26-12-119(1), C.R.S.].

VETERANS COMMUNITY LIVING CENTERS

The five Living Centers provide long-term care, short-term rehabilitation, and
memory care to residents. Four of the Living Centers—Fitzsimons (Adams
County), Rifle (Garfield County), Bruce McCandless (Fremont County), and
Homelake (Rio Grande County)—are operated by the Department. The fifth
Living Center, Spanish Peaks (Huerfano County), is operated under a
contract with the Huerfano County Hospital District. To be eligible for
residency, a person must be an honorably discharged veteran, a spouse or
widow or widower of an honorably discharged veteran, or a Gold Star parent
of children who died while serving in the armed forces. These five facilities
are located across the state, as shown in ExXHIBIT 1.1.






Additionally, the Homelake Living Center has domiciliary cottages, which
are for independent living with some assistance provided. Residents have their
own cottage separate from the facility, but receive nursing services such as
medication management and meal management. EXHIBIT 1.2 provides
information about each of the five Living Centers, and shows that the average
number of residents in each Living Center declined during the pandemic.
According to staff, this was due to restrictions on new admissions during the
pandemic, which did not allow them to readily fill vacancies when they
occurred.

EXHIBIT 1.2. VETERANS COMMUNITY LIVING CENTERS
FISCAL YEAR 2021

. Bruce . Spanish
_ McCandless

County (Setting) Adams Rio Grande Fremont Garfield Huerfano

(Urban) (Rural) (Rural) (Rural) (Rural)
FTE 236 95.3 135 110.6 i, & 577.9
Number of Licensed 554
Beds ? 180 60 3 105 89 120
Residents February 2020 # 160 53 94 63 87 457
Residents August 2021 45 114 42 69 44 68 337

SOURCE: Joint Budget Committee briefings, Veterans Community Living Centers Needs Assessment, and monthly
census reports from each Living Center.

1 Spanish Peaks is contracted to the Huerfano County Hospital District, and the Department has one FTE assigned as
the contract monitor at the facility.

2 |icensed beds include long-term care, short-term rehabilitation, and secure memory care.

3Homelake also has 50 domiciliary cottages.

4These are the average number of resident for each month.

®Due to restrictions implemented in response to COVID-19, when residents left the facility due to death or other
circumstances, the Living Centers restricted admission of new residents.

The Living Centers are funded primarily from cash funds and federal funds
including the room and board charged to private-pay residents, Medicare,
Medicaid, and Veterans Administration. EXHIBIT 1.3 provides the sources of
funds for all of the Living Centers for Fiscal Years 2019 through 2021.



EXHIBIT 1.3. FUNDING BY SOURCE FOR THE LIVING CENTERS
FISCAL YEARS 2019 THROUGH 2021
(IN MILLIONS)

] 2019 2020 2021

Cash Funds $30.74 $34.44 $37.14
Federal Funds $21.43 $21.43 $21.43
General Fund $1.05 $2.73% $0.06

Federal COVID Funds? $1.69 $6.68

$_
$53.22 $60.29 $65.31

SOURCE: Office of the State Auditor compiled from Joint Budget Committee briefing
documents.

LIn Fiscal Year 2020, the General Assembly gave the Living Centers general funds for
pay increases in an effort to improve staff retention.

2In Fiscal Years 2020 and 2021, the Living Centers received federal funds through the
Coronavirus Aid, Relief, and Economic Security Act and from the U.S. Department of
Veterans Affairs to assist with handling the pandemic.

COVID-19

The Centers for Disease Control and Prevention (CDC) states that, owing to
the congregate nature of residential care settings, which includes the Living
Centers, viruses like COVID-19 can spread quickly within them.
Additionally, the residents are older and often have other underlying health
issues, which increases the chances of them becoming severely ill.

From March 2020 through August 2021, the Living Centers reported a total
of 440 confirmed cases of COVID-19 among residents and staff at all of the
facilities combined, and 58 deaths from COVID-19, all of which were among
residents. EXHIBIT 1.4 breaks down the number of cases among residents and
staff by facility.
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Order 20-20, issued on March 12, 2020, restricted activities at residential
healthcare facilities. These measures included restricting visitation by non-
Living Center staff (e.g., family members of residents, healthcare providers,
or transportation providers), requiring everyone who entered a facility to be
screened for signs and symptoms of COVID-19 or fever, establishing
measures for handling and reporting suspected or confirmed COVID-19
cases, and establishing policies for how facility staff should interact with third
parties (e.g., vendors, volunteers, Department staff). Public Health Order 20-
20 has been revised a number of times since the pandemic began to provide
further restrictions and requirements related to infection control at residential
healthcare facilities. Key dates and revisions include:

APRIL 20, 2020—Required residential healthcare facilities, including the
Living Centers, to create a Prevention and Response Plan to implement
infection prevention strategies, including how staff are trained and
competencies are tested. The order also set isolation timeframes for people
who test positive for COVID-19 or who have compatible symptoms.

JuLy 30, 2020—Required residential healthcare facilities, including the
Living Centers, to report daily to CDPHE regarding their resources
available to respond to COVID-19, including information about personal
protective equipment (PPE). This reporting began August 5, 2020.

SEPTEMBER 3, 2020—Defined conditions under which indoor visitation at
residential healthcare facilities, including the Living Centers, could be
allowed, with guidance dependent upon infection rates in the county
where a facility is located. It also updated isolation requirements for new
or readmitted residents and timeframes required for isolation.

NOVEMBER 10, 2020—Required residential healthcare facilities, including
the Living Centers, to implement surveillance testing (i.e., testing all staff
demonstrating symptoms or who have a suspected exposure). CDPHE
required that surveillance testing be conducted on all staff at least once
every 7 days and for all residents who had left the facility and interacted
with people outside of the facility.

=
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COVID-19 outbreak data. The Center consists of three units (data, outbreak
response, and acute response) that gather information from the local public
health agencies, case surveillance, and laboratory test results as well as from
changing public policy. CDPHE then uses this information to monitor and
communicate statewide COVID-19 outbreaks, data, new variants, and any
emerging issues.

RESIDENTIAL CARE STRIKE FORCE TEAM. In April 2020, the Governor created
this interdisciplinary team to help long-term care facilities mitigate the spread
of COVID-19. The Strike Force Team has been responsible for
communicating changes in federal and state guidance to residential healthcare
facilities, coordinating changes in laboratory testing, providing infection
control education, and providing PPE to facilities.

AUDIT PURPOSE, SCOPE, AND
METHODOLOGY

We conducted this performance audit pursuant to Section 2-3-103, C.R.S.,
which authorizes the State Auditor to conduct audits of all departments,
institutions, and agencies of state government, and Section 2-7-204(5),
C.R.S., the State Measurement for Accountable, Responsive, and Transparent
(SMART) Government Act. This audit reviewed control measures
implemented at each Living Center in response to the COVID-19 pandemic,
including testing and screening activities, monitoring activities, and staff
training and communication activities. Audit work was performed from
February 2021 through October 2021. We appreciate the cooperation and
assistance provided by the Department, each of the Living Centers, and
CDPHE.

We conducted this audit in accordance with generally accepted government
auditing standards. Those standards require that we plan and perform the
audit to obtain sufficient, appropriate evidence to provide a reasonable basis
for our findings and conclusion based on our audit objectives. We believe that
the evidence obtained provides a reasonable basis for our findings and
conclusion based on our audit objectives.
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The scope of the audit is limited to a compliance review of the COVID-19
infection prevention measures taken by each Living Center, specifically with
respect to staff. The overall testing period covered March 2020 through
March 2021 and the audit work focused on the activities of Living Center
management and staff with respect to their compliance with safety protocols
within the facilities; ongoing screening of visitors and staff and testing of staff
and residents; and response when an outbreak occurred within a facility. Due
to the fact that management and staff are responsible for implementing and
exercising infection control activities within the facility and provide the
highest risk of introducing COVID-19 into a facility, the audit only looked
at infection prevention efforts taken by Living Center staff and did not
include a review of resident compliance with infection prevention protocols
within the facilities. Additionally, due to COVID-19 regulations and
precautions in effect during this audit, we did not conduct site visits at the
Living Centers, and all interviews were conducted virtually.

The key objective of this audit was to determine whether each Living Center
implemented the state-required infection prevention measures for staff and
facility visitors in response to the COVID-19 pandemic. To accomplish our
audit objective, we performed the following audit work:

Reviewed state statutes and rules, Department policies and procedures,
Living Center policies and procedures, CMS rules, CDC guidance,
Colorado’s statewide public health orders, and CDPHE guidance to
identify the measures that were put in place to help control the spread of
COVID-19 in the Living Centers and other similar types of facilities.

Interviewed Department staff to determine the processes the Department
implemented across the Living Centers to track COVID-19 cases and
communicate changes in guidance as issued by the CDC, CMS, and
CDPHE.

Interviewed key Living Center staff to determine how they implemented
infection prevention methods, the challenges the facilities faced in trying
to prevent COVID-19 from occurring within a facility and controlling it















CHAPTER 2

COVID-19 INFECTION
PREVENTION AT THE
LIVING CENTERS

According to the Centers for Disease Control and Prevention (CDC),
the COVID-19 virus commonly spreads when someone who is infected
has close contact with others by means of respiratory droplets when
coughing and sneezing, and, in some cases, when the infected person
contaminates surfaces they touch. Because of this, preventative practices
recommended by the CDC and the Colorado Department of Public
Health and Environment (CDPHE) include wearing masks to prevent

the dispersion of droplets containing the virus, washing hands, and
disinfecting surfaces regularly.



N
o

INFECTION PREVENTION AT THE VETERANS COMMUNITY LIVING CENTERS, PERFORMANCE AUDIT - OCTOBER 2021

Prevention measures also include practicing social distancing, which is
defined as staying at least 6 feet apart from others at all times, and
guarantining individuals who test positive for the virus or are demonstrating
symptoms. Symptoms of the virus include, but are not limited to, fever,
cough, and difficulty breathing.

Department of Human Services (Department) management and Veterans
Community Living Centers (Living Centers) staff indicated that one of their
greatest challenges during the pandemic in mitigating the spread of COVID-
19 has been being aware of, and implementing changing guidance from the
CDGC, as it publishes updates on appropriate infection control measures. The
Department updated its requirements as new CDC, Centers for Medicare and
Medicaid Services (CMS), and CDPHE guidance has been made available to
reflect infection control measures that are based on the most up-to-date
information learned about mitigating the transmission of COVID-19. The
requirements from the CDC, CMS, and CDPHE apply to infection prevention
within all five of the Living Centers, including Spanish Peaks, as CMS-
licensed skilled nursing facilities. Additionally, while Spanish Peaks is
operated by the Huerfano County Hospital District under contract with the
Department, the Department’s contract with the facility states that it shall
operate in accordance with state and federal rules and regulations, and during
the audit period, Spanish Peaks was included on Division communications
and coordination efforts.

Our audit reviewed the infection prevention guidance and requirements
established by the CDC, CMS, and CDPHE, and implemented by the
Department and Living Centers between March 2020 and March 2021, and
evaluated Living Center management and staff’s compliance with the
guidance and required activities. The infection prevention guidance and
requirements addressed the following areas:

SCREENING AND TESTING REQUIREMENTS. Beginning in March 2020, CDPHE
began requiring that residential healthcare facilities, including Living Centers,
screen all persons, including staff, at the door of a facility prior to entry.
Screening includes inquiring whether the person has any possible COVID-19
symptoms, has been exposed to someone who had COVID-19, or has



engaged in an activity that might have exposed them to COVID-19 (e.g.,
traveled to a location with a high infection rate, or worked at a facility or
business with known cases.) Additionally, beginning in November 2020,
CDPHE began requiring facilities to conduct COVID-19 testing of all staff,
and any residents who left the facility and returned at any point, for instance
to attend a medical appointment. Testing requirements have evolved over
time as new testing protocols have been developed and improved, but have
generally included testing any individuals who are experiencing symptoms to
determine if they are positive for COVID-19, as well as routinely testing all
individuals regardless of whether they are experiencing symptoms.

COMMUNICATION TO STAFF OF PREVENTATIVE PRACTICES. CDC and CDPHE
requirements and guidance identified the following key practices that all staff
should follow to prevent the spread of the COVID-19 virus:

USE OF PERSONAL PROTECTIVE EQUIPMENT (PPE). This includes, in part,
wearing a mask that covers the nose and mouth, is made of two layers of
tightly woven fabric, or is surgical grade. In March 2020, CMS and Public
Health Order 20-20 required healthcare staff to wear masks, gloves, and
gowns. Additionally, the Living Centers reported that during an outbreak,
all staff are required to wear N-95 masks and face shields at all times.

HANDWASHING/SANITIZING. This includes vigorously washing hands with
soap and water for a minimum of 20 seconds. Alternatively, hand
sanitizer can be used and must be allowed to remain on the skin to dry
for 20 seconds. For Living Center staff, hand sanitizing is required when
entering the Living Centers, entering and exiting a resident’s room, and
before assisting residents with meals.

SoclAL DISTANCING. This requires maintaining a physical distance of at
least 6 feet from residents and other staff, when possible.

ENVIRONMENTAL DISINFECTION. This requires wiping down high-touch
surfaces, using an Environmental Protection Agency (EPA)-certified
disinfectant and leaving it on contact with the surface for the length of
time stated in the manufacturer’s instructions. High-touch areas can
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We also looked at information for the Living Centers compared to the 648
other residential healthcare facilities in Colorado that are comparable to the
Living Centers in that they provide inpatient care to populations that have a
high risk of infection. EXHIBIT 2.1 compares the number of facilities and
outbreaks that occurred from March 2020 through June 2021 for the five
Living Centers, including Spanish Peaks, which is operated under contract,
with these other similar residential healthcare facilities. The exhibit also
compares the “attack rate,”” which is the number of infections divided by the
population, for the Living Centers and the other facilities. As shown,
compared to the other facilities, the Living Centers have had a lower attack
rate for both staff and residents.

EXHIBIT 2.1. COMPARISON OF OUTBREAKS AND ATTACK RATES
AT THE LIVING CENTERS AND OTHER RESIDENTIAL
HEALTHCARE FACILITIES IN COLORADO
MARCH 2020 THROUGH JUNE 2021

Number of | Number of Median Staff Median

Facility Type Attack Rate Resident Attack

S TS Outbreaks

(EQ) Rate (range)

State-owned Living

0 0
Centers 5 15 7.6% 4.1%

Other Comparable
Residential 648 1,094 12.1% 16.3%
Healthcare Facilities

SOURCE: Colorado Department of Public Health and Environment, Outbreak Fusion Center.

The remainder of this chapter provides information on the Living Centers’
processes, the work we conducted, and our conclusions. Additionally, in
APPENDIX A, we provide data on the vaccination rates at the Living Centers.
As the available COVID-19 vaccines were under emergency authorization
during our audit period, and therefore not mandatory, we did not include test
work on the Living Centers’ use of them as an infection prevention measure.
APPENDIX B contains a timeline of events that identify some of the key dates
that had some effect on the infection prevention controls at the Living
Centers, including changes in infection prevention guidance, dates of
outbreaks, and surges in infection rates.
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COVID-19 SCREENING AND TESTING

In March 2020, CDPHE required that residential healthcare facilities have all
staff complete a screening form before entering the facility to report whether
they were having any COVID-19 symptoms (e.g., coughing, headache, sore
throat, fever), had recently visited a high risk location, or had been exposed
to someone who was infected. CDPHE also required facilities to record
temperatures for all staff. If the staff person indicated any symptoms or risks
on the screening form, CDPHE directed the facility to not allow the individual
to enter the building until certain protocols had been followed. For example,
the facility could have medical personnel at the facility review the case to
make a determination as to whether any symptoms that had been reported
might be related to another, non-COVID-19 malady (e.g., allergies, ear
infection). If the staff’s case could not be cleared by medical personnel or the
screener, then the screener was instructed not to let the individual into the
facility until a COVID-19 test could be administered and a negative result
received.

In November 2020, CDPHE added the requirement that all skilled nursing
facilities, assisted living residences, intermediate care facilities, and group
homes—which includes the Living Centers—conduct surveillance testing for
COVID-19 using a polymerase chain reaction (PCR) test, which is considered
to be the most reliable COVID-19 test, once a week for all staff. Surveillance
testing is regular testing of a population regardless of whether they report
experiencing symptoms or not. Additionally, CDPHE required that a facility
increase surveillance testing to twice weekly during an outbreak. All five of
the Living Centers used medical personnel within the facility to administer
PCR tests on site, and all of the tests were sent to the state laboratory at
CDPHE to be processed. Generally, PCR test results are received within 24
hours. However, due to transportation of the test and the volume of tests the
state laboratory was processing during peaks in infections, results could take
longer to be received. For example, we found in one of the cases that we
sampled that it took 16 days to get results for a test conducted at one of the
Living Centers based on the date the test was administered and the date the
Living Center received the results.



In addition to the PCR surveillance testing, in November 2020, the
Department required the four state-operated Living Centers to conduct daily
antigen testing for staff within their facility at the beginning of their shifts to
the extent that testing supplies were available. The contracted Living Center,
Spanish Peaks, began daily antigen testing in January 2021. Antigen tests look
for the presence of a viral antigen, which indicates possible current infection.
Living Center staff were able to administer and process antigen tests on site.
The results for antigen tests are available within about 15 minutes, but they
are not considered to be as reliable as the PCR test results. In practice, the
Living Centers have confirmed that staff have tested negative on an antigen
test, but later found that they had COVID-19 through the more reliable PCR
test. If a staff person tests positive during a daily antigen test, the Living
Center performs a PCR test and sends the staff member home until it receives
the test results and the person is confirmed negative for COVID-19. Staff who
test positive from a PCR test are required to remain away from the facility
for 10 days from the time the test was administered.

WHAT AUDIT WORK WAS PERFORMED AND
WHAT DID WE FIND?

We reviewed daily screening documentation and testing results from each
Living Center for dates surrounding an outbreak within the facility between
March and December 2020. Specifically, we sampled two date ranges for the
Living Center at Fitzsimons and one date range for each of the other four
Living Centers. The documentation included screening forms completed by
staff who entered the facility during the time period reviewed, PCR tests
administered and results, and, when applicable, antigen tests and results. We
also compared timecard reports and staff rosters for each Living Center with
the daily screening forms and tests completed. Overall, we found that the
Living Centers conducted screening and both weekly PCR and daily antigen
testing in accordance with requirements during the periods we reviewed, and
prevented employees from working after receiving a positive PCR test.

We performed three analyses to determine whether each Living Center
conducted screening and testing in accordance with CDPHE requirements
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during the periods we reviewed, and whether they prevented employees from
working after receiving a positive PCR test. We found:

SURVEILLANCE TESTING. First, we compared the number of PCR tests
administered by each facility during our review period with the number
of staff working and residents present in the facilities during this time to
determine if the number of tests administered matched the number of staff
and residents in the facilities, which would indicate that everyone received
surveillance testing. We found that the number of PCR tests administered
during this time period matched the number of staff and residents present
in the facilities, indicating that they all underwent surveillance testing at
least once every 7 days, in accordance with CMS and CDPHE
requirements.

DAILY SCREENING AND ANTIGEN TESTING. Second, we sampled a total of
60 random staff (20 staff for Fitzsimons and 10 staff for each of the other
four facilities) over 5 random days in the 3-week period around the
outbreaks included in our sample. We reviewed each staff person to
determine if they had completed a screening form, and, when applicable,
if there was a log for a daily antigen test for those staff who clocked into
work. We found that, for the most part, all 60 staff members in our
sample completed screening forms prior to clocking into work for each of
the 5 days reviewed, and that they either did not indicate experiencing any
symptoms, or there was an explanation other than COVID-19 for the
symptoms reported (e.g., allergies, ear infection). In total we found that
there should have been 145 total screening forms for the days employees
clocked into work. The Living Centers provided 143 screening forms (99
percent).

Only three of the facilities (Fitzsimons, Homelake, and McCandless) had
started to conduct daily antigen testing during the periods we sampled;
the other two facilities (Rifle and Spanish Peaks) had not yet started
conducting the daily testing. Therefore, we only analyzed daily antigen
testing data for the 30 staff in our sample from the three facilities that
were conducting antigen testing during our sampled review periods. We
found that the facilities provided antigen tests to all 30 staff in our sample



who clocked into work during the review period. None of these 30 staff
had a positive antigen test in this period.

STAFF WHO TESTED POsSITIVE. Third, we identified 25 employees from all
five facilities who tested positive for COVID-19 through a PCR test within
the time period for which we requested screening and testing
documentation. We reviewed documentation for each of the 25 employees
to determine whether they had (1) completed a screening form prior to
clocking into work and what information was reported on that form, and
(2) clocked into work within 10 days of the date that they had taken the
COVID-19 test that returned a positive result. This included:

Two employees each at the Rifle, Spanish Peaks, Bruce McCandless
and Homelake (eight employees total) facilities.

17 employees at the Fitzsimons facility.

For these 25 employees, we found that all of them were screened into work
in accordance with screening requirements, and none of them worked at a
Living Center facility within the 10-day quarantine period following the date
of their positive PCR test.

TRAINING AND COMMUNICATION

Some of the restrictions put into place across Colorado during the COVID-
19 pandemic made it challenging for the Living Centers to communicate
infection prevention information and changing guidance. Specifically, social
distancing restrictions meant that Living Centers could not hold in-person
training with staff and they could not always hold beginning- and end-of-shift
staff huddles, as they had normally done, to provide important information
and updates to staff.
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performing environmental disinfection. If the auditor observes staff who
are not properly demonstrating these activities, they will provide coaching
to the staff on the spot.

QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT (QAPI)
CoMMITTEES. Federal regulations [42 CFR 483.75] require residential
healthcare facilities, including the Living Centers, to have a QAPI
Committee. These committees are tasked with monitoring all areas of care
and services within a facility, including monitoring adverse events and
developing methods for tracking, investigating, and handling those events.

EXTERNAL INFECTION CONTROL SURVEYS. On behalf of CMS, CDPHE
staff conduct “surveys” at residential care facilities, including the Living
Centers, that are essentially inspections of the operation of the facilities
and the measures that staff within the facility are taking to prevent the
spread of diseases such as COVID-19. If the surveyors identify problems,
they will issue a “tag” and the facility must then present and implement a
plan of correction for each tag. If problems are serious enough and/or
repeatedly identified at the same facility, CMS has the authority to issue
financial penalties against the facility.

WHAT AUDIT WORK WAS PERFORMED AND
WHAT DID WE FIND?

We reviewed documentation from all five Living Centers for three areas of
monitoring, including infection control audits conducted internally for the
date ranges we sampled based on the start of an outbreak at the facilities,
monthly QAPI meeting minutes for March 2020 through March 2021, and
CMS survey results and the associated facility plans of correction from
January 2020 through March 2021. The purpose of our review was to
determine if the Living Centers were conducting the required monitoring
activities and taking steps to address any problems identified. Overall, we
found that all of the Living Centers did conduct required monitoring activities
and developed plans to correct any problems identified.
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CMS INFECTION CONTROL SURVEYS. We reviewed all seven infection
control surveys conducted by CMS surveyors on each of the five Living
Centers from January 2020 through March 2021. While most of the
surveys identified problems with infection control measures, the
Living Centers provided documentation to us during the audit to show
that they had developed and submitted correction plans, which CMS
accepted, to address the problems identified in the surveys. For
instance, one April 2020 survey of the Fitzsimons Living Center
identified problems with staff not properly sanitizing their hands and
not ensuring the proper use of PPE. Fitzsimons’ correction plan
indicated that staff would be trained in these areas by June 2020 and
that its director of nursing or infection preventionist would conduct
an increased number of internal infection control audits during the 3
months following the survey. In another instance, a May 2020 CMS
survey at the Rifle Living Center identified a problem with staff not
using an EPA-registered, hospital-grade disinfectant consistently to
clean shared resident care equipment in between uses. The facility’s
associated correction plan indicated that the director of nursing would
be increasing monitoring for 3 months, the signage on the carts related
to disinfectant protocols would be updated, and the QAPI would
continue monitoring staff progress in addressing the problem. CMS
accepted these correction plans as a remedy for the problems.
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