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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594

V.

Ned Lamont, Governor, et al.,

)
)
)
)
Plaintiffs, )
)
)
)
Defendants. )

June 8, 2020

PLAINTIFFS' MOTION FOR PRELIMINARY INJUNCTION

Plaintiffs, on behalf of themselves and a class of all individuals who
are patients at Connecticut Valley Hospital and Whiting Forensic Hospital
(hereinafter collectively “Plaintiffs”), seek a preliminary injunction to remedy
the undue risk of contracting and dying from COVID-19 that exists at these
facilities.

Plaintiffs seek relief under the Due Process Clause of the Fourteenth
Amendment to the U.S. Constitution, which affords individuals
institutionalized in state mental health facilities a right to safety and
protection from harm. Youngberg v. Romeo, 457 U.S. 307 (1982); Society
for Good Will to Retarded Children v. Cuomo, 737 F.2d 1239, 1246 (2d Cir.
1984). These rights are violated when, as here, those who run state

mental facilities depart substantially from professional standards and
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thereby jeopardize the health and safety of residents. Youngberg, 457 U.S.
at 323. Plaintiffs’ are entitled to a preliminary injunction to end and correct
Defendants’ illegal practices.

Plaintiff’'s request that the Court issue a preliminary injunction
ordering the defendants to:

1. Conform their testing protocols to CDC standards,

2. Take steps to ensure that staff consistently wear masks and
that Plaintiffs are encouraged and supported in wearing masks including
through education,

3. Improve hygiene and decontamination practices,

4. Implement social distancing to the maximum extent possible
including by reducing patient census,

5. Undertake a clinical review in order to accelerate discharges, and

6. Grant such other or different relief the Court deems appropriate.

Wherefore, Plaintiffs request that the Court issue a preliminary
injunction to enforce their constitutional right to safe conditions of
confinement. In support of this motion Plaintiffs submit an accompanying

memorandum.
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(860) 262-5017
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Certificate of Service

On June 8, 2020 a copy of the foregoing Motion for Preliminary
Injunction was filed electronically and served by mail on anyone unable to
accept electronic filing. Notice of this filing will be sent by email to all parties
by operation of the Court’s electronic filing system or by mail to anyone
unable to accept electronic filing as indicated on the Notice of Electronic
Filing. Parties may access this filing through the Court's CM/ECF System.

s/Kirk W. Lowry
Kirk W. Lowry
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594

V.

Ned Lamont, Governor, et al.,

)
)
)
)
Plaintiffs, )
)
)
)
Defendants. )

June 8, 2020

PLAINTIFFS’ MEMORANDUM OF LAW IN SUPPORT OF MOTION
FOR PRELIMINARY INJUNCTION

l. INTRODUCTION

Plaintiffs, on behalf of themselves and a class of all individuals who
are patients at Connecticut Valley Hospital and Whiting Forensic Hospital
(hereinafter collectively “Plaintiffs”), seek a preliminary injunction to remedy
the undue risk of contracting and dying from COVID-19 that exists at these
facilities.

Plaintiffs seek relief under the Due Process Clause of the Fourteenth
Amendment to the U.S. Constitution, which affords individuals
institutionalized in state mental health facilities a right to safety and
protection from harm. Youngberg v. Romeo, 457 U.S. 307 (1982); Society
for Good Will to Retarded Children v. Cuomo, 737 F.2d 1239, 1246 (2d Cir.

1984). These rights are violated when, as here, those who run state

1
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mental facilities depart substantially from professional standards, including
for infection control, and thereby jeopardize the health and safety of
residents. Youngberg, 457 U.S. at 323. To protect Plaintiffs’ safety and
health, this Court should issue a preliminary injunction requiring
Defendants to conform their actions to professional norms.
Il. FACTS

In Connecticut Valley Hospital (CVH) and Whiting Forensic Hospital
(WFH), patients and staff live and work in very close quarters. There is an
especially high risk that COVID-19 will spread into and through facilities,
like CVH and WFH, that congregate residents and staff in confined
spaces—and indeed outbreaks have already occurred in both CVH and
WFH. These risks have been widely recognized, including in correctional
facilities, see, e.g., Wilson v. Williams, 2020 WL 2904706 (6th Cir. June 1,
2020) (denying stay of preliminary injunction); Martinez-Brooks v. Easter,
2020 WL 2405350 (D. Conn. May 12, 2020) (granting TRO), nursing
homes, see, e.qg., McPherson v. Lamont, 2020 WL 2198279 (D. Conn. May
6, 2020) (nursing home residents at high risk of severe illness from COVID-
19), and psychiatric hospitals. See, e.q., Costa v. Bazron, 2020 WL
2025701 (D. D.C. May 24, 2020) (issuing preliminary injunction). See

also, Declaration of Farrin A. Manian, M.D., M.P.H (“Manian Decl.”) § 7
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(attached to this Memorandum as Exhibit 1) (“the risk of transmission of
SARS-CoV-2 is much higher wherever people reside or congregate in
confined spaces, such as ... prisons, and long-term care facilities, including
psychiatric hospitals.”)

One-third of deaths from COVID-19 in the United States have
involved residents or staff of such facilities, “where people live in a confined
environment and workers move from room to room, at times unknowingly
infecting the residents or getting infected themselves.” Id. [ 8. This
“constant close contact, coupled with the presence of risk factors for severe
disease ... among residents, provide the elements for a ‘perfect COVID-
19 storm’ with its attendant complications and mortality.” /d.

The risks at CVH and WFH are real, and the results have been tragic.
Five patients at CVH have died from COVID-19. At CVH and WFH,
Defendants have confirmed 73 cases of COVID-19 among patients and 64
cases among staff, since testing began. As of June 8, 2020, at least one
unit at CVH remains under quarantine.

Recognizing the health risks that inherently exist in congregate
facilities, the Centers for Disease Control and Prevention (CDC) have
issued widely accepted guidelines for limiting the spread of COVID-19 in

such facilities. These guidelines emphasize testing, the use of personal
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protective equipment (PPE), social distancing, and isolation of individuals
with symptoms or confirmed cases. Centers for Disease Control and
Prevention, How to Protect Yourself and Others, available at

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-

sick/prevention.html (attached to this Memorandum as Exhibit 11).

Defendants were slow to take action to protect Plaintiffs from COVID-
19. However, they have adopted some of the measures that national
guidelines require. For example, they have adopted a policy requiring staff,
and encouraging residents, to wear masks, although the evidence indicates
that the policy is not being consistently implemented at CVH and WFH.
Affidavit of Vincent Ardizzone (attached to this Memorandum as Exhibit 4)
(“Ardizzone Aff.”) qIf] 18, 32; Affidavit of Gail Litsky (attached to this
Memorandum as Exhibit 5) (“Litsky Aff.”) ][ 10, 14, 16, 28, 32, 33, and 36.
Defendants have also committed to improved hygiene and decontamination
practices, which are not being consistently followed. Affidavit of Carson
Mueller (attached to this Memorandum as Exhibit 3 (“Mueller Aff.”) 9[9[ 29,
38, 39, 42, 45, 47, and 48. Defendants are now conducting weekly testing
of staff, but they are not regularly testing patients. Plaintiffs’ understanding

is that testing of both patients and staff remains voluntary.
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The failure to regularly test patients and to ensure that staff
consistently wear masks creates health risks that this Court needs to
address. What is placing Plaintiffs at greatest risk, however, is
Defendants’ failure to ensure social distancing within the facilities. Social
distancing is an essential strategy for protecting individuals from COVID-
19. Manian Decl. at [ 12. However, under the circumstances now present
at CVH and WFH, Plaintiffs are unable to practice social distancing. E.g.,
Mueller Aff. 91 11,12,13, 14, 15, 17, and 21; Ardizzone Aff. §[{ 19, 20, 21,
and 26.

Defendants contend that Plaintiffs’ safety and health can be
maintained without social distancing. However, as Plaintiffs’ experts
explain, Defendants are wrong and the lack of social distancing at CVH and
WFH is placing Plaintiffs at great risk. Manian Decl. q[{] 12, 23, Declaration
of Patrick J. Canavan, Psy.D, and Elizabeth Jones (attached to this
Memorandum as Exhibit 2 (“Canavan/Jones Decl.”) ] 15.

Instead of implementing professional standards and CDC
requirements on social distancing, Defendants are instead using a practice
they call “unit segregation,” which is essentially an attempt to keep units as
a whole apart, rather than individuals. But, as Plaintiffs’ experts explain, this

practice does not provide sufficient protection for Plaintiffs or staff. Manian
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Decl. ] 23. “As relates to designated units, ‘COVID-negative’ does not
mean ‘COVID-impervious.’ As long as new cases of COVID-19 are being
diagnosed in the community, long-term care facilities remain vulnerable to
the importation of the virus from the outside world, particularly through
unsuspected infected healthcare providers who live in the community,
visitors, or residents who may need to temporarily leave the unit to seek
medical care.” Id.

In order to comply with professional standards and CDC
requirements on social distancing at CVH and WFH, the number of patients
at the facility would need to be reduced. However, Defendants have taken
little action aimed at reducing the patient census at CVH or WFH. While
admissions are down, largely through the efforts of courts, which have
reduced both civil and criminal commitments, discharges are stagnant.

The U.S. Substance Abuse and Mental Health Services
Administration (SAMHSA) has said that, during the pandemic, inpatient
psychiatric care should be used only when absolutely necessary to protect
the life or safety of the individual. In all other circumstances, outpatient
arrangements should be utilized. SAMHSA, Considerations for the Care
and Treatment of Mental and Substance Use Disorders in the COVID-19

Epidemic (revised May 7, 2020), https://www.samhsa.qgov/sites/default/
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files/considerations-care-treatment-mental-substance-use-disorders-

covid19.pdf (attached to this Memorandum as Exhibit 18). Defendants have

not heeded this call.

Accordingly, Plaintiffs seek a preliminary injunction requiring, in
addition to improved practices within the hospitals, that Defendants change
their approach to discharges. As Plaintiffs’ experts urge, Defendants
should promptly complete a clinical review of every patient at CVH and
WFH to determine whether it would be feasible, under present
circumstances, to discharge the patient. According to Plaintiffs’ experts,
“there are individuals who could be discharged without posing significant
safety risks.” Canavan/Jones Decl. ] 21.

The details of the clinical review Plaintiffs seek are more fully
explained below. At its core, the clinical review would “identify those who
can be discharged, determine what supports would be needed, and
implement strategies to effectuate these plans.” Canavan/Jones Decl. q
22. In so doing, “DMHAS should apply a different standard than it would in
ordinary times and should focus on such basic questions as where the
person can live, have access to food and needed medication, and take
appropriate COVID precautions, with available assistance, if necessary,

without being a danger to self or to others.” Id. The review should be
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conducted by professionals with extensive knowledge of the community
service system and by staff who could identify family and friends willing to
provide the patient housing and other support during the pandemic.
Canavan/Jones Decl. [ 22, 25.

A. The Risks Posed by COVID-19

Plaintiffs, indeed all residents of the State of Connecticut, are facing
extraordinary risks caused by the coronavirus pandemic. As of June 8,
2020, there were approximately 1.939 million confirmed cases of COVID-
19 and 110,375 deaths in the U.S., with 17,919 new cases and 475 new
deaths on June 8 alone. Centers for Disease Control and Prevention,

Cases, Data, Surveillance, available at https://cdc.qov/coronavirus/2019-

ncov/cases-updates/cases-in-us.html (last visited June 8, 2020). As of

June 8, Connecticut has suffered 44,092 infections and 4,084 COVID-19
deaths, including 124 new cases and 13 new deaths occurring on that date.

https://portal.ct.gov/Coronavirus/COVID-19-Data-Tracker (last visited June

8, 2020). Despite its small size, Connecticut has incurred more deaths
than some significantly more populous states, including Texas, Florida, and
Ohio, and even more than some countries. /d. (last visited June 6, 2020).
On a per capita basis, Connecticut’s death rate, 1,231 per 100,000, ranks

sixth in the nation. Center for Disease Control and Prevention, “Death
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rates from coronavirus (COVID-19) in the United States as of June 8, 2020

by state,” available at https://www.cdc.gov/covid-data-tracker/index.html

(last visited June 8, 2020). As discussed above, the risks posed by the
pandemic are even higher for Connecticut’s citizens in the tightly confined
spaces of CVH and WFH. Yet, Defendants have not taken needed steps to
protect the safety and health of these individuals.

B. The CDC’s Guidelines for Protecting Against Transmission
of COVID-19.

The CDC has issued a variety of guidance on limiting the spread of
this highly communicable virus. Central to its guidance is the
recommendation to practice social distancing, i.e., staying six feet away
from others. Frequent hand washing and disinfecting commonly used
surfaces on a regular basis are also critical. Centers for Disease Control
and Prevention, How to Protect Yourself and Others,

https://www.cdc.gov/coronavirus/ 2019-ncov/prevent-getting-

sick/prevention.html (attached to this Memorandum as Exhibit 11).

The CDC has issued specific guidelines on addressing COVID-19 in
nursing homes and other long-term care facilities. See, e.qg., Key
Strategies to Prepare for COVID-19 in Long-term Care Facilities,

https://www.cdc.gov/ coronavirus/2019-ncov/hcp/long-term-care-

strategies.html (attached to this Memorandum as Exhibit 12) Preparing for

9
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COVID-19 in Nursing Homes, https://www.cdc.gov/coronavirus/2019-

ncov/hcp/long-term-care.html (attached to this Memorandum as Exhibit

13). Testing Guidance for Nursing Homes,

https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-

testing.html (attached to this Memorandum as Exhibit 15). Experts agree
that these guidelines should be followed in inpatient psychiatric facilities.
Manian Decl. at q[ 10.

Following these CDC guidelines for COVID-19, which constitute
“‘minimally acceptable professional practice,” is “essential” for protecting
Plaintiffs’ safety and health. Manian Decl. § 10. The CDC guidelines
require the following steps once COVID-19 has been identified in a facility
or achieves widespread community transmission, both of which have been
present at CVH and WFH and in Connecticut for months:

1. Enforce social distancing among residents;

2. Cancel all groups activities and communal dining;

3. Ensure all residents wear a cloth face covering whenever they

leave their room or are around others;

4. Ensure all staff wear a facemask or cloth face covering while in the

facility; and

10
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5. If COVID-19 is identified in the facility, restrict all patients to their
rooms and have staff wear all recommended PPE regardless of
symptoms on the affected unit.

Centers for Disease Control and Prevention, Key Strategies to Prepare for
COVID-19 in Long-term Care Facilities, Exh. 12.

In addition, hand washing with soap and water, covering of coughs
and sneezes, daily cleaning and disinfecting of frequently touched
surfaces, and monitoring of health status must be maintained. Centers for
Disease Control and Prevention, How to Protect Yourself and Others, Exh.
11. Manian Decl. §[f] 15, 17 (residents should have ‘ready access to proper
hand hygiene” and facilities “should enforce a schedule for regular cleaning
and disinfection of shared equipment, and high-touch surfaces in rooms
and common areas”).

The guidelines on Preparing for COVID-19 in Nursing Homes also
require enforcing social distancing, cancelling group activities, and face
masks for staff and face coverings for residents. Centers for Disease
Control and Prevention, Preparing for COVID-19 in Nursing Homes, Exh.
13. In addition, they call for:

1. A plan for “testing residents and healthcare personnel” with the

capacity to perform testing of “all residents and HCP [health care

11
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personnel, i.e. staff],” as well as a “procedure for addressing residents or
HCP who decline or are unable to be tested [i.e., isolation and quarantine].

2. Hand hygiene supplies in every resident room; tissues and
trash cans in common areas and patient rooms; and environmental
cleaning and disinfection of frequently touched surfaces in resident rooms
and common areas.

The CDC provided detailed guidance on testing in nursing homes,
including: screening staff for fever and COVID-19 symptoms at the start of
their shift and testing any who screen positive; screen and test any
resident who exhibits fever or symptoms consistent with COVID-19; test all
residents if there is a new confirmed case of COVID-19, including during
reopening when there is a suspected or confirmed case in any resident or a
confirmed case in any HCP; and, test all residents and staff weekly until the
testing identifies no new cases of COVID-19 among residents or staff over
at least 14 days.

Centers for Disease Control and Prevention, Testing Guidance for

Nursing Homes, available at https://www.cdc.gov/coronavirus/2019-

ncov/hcp/nursing-homes-testing.html (attached to this Memorandum as

Exhibit 15).

12
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C. Applying the CDC Guidelines to CVH and WFH

1. Testing

SARS-CoV-2 can be transmitted by people without symptoms.
Manian Decl. §] 6. Staff or patients may have the virus for days with no
symptoms, yet be infectious. Id. This unique property of SARS-CoV-2
makes it easy for the virus to spread through a population. /d. On average,
two to three people become infected from each individual infected with
SARS-CoV-2 and sometimes many more, resulting in persons described as
“super-spreaders.” Id. Since the virus may be spread by infected persons
who are asymptomatic, the only way to know whether there is virus in CVH
and WFH is to test. Manian Decl. q 17.

According to Dr. Manian, professional standards require that CVH
and WFH perform baseline testing of all residents and staff, and test at
least once a week all previously negative residents and staff until the
testing identifies no new cases of COVID-19 for at least 14 days since the
most positive result. Manian Decl. 9 16." Defendants have just begun
weekly testing of staff, but only on a voluntary basis, and have no plan for

regular testing of residents.

1 Dr. Manian explains, that when it comes to testing, the CDC Guidance for
Nursing Homes is the appropriate professional standard. Manian Aff. §] 11

13
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Despite the obvious importance of testing in controlling the spread of
the virus, as of late May only some 600 of 1,000 staff at CVH and WFH had
been tested. See DMHAS News Releases for May 26 and May 29, 2020,

available at https://portal.ct.gov/IDMHAS-COVID-19. Patient testing was

very limited until May 13. Litsky Aff. ] 36. And as testing has become
more available in the past two weeks, the number of confirmed infections
has continued to increase, demonstrating that the failure to take
comprehensive protections a month ago has contributed to several
patients’ deaths and an increase in the number of staff and patients
becoming infected. See, DMHAS periodic reports at

https://portal.ct.gov/DMHAS-COVID-19.

Defendants’ practices are contrary to accepted professional norms for
fighting COVID-19. See Manian Decl. || 16.

2. Personal Protective Equipment

According to Plaintiffs’ expert Dr. Farrin Manian, staff in CVH and
WFH “should have access to PPE” and “should always wear a face mask
while they are in the healthcare facility.” Manian Decl. § 14. Residents
“should be encouraged to routinely wear a cloth face covering” as

appropriate and those with “significant exposure to COVID-19 or suspected

14
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of having COVID-19 should wear a face mask when outside their rooms.”
Id. at 15.

Defendants delayed implementing such guidelines and have not
ensured that they are practiced consistently or that residents are
encouraged to wear masks. Ardizzone Aff. {[{] 18, 32; Litsky Aff. §[ 33.
DMHAS mandated the use of masks by staff at CVH and WFH on April 10,
2020, stating that “there is growing evidence of transmission risk from
infected persons without symptoms or before the onset of recognized
symptoms.” DMHAS Protocol for Quarantine and Isolation, “PPE Use:
General Guidelines for Use of Face Masks,” May 17, 2020, available at

https://portal.ct.gov/DMHAS-COVID-19. Until April 23, 2020, masks were

not even offered to patients in either hospital, and to this day they are not
required as a matter of practice. Affidavit of Carson Mueller [ 34 (May 18,
2020) (“Mueller Aff.”); Affidavit of Gail Litsky [ 14 (May 18, 2020) (“Litsky
Aff.”); Affidavit of Vincent Ardizzone [ 17 (May 18, 2020) (“Ardizzone Aff.”).
When patients asked for masks, they were refused. Litsky Aff. [ 14.

After April 23, masks were finally made available for patients to wear
on a voluntary basis, without regard to the impact on all patients from a
failure of some to wear them. On one unit at WFH, Dutcher North 2, staff

offered no encouragement to use the masks, nor did they provide any

15
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education about the importance of wearing them in light of the COVID-19
crisis. Litsky Aff. §[f] 17, 36. Use of masks by both staff and patients
remains intermittent and unenforced, resulting in ongoing but avoidable risk
of infection to both. Ardizzone Aff. q[q] 18, 32; Litsky Aff. q 33.

3. Hygiene and Decontamination

Dr. Manian states that all residents “should have ready access to
proper hand hygiene within the facility.” Manian Decl. [ 15. In addition,
facilities should enforce a schedule for regular cleaning and disinfection of
shared equipment and high-touch surfaces in rooms and common areas
(including shower knobs, curtains, and bathroom surfaces) with an EPA-
registered, hospital-grade disinfectant. /d. at  17. “Ready access to
proper hand hygiene” requires providing hand sanitizer to patients, with
supervision if needed, and that all patients be taught about infection control
strategies. Canavan/Jones | 14.

Patient testimony indicates that proper hygiene and decontamination
practices are not being consistently followed. Even after patients began to
test positive, maintenance staff on did not thoroughly clean Dutcher South
3, where 15 men live there. Mueller Aff. §] 39. All of the men on that unit
use the same bathroom, with several men using the two showers, sinks,

urinals, and toilets at the same time. /d.at §J12. On another unit, Dutcher

16
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North 3, 22 men share a shower room and restroom, Ardizzone Aff. q 15,
making it impossible to clean the fixtures and surfaces between each use
by individual patients.

On Dutcher North 3 and Dutcher South 3, maintenance staff do not
work on the weekend, so soap dispensers in the bathroom are not replaced
when they become empty. Ardizzone Aff. [ 16; Mueller Aff.  39. On
Dutcher South 3, a patient asked that a stethoscope and pulse oximeter be
sanitized before they were used to take his vitals. His request was viewed
by staff as “oppositional.” Mueller Aff. ] 38. When patients asked for hand
sanitizer, the request was denied because the administration considered
the risk that patients would ingest the alcohol-based product more serious
than the risk of infection or death. Ardizzone Aff. §16; See Mueller Aff. q
47.

4. Social Distancing

Although it is a critical strategy for reducing the spread of COVID-19
in CVH and WFH, Manian Decl. §] 12, social distancing is not part of the
protocol at WFH or CVH in any meaningful way. Defendants do not appear
to dispute that social distancing, as described by Dr. Manian, is not being

practiced at WFH or CVH.

17
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Patient testimony provides examples: using an elevator in which up to
10 people crowd in, walking in a group down a narrow stairwell, patients
from several units eating together in a dining room with staff. Mueller Aff. |
1 13, 14. When the patients on the Dutcher North 2 unit were quarantined
after one of the unit residents tested positive, they were directed to eat on
the unit under circumstances in which social distancing could not be
observed. Litsky Aff. [ 26

On March 15, 2020, Governor Lamont issued an order restricting
visits to DMHAS facilities, including CVH and WFH. See Exec. Order 7C,
His Excellency Ned Lamont, State of Connecticut (March 15, 2020),

available at https://portal.ct.gov/Coronavirus/Pages/Emergency-Orders-

issued-by-the-Governor-and-State-Agencies. Yet even as efforts were

made to reduce visitors, hospital staff were working double shifts on
different units, including a quarantined unit, see Litsky Aff. [ 27), increasing
the number of individuals going onto units and interacting with patients.
While it may be more challenging to achieve social distancing in
congregate facilities compared to the community, it is necessary to protect
the Plaintiffs and should be implemented to the maximum extent possible.
Manian Decl. [ 12. To effectuate social distancing, CVH and WFH should

develop a plan to move all patients into single-bed sleeping rooms or into

18
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rooms with sufficient space to allow sleeping in beds that are at least six
feet apart. Canavan/Jones Decl. { 14. In addition, patients should be
taught social distancing and other infection control strategies. Id. at §] 13.
Meals should be delivered so that all patients could eat in a socially
distanced manner. Id at 9 10. The number of people using elevators at
one time be limited and/or an alternative such as a stairway be permitted.
Id at ] 11.

CVH and WFH have failed to implement social distancing on units.
No education is provided to patients about the importance of social
distancing. No accommodations in living areas or adjustments in eating
routines are undertaken to promote social distancing. Despite the obvious
transmission threat the virus poses, almost all patients on every unit in
CVH and WFH live in close contact with 15-20 other patients and 5-10
staff. Amended Compl. [ 43. Mueller Aff. §] 7. They share bathroom
facilities and use those facilities simultaneously. /d. Ardizzone Aff. q] 15.
They eat together, either on the units or in a communal dining room. /d.
See Ardizzone Aff. [ 19.20; Mueller Aff. q[f[ 10,11. Patients sleep in the
same room with other patients, and their beds are closer than the required

social distance of six feet. Mueller Aff. ] 21.

19
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“Facilities should reduce their census as soon as possible to enable
social distancing of residents as needed.” Manian Decl. at [ 14. This is an
essential strategy both to allow social distancing and to reduce the risk of
infection and death. Census reduction can be done in two basic ways:
stopping new admissions and increasing discharges. Manian Decl. q[{] 14
and 20.

The U.S. Substance Abuse and Mental Health Services
Administration (SAMHSA) has said that, during the pandemic, inpatient
psychiatric care should be used only when absolutely necessary to protect
the life or safety of the individual. In all other circumstances, outpatient
arrangements should be utilized. SAMHSA, Considerations for the Care
and Treatment of Mental and Substance Use Disorders in the COVID-19

Epidemic (revised May 7, 2020), https://www.samhsa.qgov/sites/default/

files/considerations-care-treatment-mental-substance-use-disorders-

covid19.pdf (attached to this Memorandum as Exhibit 18). Similarly, CDC

Guidelines instruct nursing facilities to “[c]lonsider temporarily halting
admissions to the facility, at least until the extent of the transmission can be
clarified and interventions can be implemented.” Centers for Disease
Control and Prevention, Responding to Coronavirus (COVID-19) in Nursing

Homes, at 3, available at https://www.cdc.qgov/coronavirus/2019-

20
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ncov/hcp/nursing-homes-responding.html (attached to this Memorandum

as Exhibit 14).

Dr. Canavan and Elizabeth Jones concur that distancing is essential
and that it can and should be accomplished by limiting admissions and
accelerating discharges. They state that admissions should be limited by
stopping most civil admissions, discouraging forensic admissions (including
individuals admitted for competency restoration or after being found not
guilty by reason of insanity) and working closely with the Superior Court to
ensure diversion to other settings “while taking into account the current
situation and balancing risk.” Canavan/Jones Decl. q[][ 15-16. They opine
that WFH should follow its own policies for maintaining patients on
“temporary leaves” in the community during this emergency and return only
patients who present the highest level of risk. Further, DMHAS should
make use of other hospitals, crisis services, transitional housing and respite
services to prevent readmissions of individuals under civil commitment. /d.
M9 18-19.

Since admissions have already been reduced, through the actions of
courts, the most important strategy for implementing social distancing is
accelerating discharges. To accelerate discharges in light of the current

crisis, “DMHAS should develop a plan to promptly assess all residents for
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discharge, identify those who can be discharged, determine what supports
would be needed, and implement strategies to effectuate these plans.” It
should “apply a different standard than it would in ordinary times,” focusing
on whether the person has a place to live, has access to food and needed
medication, and can take appropriate COVID precautions with available
assistance in the community without being a danger to self or others. /d.
22. Evaluations “should identify potential community-based supports and
wherever possible, recommend discharge.” Id. [ 24. Individuals who may
have family and friends who might be able to take them in should be
identified and appropriate supports offered, and any available capacity in
community programs (including temporary housing) should be considered.
Id. 9 25. To expedite discharge planning, community providers should be
included as part of the assessment process and assist in discharge
planning.” Id.

Despite the urgency of taking these actions, Defendants have failed
to take even preliminary steps to identify patients who can safely return to
the community, or to granting temporary leave or conditional discharges to
those patients for whom such actions would be appropriate. Instead,
patients at CVH and WFH continue to be unnecessarily and unsafely

confined in small spaces, contrary to professional standards.

22



Case 3:20-cv-00594-JCH Document 25 Filed 06/08/20 Page 23 of 40

Beginning in March, temporary leaves have been canceled. Two
patients who were already in the community on temporary leaves were
brought back to WFH, making the hospital more crowded and increasing
the risks to those two patients. Mueller Aff. [27.

CVH and WFH continue to admit new patients. While Superior Court
and Probate Courts have operated in a limited manner after onset of the
pandemic, commitments continue. If no effort is made to increase
discharges and temporary leaves for appropriate individuals, the population
of the units will continue to grow, making it increasingly difficult to prevent
the spread of contagion. Defendants’ ongoing failure “to reduce the
number of people hospitalized as safely and quickly as possible given the
risks of COVID-19 is inconsistent with the exercise of reasonable
professional judgment.” Canavan/Jones Decl. ] 25.

lll. LEGAL STANDARD

To obtain a preliminary injunction that results, as here, in the
alteration of the status quo, the moving party must show: “(1) irreparable
harm and (2) either (a) likelihood of success on the merits or (b) sufficiently
serious questions going to the merits to make them fair ground for litigation
plus a balance of hardships, tipping decidedly in favor of the moving party.”

Oneida Nation of New York v. Cuomo, 645 F.3d 154, 164 (2d Cir. 2011)
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(quoting Monserrate v. N.Y. State Senate, 599 F.3d 148, 154 (2d Cir.
2010)). In addition, the moving party must show that the preliminary
injunction is in the public interest. Id. (citing Winter v. Natural Res. Def.
Council, Inc., 555 U.S. 7, 19-20 (2008)).

IV. ARGUMENT

A. Irreparable Harm

In the Second Circuit, a “showing of irreparable harm is the single
most important prerequisite in the issuance of a preliminary injunction.”
Faiveley Transp. Malmo AB v. Wabtec Corp., 559 F.3d 110, 118 (2d Cir.
2009); Basank v. Decker, 2020 WL 1481503 at *2 (S.D.N.Y. March 26,
2020). The irreparable harm alleged must not be remote or speculative
but must instead be actual and imminent. Grand River Enter, Six Nations,
Ltd. v. Pryor, 481 F.3d 60, 66 (2d Cir. 2007).

There can be no dispute that Plaintiffs face actual, imminent, and
ongoing irreparable harm as a result of Defendants’ failure to take
necessary actions to protect Plaintiffs from COVID-19. Plaintiffs’ risk of
being infected by and transmitting the virus is greatly increased by living in
the congregate and confined setting of a psychiatric hospital. Manian Decl.
at 4. CVH and WFH “provide the elements for a ‘perfect Covid-19 storm,’

with its attendant complications and mortality.” /d. At least five patients
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have died, dozens more have been infected, and as expert testimony
demonstrates, Plaintiffs are at “imminent risk to their health, safety and
lives.” Henrietta D. v. Giuliani, 119 F.Supp.2d 181, 214 (E.D.N.Y 2000);
Barbecho v. Decker, 2020 WL 1876328 at *6 (S.D.N.Y. April 15, 2020). “A
substantial risk of serious illness or death has been found to constitute
irreparable harm.” Martinez-Brooks v. Easter, 2020 WL 2405350 (D. Conn.
May 12, 2020) at 57, citing Innovative Health Systems, Inc. v. City of White
Plains, 117 F.3d 37, 43-44 (2d Cir. 1997).

Accordingly, Plaintiffs have met their burden of demonstrating
irreparable harm.

B. Success on the Merits

Defendants have violated Plaintiffs’ rights under the Fourteenth
Amendment in their failure to adequately protect Plaintiffs from the risks
associated with COVID-19. As explained in more detail below, Defendants’
ongoing failure to provide Plaintiffs with reasonably safe conditions
constitutes a substantial departure from accepted professional judgment in
violation of the Fourteenth Amendment.

1. Defendants Are Violating Plaintiffs’ Fourteenth

Amendment Guarantees to Reasonably Safe Conditions
of Confinement.
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The Due Process Clause of the Fourteenth Amendment protects the
right of Plaintiffs, as persons in a state psychiatric hospital, to be held in
safe conditions, free from unreasonable risks of harm. Youngberg v.
Romeo, 457 U.S. 307 (1982). “If it is cruel and unusual punishment to hold
convicted criminals in unsafe conditions, it must be unconstitutional to
confine ... [those] who may not be punished at all — in unsafe conditions.”
Id. at 315-316. See also Ingraham v. Wright, 430 U.S. 651, 673 (1977)
(safety is a “historic liberty interest”).

The Second Circuit has recognized that Youngberg’s right to safe
conditions extends to both voluntary and involuntary residents of state
mental health facilities. Society for Good Will to Retarded Children v.
Cuomo, 737 F.2d 1239, 1246 (2d Cir. 1984). Voluntary residents, the
Second Circuit declared, “are entitled to rights of personal freedom at least
as great as those of prison inmates.” Id. “. .. [Once] it chose to house
those voluntary residents, thus making them dependent on the state, it was
required to do so in a manner that would not deprive them of constitutional
rights.” Id., citing Youngberg, 457 U.S. at 317; Perry v. Sindermann, 408
U.S. 593, 597 (1972); see also, Helling v. McKinney, 509 U.S. 25, 33

(1993) (even the criminally convicted may not be subjected to “a condition
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of confinement that is . . . very likely to cause serious illness and needless
suffering.”).

The standard for determining whether Defendants have violated
Plaintiffs’ rights under Youngberg is whether Defendants’ decisions
constitute “such a substantial departure from accepted professional
judgment, practice, or standards as to demonstrate that the person
responsible actually did not base the decision on such a judgment.”
Youngberg, 457 U.S. at 323. Such a departure is demonstrated when the
care provided residents is substantially below the standard of care.
Messier v. Southbury Training School, 562 F. Supp. 2d 294, 301 (D. Conn
2008). Deference is not owed to decisions made by individuals who are
not qualified professionals. Id. at 300. If CVH and WFH did not have a
board-certified infectious disease physician on staff or consulting to make
determinations about mitigation strategies, the Court need not give
deference to an unqualified administrator or physician. /d. As discussed
below and shown in the affidavits submitted by Plaintiffs and their experts,
Defendants have violated this standard in several key ways.

a. The CDC’s COVID-19 Guidance Constitute

Professional Standards that Must Be Met in
Psychiatric Hospitals.
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The CDC standards constitute the professional standards that apply
to combatting COVID-19 in psychiatric hospitals like CVH and WFH.
Manian Decl. §| 11. Infectious disease specialists and healthcare
epidemiologists routinely look to the CDC for guidance. I/d. q[ 10.

Following the CDC'’s guidelines is crucial during the current pandemic. With
a virus that has never been seen before, “reliance on the wisdom and
knowledge in the experts of the field of virology, epidemiology, and disease
transmission is essential to minimizing the spread of SARS-CoV-2 in high
risk settings.” Id. The CDC guidelines are “essential to the professional
practice of healthcare epidemiology and infection control and prevention” at
CVH and WFH. Id. Departure from the CDC guidelines at these facilities
“places patients and staff—and potentially the community at large—at risk
of a preventable disease and death.” /d.

In rendering his opinions, Dr. Manian relied primarily on CDC
guidelines. He also took into account other prominent national guidelines,
including those of the American Health Care Association, the National
Center for Assisted Living, and the Substance Abuse and Mental Health
Services Administration, as well as his own experience as an infection
control officer and healthcare epidemiologist for nearly 30 years. Id. q 11.

b.  Defendants Have Substantially Departed from
Professional Standards.
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Social Distancing. Social distancing is a key strategy for infection
control. “Patients should maintain at least six feet distance from each other
and staff. This practice should apply to all aspects of life within the state
psychiatric facilities, including interaction with other residents, dining, and
distance between sleeping quarters.” Manian Decl. ] 13.

Defendants have not implemented social distancing, as described by
Dr. Manian, at CVH and WFH. Their alternative practice, which they call
“‘unit segregation,” is not an acceptable alternative without social distancing
and census reduction. Manian Decl. ] 23 (“Separating activities to occur
only within each unit, allowing for COVID-19 and non-COVID-19 units, is
not an adequate means of infection control. It is a substantial departure
from the basic science of infection control and prevention to not require. .
.social distancing in places such as bedrooms, dining rooms, group therapy
and day hall. . .”)

All three of Plaintiffs’ experts concur that, if social distancing cannot
be consistently and successfully implemented at CVH and WFH, census
reduction, including discharges, is imperative and must be pursued. Social
distancing could be accomplished if there were fewer people on each unit.

Manian Decl. [ 14, Canavan/Jones Decl. q 15-25.
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Census Reduction. According to Dr. Manian, Dr. Canavan, and
Elizabeth Jones, it is imperative, for the safety and health of Plaintiffs, that
Defendants aggressively pursue census reduction. Fortunately,
admissions to CVH and WFH are being limited by the courts. To reduce
census from present levels, discharging patients who could be safely
served in the community is required. As Dr. Canavan and Elizabeth Jones
stress, the review should apply a different standard than in ordinary times,
focusing on basic questions such as whether the person has a place to live,
has access to food and needed medication, and can take appropriate
COVID precautions with available assistance and live in the community
without being a danger to self or others. Canavan/Jones Decl. || 22.

There is no indication that Defendants have identified social
distancing or census reduction as necessary to mitigate patient infection
and death. Nor do they appear to have considered that some patients at
CVH and WFH are elderly or have health conditions that put them at high
risk. Manian Decl. [ 8. Plaintiff Vincent Ardizzone has Stage IV prostate
cancer and is currently undergoing radiation therapy. Ardizzone Aff. ] 9.
Plaintiff Gail Litsky has asthma, high blood pressure, high cholesterol, pre-
diabetes, and is overweight. Litsky Aff. [ 8. Plaintiff Barbara Flood is 64

years old and receives weekly dialysis for kidney failure. Gudis Aff. | 14.
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According to Plaintiffs’ experts, “there are individuals who could be
discharged without posing significant safety risks.” Canavan/Jones Decl. q
18. One possible candidate is WFH resident Francis Clarke is a 72-year-
old honorably discharged veteran who was arrested for driving under the
influence and on a suspended license. He was found not competent to
stand trial and sent to WFH in November 2019 for restoration to
competency on minor charges. He has never been committed or treated
for a mental iliness until now. As far as Plaintiffs are aware, Defendants
are not taking steps to secure his discharge.

Despite actual knowledge that these and other CVH and WFH
residents face significant risk from the COVID-19 virus, Defendants have
failed to undertake a program of census reduction, including especially by
accelerating discharges.

Testing. Defendants’ failure to have a plan for testing of residents
and to conduct repeat testing of residents following a confirmed case of
COVID-19 is a substantial departure from professional standards. As Dr.
Manian and the CDC guidelines make clear, professional standards require
a plan for testing all residents and staff and the capacity to perform such
testing. While Defendants have finally begun testing all staff on a weekly

basis, they lack an acceptable plan for testing residents. Professional
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standards require that Defendants perform baseline testing of all residents
and staff, and also test at least once a week all previously

negative residents and staff until the testing identifies no new cases of
COVID-19 for at least 14 days after the most recent positive result. Manian
Decl. § 16; Testing Guidance for Nursing Homes, Exh. 15.

Such testing of residents is critical to prevent transmission of the
virus. Staff or patients may be infectious for days while exhibiting no
symptoms, allowing the virus to spread rapidly through these
facilities. /d. ] 6. Defendants have not conducted weekly testing of
residents following confirmed cases at CVH and WFH. Even today,
although some patients are in quarantine in CVH, residents are not being
tested weekly. This is a substantial departure from professional judgment
that puts residents at grave risk of harm.

PPE. Defendants’ failure to ensure that staff consistently wear face
masks and to encourage residents to wear face masks constitutes a
substantial departure from professional judgment. Staff in CVH and WFH
“should always wear a face mask while they are in the healthcare facility.”
Manian Decl. | 14. Residents “should be encouraged to routinely wear a
cloth face covering” as appropriate and those with “significant exposure to

COVID-19 or suspected of having COVID-19 should wear a face mask
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when outside their rooms.” Id. at 15. Defendants initially delayed in
implementing these guidelines, and did not even offer masks to patients in
either hospital until April 23, 2020. Mueller ] 34. When patients asked for
masks, they were refused. Litsky Aff. {] 14.

While staff are now required to wear masks and patients are now
offered one mask per week, Defendants still do not ensure that PPE
guidelines are practiced consistently or that residents are encouraged to
wear masks. Ardizzone Aff. [ 18, 32; Litsky Aff. [ 17, 32, 33, 36.
Moreover, staff continues to work on multiple units, as need dictates.
Litsky Aff. 9 23. Use of masks by both staff and patients remains
intermittent and unenforced, resulting in ongoing but avoidable risk of
infection to both. Ardizzone Aff. q[]] 18, 32; Litsky Aff. §] 33. This failure to
follow professional standards violates plaintiffs’ Fourteenth Amendment
rights.

Hygiene and Decontamination. Defendants’ failure to ensure that
CVH and WFH are appropriately decontaminated and that patients have
access to proper hand hygiene during the pandemic is a substantial
departure from professional standards.

Professional standards require that all residents “should have ready

access to proper hand hygiene within the facility,” and that facilities should
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enforce a schedule for regular cleaning and disinfection of shared
equipment and high-touch surfaces in rooms and common areas (including
shower knobs, curtains, and bathroom surfaces) with an EPA-registered,
hospital-grade disinfectant. Manian Decl. at {[{] 15, 17. “Ready access to
proper hand hygiene” requires providing hand sanitizer to patients, with
supervision if needed, and that all patients be taught about infection control
strategies. Canavan/Jones Decl. || 14.

Yet Defendants have failed to ensure that hygiene and
decontamination standards are consistently followed. Even after patients
began to test positive, maintenance staff did not thoroughly clean Dutcher
South 3, where 15 men live and share a bathroom, with several men using
the two showers, sinks, urinals, and toilets at the same time. Mueller Aff.
M9 12, 39. On another unit, Dutcher North 3, 22 men share a shower room
and restroom, Ardizzone Aff. §] 15, making it impossible to clean the fixtures
and surfaces between each use by individual patients. On each of those
units, soap dispensers sometimes go empty on the weekends, because
maintenance staff do not work on weekends. Ardizzone Aff. [ 16; Mueller
Aff. 1 39. On Dutcher South 3, a patient’s request that a stethoscope and
pulse oximeter be sanitized before they were used to take his vitals was

considered “oppositional” and denied. Mueller Aff. §] 38. Patients’ requests
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for hand sanitizer have been denied because the administration considered
the risk of patients ingesting the alcohol-based product more serious than
the risk of infection or death. Ardizzone Aff. [16; See Mueller Aff. q

47. These failures to ensure basic hygiene and decontamination practices
constitute a substantial departure from professional standards in violation
of Plaintiffs’ Fourteenth Amendment rights.

2. The Defendants Are Violating the Fourteenth Amendment
Right to Safe Conditions for Pre-Trial Detainees.

If, as to some Plaintiffs, Defendants’ actions are governed by
Fourteenth Amendment standards for the treatment of pre-trial detainees
rather than state hospital patients, Defendants have violated these
standards as well. The Fourteenth Amendment right of pre-trial detainees
to safe conditions is violated when they are subjected to conditions that
create an unreasonable risk of serious harm, including to physical health,
Darnell v. Pineiro, 849 F.3d 17, 30 (2d Cir. 2017), amounting a reckless
disregard for safety, id. at 32. There is no requirement of subjective intent:
“.. .[T]o establish a claim for deliberate indifference to conditions of
confinement under the Due Process Clause of the Fourteenth Amendment,
the pretrial detainee must prove that the defendant-official acted
intentionally to impose the alleged condition, or recklessly failed to act with

reasonable care to mitigate the risk that the condition posed to the pretrial
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detainee even though the defendant-official knew, or should have known,
that the condition posed an excessive risk to health or safety. In other
words, “deliberate indifference” should be defined objectively.” Darnell, 849
F.3d at 35.

The same actions and inactions that violate the Youngberg rights of
patients at CVH and WFH constitute violations of the right to safe
conditions held by pre-trial detainees. As described above, Defendants
have failed to adequately protect Plaintiffs from the risks of COVID-19.

Recent court decisions confirm the above analysis. For example, in
Basank v. Decker, 2020 WL 1481503 (S.D.N.Y. March 26, 2020), the court
granted a temporary restraining order for the immediate release of
immigration detainees in the Hudson, Bergen, and Essex County
Correctional Facilities due to the health risks in these facilities. The court
noted that the detainees were likely to succeed on the merits because the
facilities were exhibiting deliberate indifference by failing to follow
professional standards for protecting the detainees. /d. at *2.

C. The Balance of Equities Tips Decidedly in Favor of
Plaintiffs, and an Injunction Will Serve the Public Interest.

“Where the Government is the opposing party,” the final two factors in
the analysis—“the balance of the equities and the public interest—merge.”

Martinez-Brooks v. Easter, 2020 WL 2405350 at *27 (D. Conn. May 12,
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2020), quoting Coronel v. Decker, 2020 WL 1487274, at *7 (S.D.N.Y. Mar.
27, 2020).

Given the evidence that Plaintiffs, psychiatric patients in state
hospitals, are at serious risk including of death, there can be no reasonable
dispute that the balance of the equities favors them and that an injunction is
in the public interest. “[I]t is always in the public interest to prevent the
violation of a party’s constitutional rights.” G & V Lounge, Inc. v. Michigan
Liquor Control Com’n, 23 F.3d 1071, 1079 (6th Cir. 1994). See also
Coronel, 2020 WL 1487274, at *7 (“the public interest is best served by
ensuring the constitutional rights of persons within the United States are
upheld,” quoting Sajous v. Decker, 2018 WL 2357266, at *13 (S.D.N.Y.
2018)); Barbecho v. Decker, 2020 WL 1876328, at *7 (S.D.N.Y. Apr. 15,
2020); Doe v. University of Connecticut, 2020 WL 406356, at *6 (D. Conn.
Jan. 23, 2020). “Moreover, the ... interest in avoiding serious illness or
death must weigh heavily on the scales.” Martinez-Brooks, 2020 WL
2405350 at *28.

In addition, granting Plaintiffs’ motion will serve the larger public
interest of reducing the risk of transmission of the COVID-19 virus from the
hospitals to the community. Fewer COVID-19 cases — even less of a risk

of such cases — at CVH and WFH will benefit staff who enter and leave the
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facilities on a daily basis, reducing the risk to the community at large.
Accordingly, it is clear that Plaintiffs meet the final two factors for granting a
preliminary injunction.
V. CONCLUSION

For the reasons above, this Court should grant a preliminary
injunction.

The preliminary injunction should be granted on a class basis. The
Court should certify a class in order to ensure that all patients at CVH and
WFH enjoy the benefits of relief granted in a preliminary injunction. The
class seeking a preliminary injunction -- all patients at CVH and WFH —
meets the requirements for certification under Rule 23 of the Federal Rules
of Civil Procedure. The class is so numerous, about 438 in all, that joinder
of all members is impracticable. There are questions of law or fact
common to the class, including what the Fourteenth Amendment demands
of Defendants and whether Defendants’ conduct is a substantial departure
from professional standards. The claims of the named plaintiffs are typical
of the claims of the class as a whole. The named plaintiffs are represented
by competent counsel and will fairly and adequately protect the interests of

the class. Defendants have acted or refused to act on grounds that apply
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generally to the class, so that final injunctive relief is appropriate respecting
the class as a whole.
Plaintiffs respectfully request that the preliminary injunction direct

Defendants to:

1. Conform their testing protocols to CDC standards,

2. Take steps to ensure that staff consistently wear masks and
that Plaintiffs are encouraged and supported in wearing masks including
through education,

3. Improve hygiene and decontamination practices,

4. Implement social distancing to the maximum extent possible
including by reducing patient census,

5. Undertake the clinical review described above in order to
accelerate discharges, and

6. Grant such other or different relief the Court deems appropriate.

Respectfully submitted,

The Plaintiffs

By:

s/Kirk W. Lowry

Kirk W. Lowry, ct#27850

Karyl Lee Hall, ct#19320
Virginia Teixeira, ct#29213
Connecticut Legal Rights Project
CVH — Beers Hall 2" Floor

P.O. Box 351 — Silver Street
Middletown, CT 06457
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(860) 262-5017
Fax (860) 262-5035
klowry@clrp.org

s/lra Burnim

Ira A. Burnim, pro hac vice
Jennifer Mathis, pro hac vice pending
Judge David L. Bazelon Center for
Mental Health Law

1090 Vermont Avenue, NW

Suite 220

Washington, D.C. 20005

(202) 467-5730

Fax (202) 223-0409
irab@bazelon.org
lenniferm@bazelon.org

s/Mark J. Murphy

Mark J. Murphy, pro hac vice pending
Center for Public Representation
1825 K Street, NW

Suite 600

Washington, D.C. 20006

(202) 670-1008

Fax (413) 586-5711
mmurphy@cpr-ma.org

Certificate of Service

On June 8, 2020 a copy of the foregoing Memorandum in Support
of Their Motion for Preliminary Injunction was filed electronically and
served by mail on anyone unable to accept electronic filing. Notice of this
filing will be sent by email to all parties by operation of the Court’s
electronic filing system or by mail to anyone unable to accept electronic
filing as indicated on the Notice of Electronic Filing. Parties may access
this filing through the Court’s CM/ECF System.

s/Kirk W. Lowry
Kirk W. Lowry
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594
Plaintiffs,
V.

Ned Lamont, Governor, et al.,
Defendants.

R e I TP e o

June 6, 2020

Declaration of Dr. Farrin A. Manian, MD, MPH
|, Farrin A. Manian, MD, MPH, pursuant to 28 U.8.C. § 1746, make

this Declaration in support of Plaintiff's Motion for a Preliminary Injunction,
and state as follows:

1. 1 am a double board-certified physician in infectious disease and
internal medicine by the American Board of Internal Medicine. | received
my medical degree from the University of Missouri School of Medicine. |
completed my residency in internal medicine and féllowship in infectious
disease at Vanderbilt University Medical Center. | received a Masters of
Science in Public Health-Epidemiology from the University of Missouri-
Columibia. | am a fellow in the American College of Physicians, Society of
Healthcare Epidemiology of America, and Infectious Diseases Society of

America.
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2. | am currently a practicing physician and teach at Massachusetts
Generél Hospital in Boston. | |

3. | have reviewed the Amended Complaint in Wilkes v. Lamont and the
affidavits of Vincent Ardizzone, Gail Litsky, Carson Mueller, and Attorney
Richard Gudis. | have reviewed publicly available reports from Governor
Lamont and the Department of Mental Health and Addiction Services
(DMHAS), which report numbers of staff and patients who are laboratory
confirmed positive for COVID-19. | reviewed the DMHAS Isolation and
Quarantine Protocol and the Whiting Forensic Hospital (WFH) Isolation and
Quarantine Protocol. 1 have reviewed WFH's Emergency Plan. | have
reviewed publicly available documents describing Connecticut Valley
Hospital (CVH) and WFH. | have reviewed the DMHAS website and the
websites for CVH and WFH. | have reviewed the Connecticut Department
of Public Health guidance on long-term care facilities (LTCF) and the
CDC's guidance for LTCF’s and nursing facilities.
Background

4. COVID-19 is caused by severe acute respiratory syndrome

coronavirus 2, also known as SARS-CoV-2. This is a recently discovered
virus the likes of which none of us in the field of infectious diseases has

ever seen before, even after years of practice. SARS-CoV-2 is spread
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through respiratory droplets when an infected person sneezes, coughs, or
even talks or sings. Thesé droplets contain lafge numbers of virus- particles
that put anyone within 6 feet at risk of contracting it through the nose or
mouth.

5. In addition to droplet transmission, SARS-CoV-2 has the potential
for cdntaminating environmental surfaces when an infected person comes
in contact with them. A susceptible person may contract the virus by
touching these surfaces and then touching their mouth, nose, or eyes.

6. In contrast to many other respiratory viruses, however, SARS-CoV-
2 can be transmitted by people before the onset of their iliness, i.e., for
days when they have no symptoms. This somewhat unigue property of
SARS-CoV-2 makes it easy for the virus to spread through the population.
In fact, on average, 2 to 3 people become infected from an individual
infected with SARS-Co-2, sometimes many more as there is evidence for
some infected persons serving as “super-spreaders.” lts relative ease of
transmission through the respiratory tract coupled with its contagiousness
in the absence of symptoms have facilitated the rapid spread of SARS-
CoV-2 throughout the world, hence the current pandemic.

7. As might be expected with many respiratory viruses, the risk of

transmission of SARS-CoV-2 is much higher wherever people reside or
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congregate in confined spaces, such as cruise ships, prisons, and long-
term care facilities, including psychiatric hospitals. Unfortunately, in
contrast to the typical “cold” virus, which often causes a self-limited
infection with the inconvenience of runny nose for a few days, SARS-CoV-2
causes severe disease in a significant number of patients (approximately
20%), in some cases resulting in a fatal outcome.

8. Mortality from COVID-19 is not evenly distributed within the
population. Most who die from COVID-19 are older aduits and/or have
underlying chronic medical conditions. In the United States, about one-
third of deaths from COVID-19 have involved residents or workers of
chronic care facilities, where people live in a confined environment and
workers move from room to room, at times unknowingly infecting the
residents or getting infected themselves. Similarly, facilities where limited
physical space forces residents to be in close proximity to each other or
staff for long periods of time create an environment conducive to ready
transmission of SARS-CoV-2. Such constant close contact, coupled with
the presence of risk factors for severe disease (e.g. older age and
underlying health problems) among residents, provide the elements for a
“perfect COVID-19 storm” with its attendant complications and mortality.

That's why doing everything possible to prevent and control the spread of

4
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SARS-CoV-2 within healthcare facilities, including psychiatric hospitals
hoﬁsing vulnerable res-idents, is of paramount importance.

9. As an infectious disease physician with over 25 years of
experience in healthcare epidemiology in a variety of settings (including a
mental health facility, a nursing home, and a rehabilitation center), |
appreciate the importance of sound and timely infection control practices to
prevent and stop outbreaks of disease within healthcare facilities. | have
dealt with influenza and norovirus outbreaks within long-term care facilities
but | have fdund that, in many respects, they are no match for the current
SARS-CoV-2 pandemic virus.

10. Whether it's dealing with outbreaks or tackling endemic infections
within a healthcare facility, infectious disease specialists and healthcare
epidemiologists routinely look to the Centers for Disease Control and
Prevention (CDC) for guidance. Following the CDC's guidelines is even
more crucial during these pandemic times, as the world tries to grapple with
a novel virus the likes of which it has never seen before. Now more than
ever, reliance on the wiédom and knowledge of the experts in the field of
virology, epidemiology, and disease transmission is essential to minimizing
the spread of SARS-CoV-2 in high risk settings. CDC guidelines aim to

prevent infections, serious harm, and death. Deliberate departure from

5
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these guidelines when dealing with COVID-19 in healthcare facilities,
inciuding psychiatric hospitals, places patlients and staff-- and' potentially
the community at large -- at risk of a preventable disease and death. For
these reasons, | consider the CDC guidelines essential to the professional
practice of healthcare epidemiology and infection control and prevention.

11. In the absence of CDC guidelines specifically relating to the
management of COVID-19 in psychiatric hospitals, at the minimum, those
pertaining to other long-term care facilities, such as nursing homes, should
be used, as recommended by the National Council for Behavioral Health.
My opinion herein is based on the CDC guidelines for COVID-19 in nursing
homes as well as other national guidelines, such as those of the American
Health Care Association, National Center for Assisted Living, and
Substance Abuse and Mental Health Services Administration for state
psychiatric hospitals, as well as my own experience as an infection control
officer and healthcare epidemiologist for nearly 30 years.

Below is a select list of major strategies that | believe must

be implemented in order to mitigate the spread of SARS-

CoV-2 within CVH and WFH and ensure minimum health,

safety, and welfare of patients and staff.

12. Social distancing. This is an essential strategy for reducing the

overall risk of transmission of SARS-CoV-2 in CVH and WFH. It has been

a major strategy in the community as well as nursing homes. Patients in
6
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CVH and WFH should maintain at least six feet distance from each other
.and staff. This practice should apply to .aII aspects of life within the state
psychiatric facilities, including interaction with other residents, dining, and
distance between sleeping quarters. It is recognized that complete
compliance with the practice of social distancing as described may not be
possible in facilities with traditionally high census within a confined and
limited space. In such facilities, it is critical that census reduction and
discharge be an integral part of the overall strategy.

13. Census reduction and discharge. Facilities should reduce their
census as soon and as much as possible to enable social distancing of
residents. Priority for discharge should be given to those who are at high
risk of complications from COVID-19 after contracting SARS-CoV-2 within
the facility. These include older adults and those with chronic health
conditions, such as pulmonary or cardiac disease, malignancy, or
immunocompromised state. Facilities should immediately evaluate all
patients for discharge, expedite the review, and triage patients for
discharge as soon as possible, utilizing criteria that considers the serious
risk of infection to the patient who remains in the facility against the risks to

the patient when out in the community.
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14. Personal protective equipment (PPE) for staff. Protection of
staff working in these facilities should be of paramount imp.ortance. In
addition to meticulous attention to hand hygiene and standard precautions
in the care of residents, staff should have access to PPE, including face
masks, respirators (if available and the facility has a respiratory protection
program with a trained, medically cleared, and fit tested healthcare provider
(HCP)), eye protection (face shield or goggles), gowns, and gloves. In
addition, as part of source control efforts, HCPs should always wear a face
mask while they are in the healthcare facility. Face cloth may be used, but
a face mask is preferred as the mask offers both source control and
protection for the wearer against exposure to splashes and spray of
infectious material from others. HCPs should wear all recommended PPE
for the care of all residents (regardless of symptoms) on the affected unit
(or facility-wide depending on the situation). This includes an N-95 or
higher-level respirator (or face mask, if a respirator is not available), eye
protection, gloves, and gowns. HCPs should be trained on PPE use,
including putting it on and taking it off.

15. Hand hygiene and wearing of face masks by residents. All
residents should have ready access to proper hand hygiene within the

facility. In addition, they should be encouraged to routinely wear a cloth

8
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face covering (if tolerated) when social distancing may be compromised
during their daily‘activities outside théir rooms. Residents with significant
exposure to COVID-19 or suspected of having COVID-19 should wear a
face mask when outside their rooms. Those diagnosed with COVID-19
should be masked whenever others are in the room.
16. Screening and testing
a.  All HCPs should be actively screened for fever and COVID-19
symptoms at the start of their shift, with testing of those who screen
positive. Those who screen positive for COVID-19 should stay off of
work until test results are known. Those who test positive should be
excluded from work until they meet return-to-work criteria.
b. Baseline testing of all residents and HCPs should be
performed. |
¢.  Repeat testing of any resident or HCP who subsequently
develops fever or symptoms consistent with COVID-19 should be
performed.
d. Repeat testing (e.g., at least once a week) should be performed
of all previously negative residents until the testing identifies’ no new
cases of COVID-19 among residents or HCPs over at least 14 days

since the most recent positive result.

9
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e. Repeat testing (e.g., at least once a week) should be performed
of all previously negative HCPs until testing identifies no new cases |
of COVID-19 among residents or HCPs over at least 14 days since
the most recent positive result.

f. Screening and testing should be implemented in addition to the

other infection prevention and control practices described herein.

17. Environmental cleaning and decontamination. Facilities
should enforce a schedule for regular cleaning and disinfection of shared
equipment, and high-touch surfaces in rooms and common areas (including
shower knobs, curtains, and bathroom surfaces) with an EPA-registered,
hospital-grade disinfectant.

18. Limiting visitors. Visitors should be strictly limited to the end-of-

life situations.

19. Stopping new admissions. This strategy should be
implemented immediately when there is evidence for ongoing transmission
of SARS-CoV-2 within the facility or when adequate staffing levels and PPE
to manage COVID-19 positive resident cannot be assured. If an admission
is mandated by law, the new admission should be confined to a separate

room and monitored for signs of COVID-19 for fourteen days.

10
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20. Resident cohorting. Facilities should identify a separate unit
for residents With confirmed COVID-19. The unit shoﬁld be physically
separated from other rooms or units housing residents without confirmed
COVID-19. Only dedicated HCP should be assigned to work on the
COVID-19 care unit. Residents with new-onset suspected or confirmed
COVID-19 should be isolated and cared for using all recommended
COVID-19 PPE. If possible, each resident should be in a separate room.
Residents confirmed to have COVID-9 should be transferred to the
designated COVID-19 care unit. Roommates of residents with COVID-19
should be considered exposed and potentially infected and should not
share a room with other residents until they test negative or remain
asymptomatic for 14 days after their fast exposure. Suspected COVID-19
residents should have vital signs, oxygen saturation via pulse oximetry and
a respiratory exam three times a day. Residents should be restricted to
their rooms as much as possible. Testing should be consistent with
paragraph 17 above. (CDC Guidelines for Responding to Coronavirus
[COVID-19] in Nursing Homes.)

21. Overseeing the infection control program. Facilities should

identify and assign one or more individuals with training in infection control

11
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to provide permanent on-site management of the infection prevention and
control progfam for COVID-19 and beyond. |
22 Collaboration with the State of Connecticut Department of
Health. Facilities should seek on-going guidance from the state DPH in
developing and implementing appropriate infection control and prevention
plans.
During the pandemic, social distancing and other basic
infection control and prevention measures should be
implemented even in psychiatric care units designated as
“non-COVID-19” units
23, Separating activities to occur only within each unit, allowing
for COVID-19 and non-COVID-19 units, is not an adequate means of
infection control. It is a substantial departure from the basic science
of infection control and prevention to not require all residents and
staff to follow basic COVID-19 mitigating principles of hand hygiene,
social distancing in places such as bedrooms, dining rooms, group
therapy and day hall, staff wearing face masks and residents wearing
cloth face coverings in “COVID-negative” units for several reasons:
1. Asdescribed in paragraph 7, long-term care facilities,
including psychiatric hospitals, provide a fertile ground for

transmission of respiratory diseases such as COVID-19 by

housing residents in congregate within confined spaces.
12
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5. As described in paragraph 12, per CDC, social distancing
is a cornerstone of reducing transmission of réspiratory
diseases such as COVID-19.

3. Key strategies set forth by the CDC to prevent spread of
COVID-19 in long-term care facilities include enforcement of
social distancing among residents, cancelling all group activities
and communal dining, and ensuring that all residents wear a
cloth face covering for source control whenever they leave their
room or are around others. No distinction is made between
“COVID-positive” and “COVID-negative” units during the
pandemic as relates to implementation of these mitigating
measures when social distancing and wearing proper face
cover or facemasks is required of everyone in the community.
4. As relates to designated units, "COVID-negative” does
not mean “COVID-impervious.” As long as new cases of
COVID-19 are being diagnosed in the community, long-term
care facilities remain vulnerable to the importation of the virus
from the outside world, particularly through unsuspected

infected healthcare providers who live in the community,

13
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visitors, or residents who may need to temporarily leave the unit
to seek medical care. | |
5.  The risk of importation of the virus into the unit exists as
long as there is ongoing transmission of COVID-19 in the
community, given the known limitations of screening based on
symptoms and signs alone---as many contagious persons have
no symptoms or signs of the disease---and known limitations of
periodic testing for the virus by nasopharyngeal sampling, as a
single negative test can miss 30% or more of infected and
potentially contagious cases.

6. Protecting the health of the residents should be of
paramount importance in psychiatric hospitals since these long-
term care facilities often house older residents a‘nd those who
have chronic medical condi'tions that increase their risk of
severe disease from COVID-19, including death. Their risk of
contracting COVID-19 in these facilities should be mitigated by
enforcing social distancing and other basic infection control and
prevention measures during the pandemic.

7. Protecting the health of healthcare providers who work in

psychiatric hospitals should be of paramount importance since

14
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they may have chromc medical conditions that increase their
risk of severe disease from COVID-19, mcludmg death. In
addition, they may in turn spread the infection from the unit into
the community where they live. Their risk of contracting
COVID-19 in the facility should be mitigated by adhering to
standard infection control and prevention measures and
enforcing social distancing, among other measures, among the
residents.

8. CMS guidelines (Center for Clinical Standards and
Quality/Quality, Safety & Oversight Group) on Nursing Home
Reopening for state and local officials (May 18, 2020) retain the
practice of social distancing, wearing of face covers or
facemasks and proper hand hygiene as a constant throughout
the reopening phases. Even under phase 3, the most relaxed
reopening phase, the guidelines allow for group activity among
asymptomatic or COVID-19-negative residents only when
social distancing can be maintained with appropriate hand
hygiene and use of cloth face covering or face masks.

9. A single case of a new facility-acquired COVID-19 in a

resident on a “COVID-negative” unit will have serious

15
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ramifications and will require prompt outbreak investigation
(including extensive festing) and quarantine of all exposed
residents, as well as possible furlough of exposed healthcare
providers, all of which can result in severe disruption in the
everyday operation of the entire unit and threaten the mental
and physical health of its residents.

CMS Reopening Guidelines for Nursing Homes should be
followed by CVH and WFH

24. As long-term care facilities, CVH and WFH must, at the
minimum, follow the May 18, 2020 CMS Guidelines for Nursing Home
Reopening for COVID-19. The CMS guidelines outline seven factors
that the state must consider before relaxing any of the standards
required in this statement. These factors include whether
Connecticut is still experiencing community transmission, whether
there are any new facility-onset cases in residents or staff, staffing
shortages within the facility, access to universal testing and weekly
retesting of residents and staff, access to universal source control
(i.e., face covering or face mask), access to PPE for staff, and
whether Middlesex Hospital has adequate capacity to accept
transfers from these facilities. The CMS standard generally requires

the facility to stay at least fourteen days behind the state at each
16
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phase of reopening. The facility must spend a minimum of fourteen
days in each phase of rebpening with no new COVID-19 cases, pﬁor
to entering the next phase. If a resident contracts COVID-19 within
the facility without a prior hospitalization within the last 14 days, the
facility must go back to the highest level of mitigation in the guidelines
and start the phases over. Future decisions regarding the timing of
the elimination of social distancing and other infection control and
prevention practices within these facilities shoutd only be made with
guidance and input from the Connecticut State Department of Health.

Potential impact of ongoing disease transmission within a
facility on the community at large

25. COVID-19 is a major public health threat with consequences that
extend far beyond the four walls of any given healthcare facility. Ongoing
spread within a facility not only affects the health and well-being of its
patients/residents and its staff but also their families and other contacts
within the community. To “flatten the curve” of the current COVID-19
epidemic in this country, we need to stop the transmission of SARS-CoV-2,
irrespective of the setting or place where people live. It is imperative for all
healthcare facilities, including state psychiatric hospitals, to do their best in

protecting the health of the population.

17
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| declare under penalty of perjury that the foregoing is true and

correct.

Yy
—

Dated: June 6, 2020 o /

T
T *
< W

Farrin A. Manian MD, MPH
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Harvard Medical School/Harvard School of Dental Medicine

Curriculum Vitae Format

Date Prepared:  April, 2020
Name: Farrin Alan Manian
Office Address: Massachusetts General Hospital

50 Staniford Street, 5™ Floor

Boston, MA, 02114
Home Address: 12 Groves Street

Boston, MA. 02114
Work Phone: 617-643-0604
Work Email: fmanian@mgh.harvard.edu
Work FAX: 617-724-9428
Education ,,
1976 | Bachelor of Arts Biology, Magna Cum Laude
1977 Master of Science Public Health
8/77-5/81 MD Cum Laude, AOA
Postdoctoral Training
7/81-6/84 Resident Internal Medicine
7/84-6/86 Fellow Infectious Diseases
Faculty Academic Appointments
7/08-6/13 Associate Clinical Medicine

Professor of Medicine

7/13-5/18 Visiting Associate Medicine

University of Missouri-
Columbia
University of Missouri-
Columbia
University of Missouri-
Columbia

Vanderbilt University

Vanderbiit University

University of Missouri-
Columbia
Harvard Medical School
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Professor of Medicine 7
6/18- Associate Professor of  Medicine Harvard Medical School
Medicine

Appointments at Hospitals/Affiliated Institutions

7/86-6/13 Physician Medicine Mercy Medical Center
Infectious Diseases Division St. Louis, Missouri
7/2013 - Associate Physician Medicine Massachusetts General

Hospital, Boston, MA

Other Professional Positions

Major Administrative Leadership Positions

Local

7/86-6/13 Chief, Division of Infectious Diseases Mercy Medical Center, St. Louis, Missouri
1/87-6/13 Hospital Epidemiologist Mercy Medical Center, St. Louis, Missouri
1/95-6/13 Director, Care for AIDS Patients Fund Mercy Medical Center, St. Louis, Missouri

4/09-6/13 Director, Research, Department of Medicine Mercy Medical Center, St. Louis, Missouri
1/94-6/13 President, Infectious Diseases Consultants Mercy Medical Center, St. Louis, Missouri

Regional
- 2004-07 President, St. Louis Metropolitan St. Louis, Missouri
Infectious Disease Society

National and International

(None)

Committee Service

Local

1/87-6/13 Chair, Infection Control Committee Mercy Medical Center, St. Louis
1/90-12/01  Chair, HIV Task Force Mercy Medical Center, St. Louis
1/90-6/13 Pharmacy and Therapeutics Committee Mercy Medical Center, St. Louis
1/95-6/13 Chair, Antibiotic Stewardship Commitiee Mercy Medical Center, St. Louis
1/01-12/02  Medication Safety Committee Mercy Medical Center, St. Louis
1/01-12/05  Quality Improvement Council Mercy Medical Center, St. Louis

1/08-6/13 Performance Improvement Clinical Council Mercy Medical Center, St. Louis
1/10-6/13 Board Quality Improvement Committee Mercy Medical Center, St. Louis

2
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2014- Professional Development Coaching Massachusetts General Hospital,
Program Boston, MA

2015- Education Committee Hospital Medicine Massachusetts General Hospital,
Unit’s “Pulse: A Monthly Educational Boston, MA
Series”.

2015-2017  Partners Microbiology Specimen Ordering  Partners Health System, Boston, MA
Work Group

2019-2020  Harvard Academy, Committee on Scholarly Harvard Medical School
Writing '

Regional

1/01-6/13 Executive Board member, St. Louis St. Louis
Metropolitan Infectious Disease Society

1/02-12/03  Executive Board member St. Louis St. Louis
Metropolitan Medical Society

1.04-6/13 State of Missouri Advisory Panel for Missouri

Hospital-acquired infections

National and International

1/95-99 Association of Professionals for Infection
Control
1/95-12/99 Member, Education Committee
1/01-12/08  Society of Healthcare Epidemiologists of
America
1/01-12/02 Member, Executive Board of Directors
1/04-12/06 Member, Membership Committee
1/05-12/08 Member, Public Health Policy Committee

Professional Societies

1986- American College of Physicians

current

1986- Infectious Disease Society of America
current

1989- Society of Healthcare Epidemiologists of
current America

2017- Society of Hospital Medicine
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Grant Review Activities

2008,2010, Hong Kong Government,
2012,2014, Ad Hoc Reviewer

2015, 2016,

2017,2018

Editorial Activities

® Ad hoc Reviewer
American Journal of Infection Control
Annals of Internal Medicme
Infection Control and Hospital Epidemiology
Clinical Infectious Diseases

Southemn Medical Journal
Pediatrics
Archives of Internal Medicine
Journal of American Medical Association
Journal of Infectious Discases
Kidney International
American Journal of Managed Care
Journal of Hospital Medicine
Microorganisms
BMJ Case Reports

The Joint Commission Journal on Quality and Patient Safety

° Other Editorial Roles
1/09-13 Member, Editorial Board

Honors and Prizes

Studies relating to methicillin-resistant
Staphylococcus aureus, gram-negative
bacilli, antibacterial agents

American Journal of Infection Control

1981 Alpha Omega Alpha University of Missouri-Columbia  Academic/service
achievement

1984 Honorable mention The New Physician Writing contest

1995 Internal Medicine Mercy Medical Center Excellence in clinical
Teacher of the Year teaching

1995 Fellow American College of Physicians Professional achievement

1999 Grand Prize Medical Economics Journal Medical writing

2008 Fellow Infectious Disease Society Professional achievement

2009 Fellow Society of Hospital Epidemiologist Professional achievement

of American

2009 Internal Medicine Mercy Medical Center Excellence in clinical

Teacher of the Year teaching

4



2010

2010
2013
2013
2014
2015
2016
2016

2017

2017

2018

2019

2019

Internal Medicine Mercy Medical Center

Teacher of the Year

Best reviewer
Top reviewer

[nternal Medicine Mercy Medical Center
Teacher of the Year

Alfred Kranes Award ~ Mass General Hospital
(Nominee)

Alfred Kranes Award ~ Mass General Hospital
(Nominee)

Alfred Kranes Award ~ Mass General Hospital
(Nominee)

Swartz Humanitarian Mass General Hospital
Award (Nominee)

Alfred Kranes Award  Mass General Hospital
(Nominee)

Partners in Excellence Partners Healthcare

Award

Practice of Medicine  Harvard Medical School
Excellence in Teaching Mass General Hospital
Award

Alfred Kranes Award  Mass General Hospital
(Nominee)

QOutstanding Reviewer Annals of Internal Medicine

Report of Funded and Unfunded Projects

Current Unfunded Projects

2016-

2016-

Principle investigator

Annals of Internal Medicine
Journal of Hospital Medicine
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Excellence in clinical
teaching

Reviewing manuscripts
Reviewing manuscripts
Excellence in clincal
teaching

Excellence in clinical
teaching

Excellence in clinical
teaching

Excellence in clinical
teaching

Excellence in humanitarian

care
Excellence in clinical
teaching

In recognition of efforts and
participation as Professional
Development Coach in area

of Leardership
In recognition of teaching
Harvard medical students

Excellence in clinical teaching

Excellence m reviewing article

Study of falls resulting in hospital admission: How often is infection the culprit?

Use of Chemic.ally Actuated Resonance Device (CARD) technology in detecting active

5



Report of Local Teaching and Training

tuberculosis

Teaching of Students in Courses

1995-1968

Respiratory tract infections
Respiratory therapy students
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Mercy Hospital

- One hour lecture

Formal Teaching of Residents, Clinical Fellows and Research Fellows (post-docs)

1986-
6/2013

1950-
6/2013

Infectious Diseases topics
Medicine residents

Infectious Diseases in ICU patients
ICU/pulmonary fellows and residents

Clinical Supervisory and Training Responsibilities

1986-2013

2010-2013

2013-

2013-

2013-2015

2014-2018

2016-2017

2017-2018

2017-2018

Infectious diseases inpatient consultative
service / Mercy Hospital
Infectious diseases inpatient consultative
service / Mercy Hospital

General Medicine Ward Attending /
Massachusetts General Hospital
General Medicine Consultative Service /
Massachusetts General Hospital

Peer clinical collaborator, Hospital
Medicine Unit / Massachusetts General
Hospital

OSCE Patient Doctor II examiner
Harvard Medical School

Physician ‘
Practice of Medicine preceptor-Harvard
Medical School

Medical Student Bedside PE Sessions-
Harvard Medical School

Practice of Medicine (POM)-1% year
Harvard Medical Students

Mercy Hosptial
6 x/year

One hour lecture
Mercy Hospital

12x/year
One hour lecture

5 days/week

4-6 months/year

5 days/week, 4-6 months/year
5 months/ year

2 months/ year

1-2 months/ year
1-2x/year

4-6x/year
6x/year

11x/year
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Formally Supervised Trainees

2006-2007  Aradhyula, S. Intensivist, Barnes-Jewish Hospital, St. Louis, MO.
Published 2 manuscripts

2006-2007  Reuter, M. Hospitalist, Missouri Baptist Hospital, St. Louis, MO.
Published 1 manuscript

2007-2008  Gaddam, S., Fellow, Washington U., St. Louis, MO.

Secured G I Fellowship

Formal Teaching of Peers {e.g., CME and gther continuing education courses)

2006 West Nile Infection Single presentatipn
St. John’s Mercy Hospital Medical Staff Biannual Branson, Missouri
Conference

2008 Foot and soft tissue infections in diabetes : Single presentation
St. John’s Mercy Hospital Medical Staff Biannual Branson, Missouri
Conference _

2010 Prevention of surgical site infections Single presentation
St. John’s Mercy Hospital Medical Staff Biannual Branson, Missouri
Conference

Local Invited Presentations

No presentations below were sponsored by ouiside entities

1986 Adverse effects of antibiotics in renal insufficiency / Grand Rounds
Department of Medicine, Mercy Hospital

1988 HIV testing of hospitalized patients / Grand Rounds
Department of Medicine, Mercy Hospital

1989 Tick-borne diseases / Grand Rounds
Department of Medicine, Mercy Hospital

1991 Hepatitis A / Grand Rounds
Department of Medicine, Mercy Hospital

1993 Overview of antibiotics / Grand Rounds
Department of Medicine, Mercy Hospital

1994 Vaccinations / Grand Rounds
Department of Medicine, Mercy Hospital

1995 Update in infectious diseases / Grand Rounds
Department of Medicine, Mercy Hospital

1996 C-reactive protein / Grand Rounds
Department of Medicine, Mercy Hospital

1999 Soft tissue infections / Grand Rounds
Department of Medicine, Mercy Hospital

2003 Severe acute respiratory syndrome (SARS) / Grand Rounds
Department of Medicine, Mercy Hospital

2003 Overwhelming post-splenectoiny syndrome / Grand Rounds
Department of Medicine, Mercy Hospital

2004 MRSA and Clostridium difficile / Grand Rounds

Department of Medicine, Mercy Hospital

7
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2004 Bioterrorism / Grand Rounds
Department of Medicine, Mercy Hospital
2004 Healthcare-associated infections / Lecture
Neuroscience conference, Mercy Hospital
2005 Public reporting of infection rates / Grand Rounds
Department of Medicine, Mercy Hospital
2005 Public reporting of infection rates / Lecture
Neuroscience conference, Mercy Hospital
2005 Public reporting of hospital infection rates / Lecture
Healthcare Infections Conference, Washington University, St. Louis
2006 Adult immunization update / Grand Rounds
Departinent of Medicine, Mercy Hospital
2006 Strategies for prevention of surgical site infections / Grand Rounds
Department of OB-GYN, Mercy Hospital
2007 Transverse myelitis / lecture
Neuroscience conference, Mercy Hospital
2007 Strategies to prevent healthcare-associated infections / Grand Rounds
Mercy Hospital
2007 Herpes zoster / Grand Rounds
Department of Medicine, Mercy Hospital
2007 Acinetobacter: essential knowledge / Lecture
_ Nursing conference, Mercy Hospital
2008 Pertussis / Grand Rounds
Department of Medicine, Mercy Hospital
2008 Herpes zoster / Grand Rounds
‘ Department of Family Practice, Mercy Hospital
2008 Home laundered scrubs. Safe? / Lecture
Nursing conference, Mercy Hospital
2008 Acinetobacter: the bug from you know where! / Lecture
Nursing conference, Mercy Hospital
2008 Infections in the elderly / Lecture
Neuroscience Nursing conference, Mercy Hospital
2008 Clinical Research 101; getting started / Research Conference
Mercy Hospital
2009 Infections in diabetes / Grand Rounds
Department of Medicine, Mercy Hospital
2010 Foot infections: the bane of diabetics / Grand Rounds
Department of Medicine, Mercy Hospital
2010 Clostridium difficile infections / Grand Rounds
St. Joseph Hospital, St. Touis, MO.
2010 Clostridium difficile infections / Grand Rounds
Mercy Hospital, Washington, MO
2011 C-reactive protein: commonly used, rarely understood / Grand Rounds
Department of Medicine, Mercy Hospital
2012 CNS infections / Grand Rounds
Department of Medicine, Mercy Hospital
2013 Travel Medicine / Grand Rounds

Department of Family Practice, Mercy Hospital
8
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2013 Diagnosis and treatment of CNS infections: pearls and pitfalls
Lemuel Shattuck Hospital, Boston, MA

2014 Epidural abscess
Department of Medicine, Massachusetts General Hospital

2014 Case Records of Massachusetts General Hospital
Department of Medicine, Massachusetts General Hospital

2015 Risk factors and evidence-based medicine
Noon Conference, Department of Medicine, Massachusetts General Hospital

2015 Urinary tract infections
Noon conference, Department of Medicine, Massachusetts General Hospital

2016 Acute kidney injury, Resident Report, Department of Medicme, MGH

2016 Talking therapeutics: An overview of antibiotics, HMS students, MGH

2016 CRP: How I Teach This series, Core Educator Faculty Conference, MGH

2016 Walking the minefields to save a leg...or life, Frontline series, Division of General
Medicine, MGH

2016 Case Records of MGH/NEIM
Department of Medicine, MGH

2017 “Talking Therapeutics”, Antibiotics, Core Educator Faculty conference

2017 Postop delirium, Core Educator Faculty conference

2017 17th Annual DOM Faculty Teaching Retreat. Millenium learners: crafting teaching
moments for a light speed world. Workshop facilitator. Boston, MA.

2017 “How to give a chalk talk” workshop facilitator, Boston Area Academic Hospitalist
Meeting

2017 Rational for selection of antibiotics, Medical Student Conference, Massachusetts General
Hospital

2017 Sepsis, Medical Student Conference, Massachusetts General Hospital

2017 “NEJM CPC: A 28 year old woman with headache, fever, and a rash.” Department of
Medicine Resident Conference, North Shore Medical Center, Salem, MA

2017 “Spinal epidural abscess: Think early, think often!”, Department of Medicine Resident
Conference, North Shore Medical Center, Salem, MA

2018 “Spinal epidural abscess: Think early, think often!” PULSE lecture series, Hospital
Medicine Group, Massachusetts General hospital )

2018 Talking Therapeutics: Antibiotics Review, Noon Conference, Department of Medicine,
Massachusetts General Hospital

2018 Yes, but can you write? Noon Conference, Department of Medicine, Massachusetts
General Hospital

2018 Yes, but can you write? Noon Conference, Department of Medicine, Northshore Medical
Center, Salem, MA.

2019 Yes, but can you write for the web? Noon Conference, Department of Medicine,

: Northshore Medical Center, Salem, MA.

2019 Antibiotics for the generalist. Grand Rounds, Division of General Internal Medicine,
Massachusetts General Hospital

2019 Antibiotics for the hospitalist: pearls and pitfalls. PULSE conference for Hospital
Medicine Unit, Massachusetts General Hospital

2019 Antibiotics for the hospitalist: pearls and pitfalls. Noon conference, Northshore Hospital,
Salem, Massachusetts

2020 Antibiotics for the generalist: PULSE conference for Hospital Medicine Unit,

Massachusetts General Hospital
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Report of Regional, National and International Invited Teaching and
Presentations

Invited Presentations and Courses

Regional
No presentations below were sponsored by outside entities
1950 Updated on Lyme disease
Greater Kansas City Infectious Disease Conference, Kansas City
1993 ‘Infections in transplant patients
Transplant conference, St. Louts
1995 Microbes and man
Association of Practitioners in Infection Control Basic Course, St. Louis
1995 HIV update
Greater Kansas City Infectious Diseases Conference, Kansas City
2004 Bioterrorism basics for general practitioners
Regional Medical Conference, St. Louls
2006 Bioterrorism
Medical Librarians Conference, St. Louis
2007 No, Virginia, you don’t have to go to the hospital to get MRSA!
Greater Kansas City Infectious Diseases Conference, Kansas City
2007 No, Virginia, you don’t have to go to the hospital to get MRSA!
Greater St. Louis, Infectious Disease Conference, St. Louis
2010 Striking back at endemic healthcare-associated infections
Regional APIC Conference, St. Louis
2011 Striking back at endemic healthcare-associated infections
Bi-state Infection Control Conference, St. Louis
2012 Detection and treatment of CNS infections; pearls and pitfalls
Greater Kansas City Infectious Diseases Conference, Kansas City
2012 Hospital rankings
Medical Librarians Conference, St. Louis
2015 NEJM CPC: a 28 year old woman with headache, fever, and arash
Grand Rounds, Mercy Hospital, St. Louis, Missouri
2015 “Risk factors and evidence-based medicine”
Medicine Noon Conference, Mercy Hospital, St. Louis, Missouri
2015 Visiting Clinician Medicine Case Discussion
Mercy Hospital, St. Louis, Missouri
2016 Infectious Disease Emergencies: Clinicopathologic Correlation. 27t Infectious Disease

Symposium, Research Medical Center, Kansas City, Missouri.

National
1991 E.coli susceptibility to ampicillin and ampicillin-sulbactam, 1988-90
Interscience Conference on Antimicrobial Agents and Chemotherapy, Chicago

10
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2002
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2005

2010

2012
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Surgical site infection surveillance in alternative settings

Annual Society of Healthcare Epidemiologists of American Conference, Atlanta

Hospital epidemiology in community hospitals

Annual Society of Healthcare Epidemiologists of American Conference, Boston

Surgical site infections caused by MRSA: does postoperative care play a role?

Annual Society of Healthcare Epidemiologists of American Conference, Salt Lake City
Predicting Clostridium difficile infection among hospitalized patients with diarrhea: a case

control study

Annual Society of Healthcare Epidemiologists of American Conference, Philadelphia
Compliance with gown and gloving upon entry into rooms of hospitalized patients on

contact 1solation

Annual Society of Healthcare Epidemiologists of America Conference, Los Angeles
Impact of an intensive terminal cleaning and disinfection program involving selected
hospital rooms on endemic nosocomial infection rates of common pathogens at a tertiary

care medical center.

Fifth Decenniel International Conference on Healthcare-Associated Infections, Atlanta.
“Touchless” technology is necessary to control nosocomial pathogens.

ID week (joint conference of Infectious Disease Society of America and Society of
Healthcare Epidemiologists of America), San Diego

TInternational

2014

2015

“ Enhanced environmental cleaning in controlling Clostridium difficile infections in the
healthcare setting: Does it matter? Webber Training Teleclass, October 9, 2014,

“Sleep quality in adult hospitalized patients with infection: an observational study.”
Webber Training Teleclass, February 12, 2015,

Report of Clinical Activities and Innovations

Current Licensure and Certification

1984
1986
2013

Tennessee
Missouri
Massachusetts

Practice Activities

- 1986-
2013

1986-
2013

2013-

Consultative practice in

" infectious diseases-

hospitalized patients
Consultative practice in
infectious diseases-ambulatory
care (including HIV care)

Inpatient Clinician
Educator/Core Educator

Infectious Diseases Daily
Consultants-Mercy Hospital

Infectious Diseases 4x/week
Consultarits-Mercy Medical

Center

Department of Medicine, Daily

Massachusetts General

11
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Faculty Hospital
2013-  Preceptor, second year Massachuseits General 1x/week
2016  Harvard medical students Hospital
2013~  Course examiner, first year Harvard Medical School 2x/year

2020 medical students

2017-  Preceptor, first year Harvard Massachuseits General 1x/month
2018 medical students Hospital
2019-  Preceptor, first year Harvard Massachusetts General 1x/month
2020  medical students Hospital

"Clinical Innovations
1989-Development of a monthly questionnaire for surgeons with surgeon specific procedures to facilitate
reporting of surgical site infections to infection control departments. Discussed at national meetings,
published in peer-reviewed journals and adopted by many centers.

1995- Utility of daily measurement of serum C-reactive protein levels in earlier diagnosis of infections was
established in a first of its kind blinded study involving patients with malignany undergoing chemotherapy.
A similar practice in the management of patients with malignancy has been adopted in various centers,
including in patients with multiple myeloma at the University of Arkansas and University of lowa medical
centers.

2013- Healthcare-associated infections are an important cause of death in the US and worldwide, with
increasing attention directed toward more thorough cleaning and disinfection of hospital rooms to combat
these infections. Dr. Manian was among early pioneers in applying a novel technology (vaporized hydroger
peroxide) in the terminal cleaning and disinfection of patient rooms at high risk of persistent {often for
months) contamination with nosocomial pathogens, including multi-drug resistant Acinetobacter baumannii
complex, methicillin-resistant Staphylococcus aureus, and Clostridium difficile. Tn a first of its kind
hospital-wide adoption of this technology through implementation of a novel priority scale for daily
identification of not only isolation but non-isolation rooms without prior record of decontamination, he was
able to demonstrate a nearly 40% drop in the incidence of hospital-associated C. difficile infections.
Presented at regional and national meetings and published in peer-review journals.

Report of Technological and Other Scientific Innovations

www.pearlsdpeers.com Creator of an educational website dedicated to hospital medicine, providing
(June 2015-) concise (usually 200 words or less), uptodate and evidence-based answers to
: clinical questions raised during daily patient rounds. Since its creation, monthly

viewership has increased to nearly 3,000/month, involving over 2,000 unique
visitors from over 100 countries. With over one-quarter of all posts submitted by
MGH Medicine housestaff and HMS students, the site is being used as a means
of promoting scholarly web-writing and an important “writing to learn”
experience not routinely incorporated in the curriculum of physicians-in-tfraining.

12
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Report of Education of Patients and Service to the Community

Activities

1990
1990
1991
1991-1998
1992
1992-1993
1992-1995
1995-2013

2000
2002
2003
2007

2009
2011
2012
2012
2013
2015
2015

2015

Student Forum, HIV among youth, Union High School, Union, Missouri
AIDS in the community, Call-in Radio show, St. Louis, Missouri
Catholic student forum, St. Louis, Missouri
Served as a member of St. Louis AIDS Foundation Board
Hepatitis A in the community, public forum, St. Louis, Missouri
Served as a member of the Metropolitan Hospital Association HIV/HBV Task Force
Coordinated free confidential HIV testing at a local hospital once a week
Created, raised funds, and managed the “Care for AIDS Patients” fund for HIV-
positive patients unable to afford basic needs (e.g. food, transportation, and utilities)
Influenza in the community, Call-in Radio show, St. Louis, Missouri
STD’s in the community, Rotary Club, St. Louis Missouri
HIV in youth, High School student forum, St. Joseph Academy, St. Louis, Missouri
Battling healthcare-associated infections, St. Louis Business Coalition for
Healthcare .
Infections m the community, High School students, St. Joseph Academy, St. Louis
E. Coli 0157 diarrhea outbreak in St. Louis, KSDK TV Morning Show
Tick-borne diseases, KSDK TV News
Infections in the community, Call-in Radio Show, St. Louis, Missouri
Influenza in the community, Call-in Radio Show, Northern Missouri
Unprepared for the end stages of end-stage kidney disease, Podcast, Health Affairs
“Dad’s last days weren’t easy: effect of kidney disease were an unpleasant surprise
even for me, an experienced doctor”. Washington Post, September 22, 2015
Coexisting systemic infections and falls. Taped radio interview for broadcast in US at
IDWeek, Oct 9, 2015

Fducational Material for Patients and the Lay Community

Books, monographs, articles and presentations in other media

2011

Tick borne diseases Article Self magazine

Educational material or curricula developed for non-professional students

Patient educational material

1988

Recognition

HIV ' Author Pamphlet for patients and their

families

13
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2009-13 Listed in St. Louis Magazine
“Best Doctors”
2009 Listed in “American’s Top Doctors™

2009-2013 Listed in “Best Doctors in America”

Report of Scholarship

Publications

Peer reviewed publications in print or other media

Research investigations

1.

2.

10.

11.
12,
13.

14.
15.

16.

Powers JS, Berger C, Manian FA, Kuhn K, Lichtenstein MJ, Billings FT. A Teaching Nursing Home: The

Vanderbilt Experience. South Med Journal, 1986; 79:267-271.

Manian FA, Alford RH. Ticarcillin plus clavulanic acid activity against ticarcillin-resistant Pseudomonas
aeruginosa; discrepancies between disk diffusion and broth susceptibifity studies. Antimicrobial Agents and
Chemotherapy. 1986; 30:35-38.

Maloney JM, Gregg CR Stephens DS, Manian FA, Rimland R, Infections caused by Mycobacterium szu!ga:
in humans. Rev infect Dis. 1987: 9:1120-1126.

Stratton CW, Franke JJ, Weeks LS, Manian FA. Comparison of the bactericidal acfivity of ciprofioxacin alone
and in combination with selected antipseudomonal beta-lactam agents against clinical isolates of
Pseudomonas aeruginosa. Diag Microbiof Infect Dis. 1989; 11:41-52.

Manian F, Rinke D. HIV Antibody Testing in Hospitalized Patients. South Med J. 1990; 83: 23-29.

Manian FA, Meyer L. Comprehensive surveillance of surgical wound infections in oufpatient and inpatient
surgery. Infect Control Hosp Epidemiol. 1990;11:515-520.

Manian, FA. Hepatitis B vaccination among physicians: a decade later. Infect Control Hosp Epidemiol.
1991; 12.576.

Manian FA, Meyer L. Comparison of patient telephone survey with fraditional surveillance and monthly
physician questionnaires in monitoring surgical wound infections. Infect Control Hospital Epidemiol. 1993;
4:216-218.

Manian FA, Meyer L, Jenne J. Puncture injuries due to needles removed from infravenous line: should the
source paﬂent be routlne!y tested for blood bome infections? Infect Control Hospital Epidemiof. 1993;
14,325-330.

Manian FA. Simultaneous measurement of antibodies to Epstein-Barr virus, human herpesvirus 6, herpes
simplex virus types 1 and 2, and 14 enteroviruses in chronic fafigue syndrome: is there evidence of
activation of a nonspecific polyclonal immune response? Clin Infect Dis 1994; 19:448-53.

Manian FA. A prospective study of daily measurement of C-reactive profein in serum of adults with
neutropenia, Clin Infect Dis 1995;21:114-21.

Manian FA, McKenzie DS, A prospective study of 2,092 “curbside” questions asked of two infectious
disease consultants in private practice in the Midwest. Clin Infect Dis1996;22:303-7.

Manian FA, Meyer L, Jenne J, Owen A, Taff T. Loss of antimicrobial susceptibility in aerobic Gram-negative
bacilli repeatedly isolated from patients in intensive-care unit. Infect Control Hospital Epidemiof 1996; 17:222-

Pirwitz S, Manian F. Prevalence of use of infection confrol rituals and outdates practices: education
committee survey results. Am J Infect Contro/ 1997; 25:28-33.

Manian FA, Meyer L. Adjunctive use of monthly physician questionnaires for surveiliance of surgical site
infections after hospital discharge and in ambulatory surgery patients: report of a seven-year experience.
Am J Infect Controf 1997; 25: 390-394,

Manian FA, Meyer L. Surgical site infection rates in patients who undergo elective surgery on the same day
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17.
18.

19.
20,
21.
22,
23.

24.

25.

26.

27.
28.

29,

30.

31,
32.
33.

34.

35.
36.

37.
38,
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as their hospital admission. Infect Control Hosp Epidemiol, 1998; 19:17-22.

Manian FA, Griesenauer S. Lack of agreement between fympanic and oral temperature measurements in
aduit hospitalized patients. Am J Infect Control 1998;26:428-30.

Buller RS, Arens M, Hmiel SP, Paddock CD, Summer JW, Rickihisa Y, Unver A, Gadrealt-Keener M, Manian
FA, Liddell AM, Schmulewitz N, Storch GA. Ehrlichia ewingii, a newly recognized agent of human
ehrfichiosis. New Engl J Med 1999; 341:148-55. _

Manian, FA. New-onset rhinitis symptoms among hospitalized patients: are flowers a cuiprit? Infect Controf
Hosp Epidemiol 2001; 22:111-113.

Manian, FA, Senkel D, Zack J, Meyer L. Routine screening of newly-admitted patients for MRSA in a
community rehabilitation unit. Infect Control Hosp Epidemiol. 2002,23:516-9.

Manian FA, Meyer PL, Setzer J, Senkel D. Surgical site infections associated with methicillin-resistant
Staphylococcus aureus; do postoperative factors play a role? Clin Infect Dis. 2003,36.863-68.

Walling HW, Manian FA. Predictive value of leukocytosis and neutrophilia for bloodstream infection. fnfect
Dis Cfin Pract 2004;12:2-6.

Manian FA, Ponzillo J. Compliance with routine use of gowns by healthcare workers and non-
healthcare worker visitors on entry into the rooms of patients under contact precautions. Infect
Control Hosp Epidemiol 2007,28:337-34.

Manian FA, Aradhyula S, Greisnauer S, Senkel D, Sefzer J, Wiechens M, Meyer PL. Is it Clostridium difficile
or something else? A study of 352 hospitalized patients with new-onset diarrhea. South Med J
2007;100:782-86.

Manian FA. Griesnauer S, Senkel D, Setzer JM, Doll SA, Perry AM, Wiechens M. Isolation of Acinetobacter
baumannii complex and MRSA from hospital rooms following terminal cleaning and disinfection: can we do
better? Infect Conirof Hosp Epidemiof 2011; 32.667-672.

Manian FA, Gillman M, Spitznagel E. Clarity or confusion? A comparison between rankings of top hospitals
by the U.S. News &World Report and the Consumers Reports overall patient ratings in major metropolitan
areas in the United States. J Consum Health Internet 2012;16:162-69.

Manian FA. Fever, abnormal white blood cell count, neutrophilia, and elevated serum c-reactive profein in
adult hospitalized patients with bacteremia. South Med J 2012: 105({9):474-478.

Manian FA, Griesnauer S, Bryant A, Implementation of hospital-wide enhanced terminal cleaning of targeted
patient rooms and its impact on endemic Closiridium difficile infection rates. Am J Infect Control 2013;
41:537-41,

Manian FA, Griesnauer S, Senkel D. Impact of terminal cleaning and disinfection on isolation of
Acinetobacter complex from inanimate surfaces of hospital rooms. Am J infect Confrof 2013;41:384-5.
Turabelidze, G, Gee JE, Hoffmaster AR, Manian FA, Butler C, Byrd D, Schdknecht S, Chavez L, Duncan M,
Ferrrett R, Evans D, Talley C. Contaminafed ventifator airflow sensor linked to Baciflus cereus colonization of
newbomns. Emerg Infect Dis 2013; 5:781-83. i
Manian FA, Manian CJ. Sleep quality in adult hospitalized patients with infection: an observational study. Am J Med
Sci 2015;349:56-60.

Manian FA, Kelly E. Lower extremity acute bacterial skin and soft tissue infection following total knee
arthroplasty. Am J Med Sci 2016; 352;154-8.

Van Hise NW, Bryant AM, Hennessey EK, Crannage AJ, Khoury JA, Manian FA. Efficacy of oral
vancomycin in preventing recurrent Clostridium difficile infection in patients treated with systemic
antimicrobial agents. Clin Infect Dis. 2016; 63:651-3.

Van Hise NW, Manian FA. Efficacy of oral vancomycin in preventing recurrent Clostridium difficile
infection in patients treated with systemic antimicrobial agents (Reply letter). Clin Infect Dis
2016;63:1392-3.

Blair A, Manian FA. Coexisting systemic infections in patients who present with a fall. Am J Med
Sci 2016, 353:22-26.

Manian FA, Hsu F. Writing to leam on the wards:scholarly blog posts by medical students and housestaff at
a teaching hospital. Medical Education Online 2019; 24:1,1565044.
https://doi.org/10.1080/10872981.2018.1565044

Baumann, B...Manian,FA... Management of primary skin cancer durng a pandemic: Multidisciplinary
recommendations”. Cancer, 2020. In press

Manian, FA, Hsu F, Huang D, Blair A, Mosarla R, Mulugeta W, Lipartia M. Coexisting systemic infections in
patients hospitalized because of a fall: prevalence and risk factors. J Emerg Med. 2020. Available online 21
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March.

Other peer-reviewed publications

1.

2.
3.

oo

10.
1.
12.
13.
14.
15.
16.
17.
18.
19.
20
21.
. Manian FA, Barshak MB, Lowry KP, Basnet KM, Stowell CP. CPC: Case 27-2016. N Engl J Med
23, .
24,
25.

26.

Manian FA, Stone WJ, Aiford RH. Adverse antibiotic effects associated with renal insufficiency. Rev Infect
Dis 1980; 12: 236-249,

Manian FA. Vascular and cardiac infections in end-stage renal disease. Am J Med Sci. 2003;325:243-50.
Assi M, McKinsey DS, Driks, O'Cannor MC, Bonacini M, Graham B, Manian FA. Gastroinfestinal
histoplasmosis in acquired immunodeficiency syndrome: report of 18 cases and literature review: Diag

Microbio Infect Dis 2006,55:195-201.
Manian FA, Alford RH. Infectious balanophosthitis in neutropenic hosts. South Med J. 1987; 79:909-910.

. Morrow J, Manian F. Candida glabrata vertebral osteomyelitis. Tenn Med J. 1986; 79:409-410.

Morrow JD, Manian FA, Clinton ME, Stein RS. Eaton-Lambert syndrome in a patient with acute T cell
lymphocytic leukemia. South Med J 1988; 81: 1578.

Manian F, Bo-Linn G. Pseudoabscesses of the liver due fo a contaminated isofonic medium. Res Medica.
1989; Vol.4,No.4:19-20.

Manian F, Weidner J, Costello J, Fishbein D, Dawson J. Human Ehrlichiosis. Missouri Med. 1388;
Vol.86,No.10:691-695.

Garner K, Manian F, Fulk B. Q-Fever from an exposure to infected goats in Southern lllinois. Res Medica.
1991; 6:12-15.

Manian FA, Kindred M, Fulling KH. Chronic varicella-zoster virus myelitis without cutaneous eruption in a
patient with AIDS: report of a fatal case. Clin Infect Dis 1895,21:986-8.

Manian FA. Cellulitis associated with an oral source of infection in breast cancer patients: report of two
cases. Scand J Infect Dis 1997;29:421-427,

Senkottaiyan N, Hafidh S, Manian FA, Alpert MA. Valvular and perivalvular involvement in patients with
chronic kidney disease. J Geriat Cardiol 2005; 2:172-177.

Aradhyula S, Manian FA, Hafidh S, Bhutto SS, Alpert MA. Significant absorption of oral vancomycin in a
patient with Clostridium difficile coliis and normal renal function. South Med J. 2006; 98:518-520.

Vedire S,Alpert MA, Ren J. Manian FA. Fusobacterium Necrophorum endocarditis in a previously healthy
young adult. Am J Med Sci 2007,334:125-27,

Reuter MD, Manian FA, Kershaw MA, Alpert MA. Herpes simplex virus type 2 encephalitis in an elderly
immunocompetent male. South Med J 2007; 100:1143-46.

Manian FA. The lesser of evils. Hektoen international; A Joumal of Medical Humanities 2010; 2, issue 3
(online). Available: www.hekioeninternational.org.

Manian FA. Who do ! look like? Hektoen International: A Journaf of Medical Humanities 20146, issue 3
(online). Available: www.hektoeninternational.org.

Manian FA. The role of postoperative factors in surgical site infections: time to take notice. Clin Infect Dis
2014; 59:1272-6 (Editor’s Choice). '

Manian FA. Time to dedifferentiate. South Med J 2015;108:198-9. -

Manian FA. Unprepared for the end stages of end-stage kidney disease. Health Affairs 2015, 34:1599-1602.
Manian FA. End-stage kidney disease (author's reply). Health Affairs 2015,34:2005.

2016;375:981-91.

Chiappa V, Gonzaolez RG, Manian FA, Deshpande V. CPC: Case 23-2016-—A 46-year-old man with somnolence
after orthopedic surgery. N Engl J Med 2016;375:370-378.

Manian FA, Chiappa V. CPC: Case 23-2016---A 46-year-old man with somnolence after orthopedic surgery
{(Reply letter). N Engl J Med 2016;375:1805-1806.

Bond A, Manian FA. Spinal epidural abscess: a review with special emphasis on earlier diagnosis. BioMed
Res Int 2016;2016:1614328, http://dx/10.1155/2016/1614328.

Manian FA. Still invisible after alf these years. South Med J 2017;110,685-686.
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Other scientific or medical publications/materials in print or other media
Reviews, chapters, case reports, monographs and editorials

1. Manian FA. Doctors and Nursing Homes: What one resident found. New Physician. 1984,33:12-3, 36-7.

2. Lichtenstein M, Manian F, Bilfings F. Learning and teaching in a nursing home: a personal account. Trans
Am Clin Climatol Assoc. 1983;95:105-114,

3. Alford RH, Manian FA. Current antimicrobial management of tuberculosis. Curr fop infect Dis 1987,8:204-

26.

Manian F. AIDS: pathogenesis and treatment. ASM News (book review). 1989; Voi.55,No.10:564-565.

Manian FA. AIDS and infections of homosexual men (book review). ASM News. 1990; 56: 110.

Wilson GL, Manian F. Critical care medicine: activities, advances, and implications for infection control.

Asepsis. 1990; 12:2-7.

Manian FA. The latest strategies for diagnosing and treating Lyme disease. Mod Med. 1992; 60:72-81.

Manian FA. Is eliminating flash sterilization practical? fnfect Cont Hosp Epidemiol. 1993; 8:479-480.

Manian FA, Janssen DA. Curbside consultations; a closer look at a common practice, JAMA 1996;

275.145-7,

10. Manian FA. Surveillance of surgical infections in alternative settings: exploring the current options. Am J
Infect Controf 1997; 25:102-5,

11. Manian FA. Should we accept mediocrity? N Engl J Med 1998; 338:1067-70.

12. Manian FA. A dying man on death row: testing the Hippocratic Oath. Med Econ 1999; 76:58-70.

13. Manian, FA. Whither continuity of care? N Eng! J Med 19989; 340:1362-3.

14. Manian FA, Schaffner W, Hepatitis B vaccine. In Poland GA, Schaffner W, Pugliese G: Immunizing
healthcare workers- A practical approach. 2000, Slack Inc.,Thorofare, NJ.

15. Manian, FA. Physicians vs physicians. Arch Infern Med 2001, 161:801-2.

16. Manian, FA. Infectious Disease Handbook, 2001. Doody’s Review Service (on-line). Available:
http:/fwww.doody.com

17. Manian FA. Hospital-acquired Infection, 2002. Doody’s Review Service {on-line). Available:
hitp://www.doody.com

18. Manian FA. Terrorism. Guarding against prejudice. Med Econ. 2002;79:51-2.

19, Manian FA. Hospital infection: from miasma to MRSA, 2003. Doody’s Review Service (on-line). Available:
hitp://www.doody.com

20. Manian FA. Meeting JCAHO's infection Control Requirements, 2004. Doody’s Review Service (on-line).
Available; http://www.doody.com

21. Manian FA. The APIC/JCAHO Infection Control Workbock, 2006. Doody's Review Service (on-fine)
Available hitp:/fwww.doody.com

22. Manian FA. Manual of clinical problems in infectious disease, 2™ edition (book review). Gantz NM, et al,
editors, Clin fnfect Dis. 2006; 42:1510-11,

23. Manian FA. Review of Exposure: A guide to sources of infections. 2006. Doody's Review Service (on-line).
Available: hitp:/fwww.doody.com

24. Manian FA. Best practices in infection confrol: an international handbook. 2007. Doody’s Review Service
{on-line).  Available: http:/iwww.doody.com

25. Manian FA. Review of Infection Control Program Guide. 2007, Doody's Review Service (online). Available:
htp:/fwww.doody.com

26. Manian FA. Review of Bennett and Brachman’s Hospital Infections. 2007. Doody’s Review Service (online).
Available: http://www.doody.com

27. Manian FA. Review of Meeting the Joint Commission’s infection Prevention and Control Requirements; a
priority focus area. Doody’s Review Service (online}. 2009. Available: htip.//www.doody.com

28. Manian FA. Outbreak: investigation, prevention, and controf in healthcare settings (2" ed) {book review).
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28.

30.
3.
32.
33.
34.
35.
36.

37.
38.

39,
40.

4.
42,

43.
44.

45.
46,

47.
48,
49,
50,
51.

Books
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2010. Doody's Review Service (online). Available: hitp:/www.doody.com
Manian FA. Review of Ayliffe's control of healthcare-associated infection. Doody’s Review Service (onfine).
2009. Available: http:/fwww.doody.com

Manian FA. Prosthetic joint infection due to Haemophilus parainfluenzae after dental surgery. South Med J.
1991; 84:807-808.

Manian, FA. Potential role of famciclovir for prevention of herpetic whitiow in the healthcare seffing. Clin
Infect Dis 2000; 31:e18-e19. '

Manian FA, Meyer L, Jenne J. Clostridium difficile contamination of blood pressure cuffs: a call for a closer
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DECLARATION OF DR. PATRICK CANAVAN AND ELIZABETH

JONES

We, Patrick J. Canavan, Psy.D, and Elizabeth Jones, declare and state the
following:

1..

I, Patrick J. Canavan, am a clinical psychologist, licensed in the District
of Columbia. I received my doctorate in clinical psychology from the
Illinois School of Professional Psychology. I completed my clinical
internship and forensic fellowship at St. Elizabeths Hospital in-
Washington, DC. I have extensive experience in the diagnosis and
treatment of serious and persistent mental illness and in working with
forensi;ally involved individuals. I have clinically administered forensic
units (adrnissioris, evaluation, long-term treatment, women’s trauma-
informed) for many years. In addition, I have extensive experience in
leading recovery-oriented reforfns in psychiatric and medical
organizations, having served as Chief Executive Officer at St. Elizabeths
and Chief Operating Officer of H.oward University Hospital. I have
conducted reviews of state hospital systems in Georgia, Pennsylvania and
Maryland. Recently, I was appointed as an amicus curiae expert by a
federal district court judge regarding how to address inpatient psychiatric

treatment during the COVID 19 pandemic. My resume is attached.
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I, Elizabeth Jones, have over 35 years of experience in implementing or
monitoring federal and state court orders regarding services for
individuals with a mental illness and/or developmental disability. I have
had administrative responsibility for four institutions including three
public psychiatric hospitals for individuals who were admitted with
forensic or civil commitment status. These hospitals were located in
Massachusetts, Maine and the District of Columbia. In each of these
settings, I worked closely with clinical staff to design and effectuate
individualized plans so that discharges to the ;:ommunity could occur in a
timely and responsible manner. Currently, I am the Independent
Reviewer for a Settlement Agreement between the Unite’d States
Department of Justice and the State of Georgia. In part, this Agreement
requires the development of community-based services for adults at risk
of hospitalization in a state psychiatric facility or in the process of being
discharged from one. My resume is aftached.

.In order to complete this Declaration, we reviewed numerous documents
including the May 7, 2020 Amended Class Action Complaint in L]l&s
v. Lamont (Civil No.: 3:20cv594); the affidavits of Vincent Ardizzone,
Francis Clarke, Gail Litsky, Carson Mueller, Richard Gudis, Rahab King

and Farrin A. Manian, MD, MPH; and policies, reports, contrlacts,
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memoranda and plans issued by the Connecticut Department of Mental
Health and Addiction Services (DMHAS). A list of these state documents
is attached.
Based on the information we have reviewed and carefully considered, it
is our professional opinion that Connecticut Valley Hospital (CVH) and
Whiting Forensic Hospital (WFH) have not taken actions that are
critically necessary to ensure that patients are adequately protected from
risk of transmission of COVID-19. As a result, patients remain at
significant risk of death or serious harm Indeed, during the course of
this review, the sad news of a fifth patient death at the hospitals was
reported by DMHAS.
Reportedly, the Final Revised WFH Coronavirus Pandemic Incident
Action Plan was not finalized until May 26, 2020. This delay exacerbated
the already serious risks present at WFIL The Plan outlined in this
document should have been implemented at the outbreak of the
pandemic, not months later in phase 6. These actions include:
e Review, revise as needed, and activate guidelines for coronavirus
prevention and control measures;
e Conduct surveillance and testing for coronavirus as guided by local

and state public health agencies;
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e Provide training to staff and cross-train staff as appropriate;

e Develop a comprehensive plan for building quarantine resources;

o Screen all incoming patients for the virus;

e Implement a plan for early detection and reporting of WFH personnel
with the Vii'us; |

. Re_inforce infection control procedures to prevent the spread of
coronavirus and utilize persopal protective equipment appropriately;
and

. Incréase environmeﬁtal cleaning efforts, including the living space
utilized by patients.

We have reviewed the affidavit of Dr. Manian, an expert in infectious

disease and internal medicine, with particular attention to what he terms

és “major mitigating strategies aimed to reduce the risk of SARS-COV-2

transmission in CVH and WFH.” We find that his arguments arc

compelling. In our opinion, these strategies could and must be

implemented at CVH and WFH. The strategies are focused on social

distancing, census reduction and discharge, personal protective

equipment, hand hygiene, face masks for patients, screening and testing

of all patients and staff, environmental cleaning and decontamination,

limiting visitors and stopping new admissions. We strongly concur that

4
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these strategies should be part of the two hospitals’ response to this
pandemic; Efforts to implement these strategies sufficiently are lacking
currently and, therefore, place individuals at significant risk.

7. Social distancing requires patients and staff to maintain at least six feet
between themselves and others. The patients” affidavits we reviewed are
replete with examples_ of how social distancing is not possible in
bedrooms and bathrooms, m elevators and in the dining room. Multiple
patients raiéed concerns about safety in sleeping arrangements, where
individuals are housed two to a room with beds less than six feet apart.
For instance, Mr. Ardizzone, who resides on the Dutcher N_orth 3 unit in
WEH, states: “I sleep in a room with one roommate. Our room is about
10-12 feet square. We both have beds that are about four to five feet
apart.’;

8. Patients’ affidavits likewise raise concerns about lack of distancing
during meals, in bathrooms, and in elevators. These practices place
patients at significant risk. Regarding bathrooms, Mr. Ardizzone states
that “22 patients share one bathroom. There are three stalls, two urinals,
three sinks and four showers. There are often five or more patients in the
bathroom at any one time... usually just a foot apart. Very few patients

are wearing masks.” These circumstances in congregate situations could
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10.

be avoided if there were fewer people on the unit, if there was scheduled
use of the bathrooms, if staff reinforced the need for masks while in
public areas, and if the bathrooms were consistently cleaned and
restocked. As described by Mr. Ardizzone, “Soap runs out sometimes on
the weekend becauée maintenance-cleaning staff do not work on
weekends .. .. we cannot have Purell or any hand sanitizer that has any
alcohol in it ... Apparently someone has determined that the small risk of
someone ingesting hand sanitizer outweighs the risk of contracting a
deadly virus in a pandemic.” |

Other affidavits make a similar mention of lack of hand sanitizer,
communal use of a single dental floss container, and lack of disinfection
between staff’s use of pulse oximeters. Patients also mention the iack of
cleaning of the two patient phones per unit, used by as many as 20 |
patients,

The Dutcher dining hall is in the basement of the building, a large open
room with approximately ten tables. On March 30, 2020, Ms. Litsky, a
Dutcher patient with asthma and other .health conditions, was so
concerned for her safety that she requested permission to take her meals
on the unit rather than in the dining room due to an “unreasonable risk of

infection because we were all too close together and people were not
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11.

wearing masks.” Her request was denied by the Medical Director and an
internal medicine physician until a unit psychiatrist ordered on unit meals
because of the risk of virus given her asthma. As described by Mr.
Ardizzone, the tight space in the dining room, sometimes with two units
having meals at the same time, requires that patients “staﬁd in line
shoulder to shoulder, get our trays, and sit down at tables with no masks
and no gloves. Soinetimes there are two units all in the dining room at
the same time. There is no social distancing.” It would be reasonable to
have meals delivered to the residential units so that all patients could eat .
in a socially distanced manner. While this requires dietary staff to adjust
their routine and unit staff to supervise dining, in our professional
judgment, it is a reasonable accommodation.

To access the dining roosm, six or seven patients use the one elevator in
Dutchef, estimated to be four by eight feet in size. Others use the
stairwells. Mr. Mueller asked the s£aff if the stairwells could be kept
open so that residents never had to use the clevators, but was told no.
Again, if there were socially distant ways of using an elcvafor, such as
limiting the number of people using it at one time, or providing an

alternative such as a stairway, patients could be given a choice.
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12.

13.

14.

Screening and testing of patients and staff to determine COVID-19 status
is another tool that the infectious disease expert, Dr. Manian, has
identified. Tlis advice is consistent with CDC guidelines. The use of
tcstiné in communities across the country is a well-known strategy.
However, testing for patients at CVH and WFH did not begin until May
13, 2020, according to patient affidavits.

Numerous patients indicated that staff have not consistently worn masks,
even though patients were gctting sick and testing positive. According to
patient affidavits, WFH delayed until April 13, 2020 the mandate that
staff wear a mask while in pétient arcas. Further, it was not until April
22 or 23, 2020 that patients were offered one mask a week upon request.
In addition, it appears that there has been inconsistent patient education
and reinforcement about the importance of wearing a mask and keeping
social distance.

We strongly recoﬁmend that CVH and WFH develop a plan to move all
patients into single bed sleeping rooms, or into rooms with sufficient
space to allow sleeping in a bed at a distance of at least six feet from

another bed. This may require a reduction of the inpatient census, which

could be accomplished through appropriate discharge planning, to

address the imminent and ongoing threat of the virus in congregate
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15.

16.

settings. Wé also urge that hand sanitizer be given to patients, with
supervision if needed, that there be frequent redirection if social
distancing is violated and that teaching on infection control strategies be
required for all patients.

In addition to the above infection-control procedures, we emphatically
concur with Dr. Manian’s guidance that social distancing be
accomplished through a reduction in the census at CVH and WFLL. This
should be accomplished by the cessation of most civil admissions,
discouraging forensic admissions, and appropriately discharging
individuals to community-based settings with suppotts. Based on our
years of experience managing psychiatric hospitals and other facilities,
planning for the successful transition of individuals with serious mental
illness from state psychiatric hospitals can be accomplished, even under
these circumstances, through individualized planning and using all
available resources, including natural supports.

In a forensic hospital, the courts play a major role in admission to the
facility. For competency restoration or NGRI status individuals, WFH
staff should work closely with the Superior Court to ensure diversion to
other settings, while taking ﬁlto account the current situation and

balancing risk. The courts, aware of the danger posed to individuals in
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17.

congregate settings, may benefit from the staff’s expertise in risk
assessment and in defining a risk hierarchy for admissions: Is the
individual charged with a misdemeanor or a felony? Does the charge
include claims of violence? Does the individuz—ﬂ have a history of danger
to self or others? Does the individual have family or strong community
ties who, with clinical support or community-based competency
restoration from DMHAS, could help the individual remain stable while
living in the community? |
Limiting new admis;sions to CVH and WFH is an important way of
meiintaining a lower census. Regretfully, based on the information we
have received, it appears that the State of Connecticut actually has
returned individuals from temporary leave in community Séttings fo the
unsafé environments at WFH. This decision is highly troubling and
frankly incomprehensible given the risks m the mpatient setting. The
individuals on leave in the community may very well have been able to
remain there for at least the foreseeable future. For example, Mr. Mueller
recalled that, on March 16, 2020, when a patient was diagnosed witha
COVID-like illness, the unit was essentially closed down and that those

on “temporary leave (were) called back, and scheduled leaves were

10
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18.

19.

20.

cancelled. There were two patients on temporary leave who were pulled
back from their community placement and confined to our unit.”

WEH has options for maintaining patients on temporary leave in the
community. In WFH’s “Protocol for the Care of Patients on Temporary
Leave (TL),” it states: “If a coronavirus case is discovered at WFH while
a patient is on overnight TL, the patient will remain at their current
location for up to 7 days, per the patients’ Memoranda of Decision
(MOD). If longer duration is necessary due to mandated quarantine, the
Chief of Forensic Services will be responsible for coordinating plans with
the PSRB.” During thé current pandemic, the hospital should have
followed its own policy and only returned patients who are at the highest |
level of risk, i.c. danger to self or others, during this emergency.

For patients under civil commitments, DMIIAS should make other

hospitals, crisis services, transitional housing and respite services

~available in lieu of rehospitalization in CVH. Based on the information

we hﬁve reviewed, there should be further examination of the community
resources that could be utilized in lieu of returning a civilly committed
individual to COVID 19 involved care settings.

CVH and WFH policies re.lat'mg to discharge are clear that discharge

must be contemplated from the moment of admission to the hospital.

11
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21.

The hospitals’ own policies regarding treatment ialann'mg include a focus
on discharge planning. They require that the Treatment Plan must reflect
a focus on those who are determined to be ready for discharge. For

instance, CVH’s “Community Integration and Discharge” policy, dated

June 4, 2015, states:

“When a treatment team determines that an individual no longer needs
hospital level of care, the team will chart the person as discharge ready,
specify the least restrictive community living arrangement appropriate
for that individual, the specific barriers to discharge to that setting, and
a schedule for implementing the discharge plan, taking into account the
resources available to the State and the needs of others with mental
disabilities and the individual’s or his/her legal representative’s
informed choice.

It is unclear how many individuals the hospitals consider to be ready for
discharge, but it appears from the affidavits that we have reviewed that
there are individuals who could be discharged without posing significant
safety risks. For example, Mr. Mueller feels that the risk of sta}'fing in the
hospital is great. He would like an apartment with wrap-around supports
and services, as his outpatient treatment team has recommended.
According to her conservator Attorney Gudis, Barbara Flood has been
determined to be ready for discharge for over a year now and “she is
willing to go anywhere upon discharge.” Mr. Gudis states that DMHAS

has never discussed alternative placements such as hotels, family units, or

12
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22,

23.

24,

supportive housing with him, which would be a failure of minimal
professional judgment in the circumstances of a pandemic.

In order to accelerate discharges under these extraordinary circumstances,
DMHAS should develop a plan to promptly assess all residents for
disbharge, identify those who can be discharged, determine what supports
would be needed, and implement strategies to effectuate these plans.
DMHAS should apply a different standard than it would in ordinary times
and should fopus on such basic Questions as whether the person has aplace
to live, has access to food and needed medication, anci can téke appropriate
COVID precautions with available assistance, and live in the 111 the
community setting to which the person will be released without being a
danger to self or to others.

Unlike other jurisdiétions where efforts to discharge significant numbers
of psychiatric hospitalresidents have been made in order to address
COVID-19 risks, Connecticut does not appear to have made such efforts
to date at CVH and WFH desiaite the current and ongoing potential risks
at these facilities. |

Based on the conversations we have had, we are confident that

community service providers would be willing to engage with the

13
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25.

hospitals on planning and implementing discharges as part of such an
effort at CVH and WFH.

1t is our professional judgement that the following strategies for
accelerating discharges should be implemented:

a. An individualized assessment of each patient should be conducted to

determine whether other options exist in lieu of continued placement

at CVH or WFH. This assessment should be conducted with input

from the patient’s treatment team, his/her attorney, and/or significant

others of his/her choice. The assessment should identify potential
community-based supports and, whenever poséible, recommend
discharge. Individuals who present low risks should be considered

first.

. Individuals who may have family and friends who might be able to

take them m, at least during the pandemic or until other housing can
be secured, should be identified and appropriate supprorts offered,
such as food assisténce, case management, a stipend to cover the

additional costs.

. Any available capacity in community programs, including the nursing

home waiver, respite beds, transitional housing, supported housing,

ACT and other services/supports should be utilized or expanded to

14
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permit discharge from CVH and WFH. Temporary housing in hotels
or other temporary settings should be considered but there should not
be any referrals té jails, nursing homes or shelters for the homeless.
d. In order to expedite discharge planning, community providers should
be included as a part of the assessment process described above and
should assist in planning for specific individuals. Additional funding
to enhance community services needs to be considered in order to de-

escalate the crisis at CVH and WFH.

. 25. The ongoing failure of Defendants to implement these or simjlar.strategies
designed to reduce the number of people hospitalized as safely and quickly as
possible given the risks of COVID-19 is inconsistent with the exercise of

reasonable professional judgmént.

Pursuant to 18 U.S.C. § 1746, we declare under penalty of perjury that the
foregoing is true and correct.

Dated:r June 8, 2020 Dated: June 8, 2020
Patrick J. Canavan Elizabeth Jones

15
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List of State Documents Reviewed

State of Connecticut DMHAS Commissioner’s Policy and Implementing
Procedures on Community Integration and Discharge from Connecticut Valley

Hospital (CVH).

CVH/Whiting Legislative Task Force report by C. Dike, MD, DMHAS Medical

Director and V. Carvalho, MD, CVH Medical Director.

CVH and Whiting Forensic Hospital (WFH) Staff Education and Training

presentation, November 21, 2019.

CVH Operational Procedural Manual, Community Integration and Discharge, June

11,2015.
DMHAS Annual Statistical Report, SFY 2019.

DMHAS Commissioner’s Policy Statement of DMHAS Client Rights Policy,

January 3, 2019,
DMHAS Statewide Services Resource Guide, January 1, 2013.
DMHAS Supportive Housing List, 2013.

“Evolution of Forensic Services in Connecticut,” presentation to IRCC

Conference, May 14, 2015.
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WFH Operational Procedural Manual on Community Integration and Discharge,

June 18, 2018.

WFH Task Force presentation by H. Smith, CEO and T. Wasser, MD, CMO, June

17,2015.

DMHAS Purchase of Service Contract with Middlesex Hospital, March 27, 2017.
DMHAS Contract Amendment with Middlesex Hospital, March 28, 2018,
DMHAS Contract amendment with Middlesex Hospital, September 19, 2019.
WFH Coronavirus Pandemic Incident Action Plan, undated.

DMHAS Commissioner’s memorandum announcing “Change in Visitation Policy

at DMHAS Facilities,” May 14, 2020.

DPH COVID-19 Guidance for Long-Term Care Facilities, March 26, 2020.
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PATRICK J. CANAVAN, Psy.D.
1214 T Street, NW
Washington, D.C. 20009
Patrick.Canavan@ideacrew.com
(202) 359-0746

PROFESSIONAL EXPERIENCE

Vice President for Consulting Services, IdeaCrew, Inc. Febmary 2017 — Present

Direct the consultation work of IdeaCrew, Inc. the health care IT leader which built the technology powering the D.C.
Health Benefits Exchange. An agile, in the cloud, Serve as IT project leader customizing and deploying this technology to
the first partner state, the Commonwealth of Massachusetts. Successfully deployed the technology on time and on budget,
offering Massachusetts members an excellent online benefits shopping experience.

Consultation work is focused on hospitals, healthcare systems and other large organizations secking clinical and
operational improvements. Led the assessment of a five-hospital state behavioral health system, making
recommendations that impact all aspects of treatment, administration and quality of care issues. Appointed amici by U.S.
District Court to investigate mental health services

Senior Managing Director, Paladin Healthcare Management June 2015 — January 2017

Served as the Chief Operating Officer (COO) of Howard University Hospital (HUH), under management contract with
Paladin. HUH is a 288 licensed bed facility, with an average census of 130 and academic affiliation with Howard

University, training more than 200 residents and supporting medical student training. As the COO, was a key member
of the Chief Executive Officer’s management and advisory staff, and participate in recommending and
formulating policies and strategies on business process engineering, information systems technology, budgeting,
human resources, procurement, security, facilities management, and property management and provide
managerial direction and guidance in support of the operation of the various programs within the hospital.

Key accomplishments include:

¢ Management lead for all non-Nursing unionized employees (techs, ancillary and support services workers.
Negotiated a contract that will greatly expand management rights and a continuation of benefits package that will
give management flexibility to modernize clinical practices, respond to changing conditions and lower costs.

s  Supervised Patient Experience improvements throughout the hospital using the Press Ganey survey results.
Worked with faculty and emergency services leadership to attain coordinated renovation of waiting room and
increased ED beds. Increased customer satisfaction ratings in the key categories such as timeliness and the
overall patient experience;

s Led the renovation of the Emergency Department clinical, patient, administrative and public areas;

« Initiated top to bottom review of ancillary services with focus on laboratory processes, contracts and equipment;

- radiology staffing and services; respiratory staifing; sleep center.

Chief Executive Officer, Saint Elizabeths Hospital
D.C. Department of Behavioral Health January 2007 — May 2015

Managed the operation of the public psychiatric inpatient facility for the District of Columbia. With more than 290
licensed beds, and average census near 275 patients, Saint Elizabeths Hospital had both court-ordered and civil patients.
Operating budget exceeded $90M with almost 830 approved positions in FY15. Directed all clinical and administrative
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operations and represented the hospital on key budgetary and resource issues to the Mayor’s Ofﬁcé, City Conncil, and
other important constituencies.

Key accomplishments included:

Successfully managed the U.S. Department of Justice (DOJ) Seftlement Agreement by instituting significant
improvements across a wide range of clinical practices, including assessments, the day freatment program,
infection control, pharmacy and direct care staffing. The hospital fully complied with the 224 requirements under
DOQJ and the Federal lawsnit was dismissed September 16, 2014,

Revitalized the professional nursing staff by hiring over 160 new registered nurses in two years to successfully
meet a DOJ requirement of 6 hours of nursing care per day for each patient, with a staff mix of 50% registered
nurses.

Planned and oversaw a reduction in expenditures and non-clinical staff to meet mandated budgetary cuts resulting
in reduction of staff by over 120 employees since January 2009 resuiting in approximately $7,200,000 in annual
savings.

Managed the completion and transition to the new $143M replacement hospital on time and with minimal
disruption to individuals in care and staff.

Created a new “one hospital” culture which emnphasized treatment and rehabilitation for both court-ordered and
civil individuals in care by eliminating forensic-specific units and treatment and assigning individuals in care to
units based on therapeutic need

Streamlined administrative services and ensured higher levels of staff accountability including a major
reorgamzation of the clinical programs including the creation of a new Therapeutic Learning Center
Reinvigorated the Performance Improvement Department resulting in the completion of significant routine audits
and reports and a greatly enhanced investigatory capability.

Implemented a hospital-wide electronic medical records system which included all patient information.
Improved the quality of life for patients through the initiation of programs such as a Summer Concert series and
an Anmval Friends and Family Day,

Director, Department of Consumer and Regulatory Affairs
Government of the District of Columbia January 2005 — January 2007

Leader of the mmajor regulatory agency in the District of Columbia. Supervised 430 full time staff and more than 100
contractors with a budget of $50.4M and revenues of $49M. Major areas of regulation included land use/zoning,
construction permitting, business licensing, housing inspection, commercial compliance, administration of boards and
commissions, professional licensing, rent control, consumer protection, and commercial investigations.

Key accomplishments inchuded:

Realigned of the agency to focus on two major business activities: 1) issuing important business and construction
documents, and 2} enforcing housing and commerce laws and regulations.
Created the Office of the Chief Tenant Advocate.
Restored the Office of Consumer Protection.
Created the Homeowners Center for small home renovation projects.
Formed the Illegal Construction Unit to increase safety in construction.
Reduced the permit application backlog from over 5,200 to less than 400.
Lowered the vacancy rate by 12% over two years.
Consolidated 51 stand-alone databases into nine integrated systems.
Achieved legislative successes including Rent Control reform, the establishment of the Green Building
construction code, and expanded Civil Enforcement authority.

Director, Neighborhood Services, Office of the City Administrator
Govemment of the District of Columbia : July 2000 -- January 2005
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Created and led this cuttmg-edge, 16-agency Neighborhood Services program, a community-based, interagency
collaborative problem-solving approach to create and sustain clean, safe, healthy, and economically vibrant
neighbarhoods. Key accomplishments included:

o Successfully implemented an innovative mode! for achieving positive outcomes in areas formerly plagued with
persistent problems such as addressing highly violent neighborhoods with infrastructure and other problems.

e Established interagency, collaborative teams of agency Senior Staff and empowered ward Core Teams to lead,
champion, and implement cultural and performance change that mattered to neighborhoods.

o Facilitated systemic change toward performance-based accountability by integrating and linking neighborhood
outcomes with agency petformance contracts, citywide strategic planning, and budgeting,

Special Assistant, Office of the City Administrator
Government of the District of Columbia March 1999 — July 2000

e Implemented Mayor’s Short-Term Action Team (STAT) activities for the human services cluster to support the
public commitments of the Mayor’s First 100 Days

» Managed day-to-day interaction between the City Administrator and health and human services agencies with a
particutar focus on policy and budget issues.

¢ Managed the complex negotiations regarding the bankrupicy of a hospital in an economically depressed ward
with minimum health care options.

Clinical Administrator, D.C. Commission on Mental Health Services
Saint Elizabeths Hospital, John Howard Pavilion April 1996 — March 1999

o  Administered the Forensic Special Treatment Unit and the Forensic Women’s Unit.
¢ Coordinated treatment, evaluations, and facilitated day-to-day operations of units for court-ordered individuals.
e  Provided expert testimony in court.
e Supervised psychology trainees in APA accredited training program.
Forensic Psychology Fellow/Psychology Intern, D.C. Commission on Mental Health Services
Saint Elizabeths Hospital, John Howard Pavilion September 1993 — April 1996
EDUCATION
Doctor of Psychology, Illinois School of Professional Psychology, March 1995.

Master of Education, Counseling & Student Personnel, University of Delaware, June 1936.
Bachelor of Arts, English & Religious Studies, Villanova University, June 1984.

LICENSURE

Licensed Psychologist District of Columbia

AWARDS

e 2015 Robert I.. Sloan Leadership Award, D.C. Hospital Association
s 2015 Meritorious Service Award, Government of the District of Columbia
e 2009 Distinguished Alumnus Award, Argosy University
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ASSOCIATIONS

o  American Psychological Association

COMMUNITY INVOLVEMENT

s District of Columbia Clemency Board, Member, appointed by Mayor Muriel Bowser, 2020.

e Board of Directors, The Woods at Seaside Homeowners Association, 2015-present.

e Board of Trustees, Capital City Public Charter School: authorized and facilitated the establishment of an Upper
School, extending the existing program {Pre K 3 to Grade 8} to include high school, now Pre K 3 to Grade 12
{2009 through 2014).

o Completed seven Century Rides (100-mile bike rides) to raise funds for the Leukemia and Lymphoma Society.

PROFESSIONAL DEVELOPMENT

s Program for Senior Executives in State and Local Government, Harvard University, John F. Kennedy School of
Government, February 2000.

¢ Panelist at the Historical Society of the U.S. District Court of the District of Columbia for the presentation:
"Duran and the Evolution of the Insanity Defense.”

e Faculty member, Psychiatry Residency Training Program, taught two courses: “Clinical Case Conference” and
“Administrative Psychiatry” to third and fourth year residents at Saint Elizabeths Hospital.

¢ Graduate of the District’s first Certified Public Manager program class in 1998.
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RESUME
ELIZABETH JONES

Address: 608 Symphony Woods Drive
Silver Spring, MD 20901
elzjns@aol.com
(240) 423-4648

EDUCATION
Bachelor of Arts, English, University of California at Santa Barbara, 1972.

Graduate work (20 credit hours) in Educational Psychology, Georgia State University,
Atlanta, GA, 1976-77.

Master of Science, Labor Studies, University of Massachusetts, Amherst, Labor Relations
and Research Center, 1982. Thesis focused on the Rhode Island Labor/Management
agreement regarding the transfer of public employees from institutional to community-
based programs.

Program for Senior Executives in the Commonwealth of Massachusetts, Kennedy School
of Government, Cambridge, MA, 1983.

Web-based Certificate Course in Supported Employment, Virginia Commonwealth
University, Rehabilitation Research and Training Center on Workplace Supports,
Richmond, VA, 2002.

WORK EXPERIENCE

October 28, 2010 to present: Independent Reviewer
United States v, State of Georgia

With agreement of the Parties, appointed by the United States District Court to review the
State of Georgia’s implementation of a Settlement Agreement requiring the development
of integrated community-based services and supports as alternatives to

institutionalization for individuals with developmental disabilities and/or mental illness.

February 10, 2004 to January 10,2017:  Court Monitor
Washington, DC

Appointed as Court Monitor in Federal Court class action litigation, Evans v. Bowser,
brought to compel the development of community-based, individualized
services/supports for former residents of the District-operated Forest Haven institution
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(now closed) for children and adults with intellectual and/or developmental disabilities.
Responsibilities included oversight of all monitoring activities, management of the Court
Monitoring Office, reporting to the Federal Court, and working with the Parties to
identify issues/concerns affecting compliance with longstanding court orders and
agreements.

November 5, 2003 to December 31, 2004: Receiver
Riverview Psychiatric Center/Augusta
Mental Health Institute
Aungusta, ME

Appointed by the Maine Superior Court in the Bates v. Harvey case, class action
litigation brought in 1989 to ensure the provision of mental health treatment to current
and former clients of the Augusta Mental Health Institute. Responsibilities included
oversight of all Hospital management and operations, preparation and implementation of
a work plan that will lead to compliance with the Consent Decree, and monthly reporting
to the Court. The Receivership was vacated by the Law Court of Maine in December
2004.

August 1, 2001 to February 10, 2004: Senior Planner
District of Columbia
Department of Mental Health
Washington, DC

Within the newly formed Department of Mental Health, responsible for planning
systemic initiatives that improve the quality of care/treatment for individuals with serious
mental illness. Major responsibility for the Department’s evidence-based supported
employment initiative, including the Ticket to Work; development of core curriculum for
employment specialists; implementation of the Johnson & Johnson-Dartmouth
Community Mental Health Program grant award; data analysis of existing employment
services; restructuring employment models no longer considered consistent with best
practices; and interagency collaboration to expand employment options for adults and
youth with serious inental illness/emotional disturbance. Additionally, exercised major
responsibility for interagency efforts to improve services/supports for those clients with a
dual diagnosis of mental illness/intellectual disability.

June 1, 2000 to August 1, 2001: Chief Operating Officer
District of Columbia
Commission on Mental Health Services
Washington, DC

April 1, 2000 to June 1, 2000: Acting Chief Operating Officer
Under the direction of the Transitional Receiver, responsible for the day to day operations

of the Commission including supervision of all administrative and programmatic
functions; working with other government agencies and providers of services/supports to
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the Commission and its clients; collaborating with consumer groups, advocates, family
groups and other interested parties to strengthen the mental health system’s
responsiveness and effectiveness in meeting its mandates; participating in the design and
implementation of systemic reform initiatives; overseeing the investigation and resolution
of concerns impeding the delivery of services/supports of the highest possible quality.

February 1998 to April 2000: Hospital Director
St. Elizabeths Hospital
Washington, DC

Overall management responsibility for the Acute Care and Continuing Care programs of
a public psychiatric hospital then under Federal Court recejvership pursuant to orders in
the Dixon case, a longstanding class action lawsuit mandating the development of a
comprehensive community based mental health system.

Responsibilities included direction and oversight of the provision of active treatment to
approximately 375 clients; identification of appropriate community services for
individuals no longer requiring stabilization in an inpatient setting; management of
personnel and budget; work with advocates, families, legal representatives, community
providers, community advocacy groups and public officials. As a member of the senior
executive staff, responsible for working with the Receiver and colleagues to design,
implement and evaluate strategies for systemic reform. Also responsible for the overall
management of the CarePoint Project, an initiative designed to substantially reform and
improve the provision of individualized services and supports.

June 1990 to February 1998: Executive Director
Disability Rights Maryland
Baltimore, MD.

Disability Rights Maryland, formerly known as the Maryland Disability Law Center, is a
public mterest law firm funded mainly through federal and state grants and contracts.
Pursuant to federal law, it has been designated since 1977 as the Protection and
Advocacy System for the State of Maryland. Reporting to an independent Board of
Directors, responsibilities as Executive Director included supervision of thirty-six staff,
including thirteen attorneys and nine paralegals, and management of a two million dollar
budget. Responsibilities also included planning, program implementation, liaison with
advocacy groups and state agencies, public relations and playing a key role in the
disability and public mterest community.

July 1986 to June 1990: Coordinator
Dixon Implementation Monitoring
Committee
Washington, D.C.

Coordinator for the Dixon Committee, 2 monitoring group established in 1980 by Federal
District Judge Aubrey Robinson in the Dixon fawsuit. The Committee was mandated to
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receive and analyze defendant’s reports and factual mvestigations; screen and investigate
complaints; oversee and report on the progress of the implementation of the Court’s
decrees. Responsibilities as Coordinator included advising plaintiffs’ attorneys at the
Mental Health Law Project (now the Bazelon Center for Mental Health Law) and at
Covington and Burling on programmatic issues; serving as a liaison between the
Committee and its attorneys as necessary; community organizing; conducting site visits;
designing public education strategies; extensive public speaking; working with the media;
fundraising; and developing and managing student internships with local colleges and
universities.

December 1983 to July 1986: District Manager
Department of Mental Heaith
Northampton, Massachusetts

Chief Executive Officer for five mental health and intellectual disability service areas
(total population 800,000). Exercised responsibility for an approximately sixty million
dollar budget. Overall responsibility for the implementation of the Brewster decree, a
landmark Federal Court order governing the use of Northampton State Hospital and the
development of community programs for people with mental illness. Responsibility for
inpatient services at Northampton State Hospital until reorganization occurred. Extensive
experience in working with organized labor, private provider agencies, local and state
government officials, consumer and family advocates, the media and a wide spectrum of
community groups interested in the mental health system and the implementation of
necessary systemic reforms.

Management responsibilities also included planning; program development; program
implementation; supervision of senior staff; community relations; dispute settlement;
interagency coordination; budget preparation; oversight and monitoring; designation as
appointing authority for all area-based state employees.

September 1983 to December 1983: Director of Planning, Development and
Compliance
Belchertown State School
Belchertown, Massachusetts

Oversaw Belchertown State School’s compliance with federal, state and court mandates;
coordinated all responses and compliance plans for the court under the Ricci v.
Greenblatt decree and for federal Medicaid. Worked with local and state officials and
agencies on issues related to the present and future uses of state school property;
developed long-range initiatives for the use of state school resources; designed and
implemented tools, methods and techniques for monitoring service delivery at the State
School; designed and implemented training in quality assurance for staff at all levels of
the organization.
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August 1982 to September 1983: Acting Superintendent
Belchertown State School
Belchertown, Massachusetts

Overall management responsibility for the direction of a large residential facility for
individuals with an intellectual disability. Responsibilities included the implementation
of a consent decree resulting from a federal class action lawsuit, Ricci v. Greenblatt,
Management functions also included personnel authority over 1,400 staff; supervision of
-senior staff; oversight of budget preparation and spending for direct resources of over
twenty eight million dollars in state and federal funds; labor relations; community
relations; participation in the planning and implementation of community programs for
clients with an intellectual disability in District [; and planning on statewide issues.
Initiated the development of self-advocacy programs for the residents of Belchertown
State School.

Worked as a primary member of the regional senior management team to plan and ensure
the implementation of all necessary reforms in the provision of mental health and
intellectual disability services to residents of Western Massachusetts and their families.
Worked with senior management colleagues to design, coordinate and evaluate policies
and program standards for all components of the systems ih Western Massachusetts as
mandated by two Federal Court ordered consent decrees.

October 1977 to August 1982: Director of Employee Services
Belchertown State School
Belchertown, Massachusetts

Responsible for the direct management and administration of all personnel, staff
development and employee assistance programs. Responsible for labor/management
activities including participation in state and national initiatives. Regional responsibilities
included the development and support of staff development offices and programs. Co-
investigator for a federal grant on training and manpower development from 1979-80.

Worked as a member of the regional management team responsible for the design,
coordination and evaluation of staff development strategies for mental health and
intellectual disability programs in Western Massachusetts as stipulated in two court
ordered consent decrees.

April 1977 to October 1977: Community Residential Services
: Consultant
State of Georgia
Division on Mental Health and Mental
Retardation
Atlanta, Georgia

Responsible for the statewide planning and monitoring of community residential services
for people with an intellectual disability, including those with a dual diagnosis of mental
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illness, particularly those in transition from institutional settings. Designed specific plans
and processes for the placement of five hundred clients from state institutions throughout
Georgia.

July 1976 to April 1977: Advocacy Specialist
Advocacy Planning Project _
Atlanta Association for Retarded Citizens
Aftlanta, Georgia

Responsible for the statewide design and implementation of a protection and advocacy
system for people with developmental disabilities as specified in Public Law 94-103.
Activities included the planning and implementation of public hearings throughout
Georpia.

July 1975 to July 1976: Community Services Consultant
State of Georgia
Division of Mental Health and Mental
Retardation
Atlanta, Georgia

Supervision of community services workers monitoring the placement of people with an
intellectual disability who had returned to the Atlanta area from state institutions.

April 1974 to July 1975: Cottage Life Supervisor
' Georgia Mental Health Institute
Atlanta, Georgia

Supervisor of staff working in a transitional living unit for adults with an intellectual
disability, including those with a dual diagnosis of mental illness, previously
institutionalized in state facilities.

November 1973 to April 1974: Assistant Teacher
Georgia Center for the
Multihandicapped
Dekalb County Schools
Atlanta, Georgia

Assisted in the evaluation of school-aged children with multiple disabilities, including
deafness and/or blindness. Assisted in the coordination of community-based services for
these children in order to support their individual and family needs.
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January 1971 to Oectober 1971: Editorial Assistant
Department of Anthropology
University of Turin
Turin, Italy

Editing of manuscripts on primate classification. Editing and preparation of journal
articles on genetics for the Academic Press, London. Teaching of English to graduate
students at the University of Turin.

January 1969 to June 1970: Board of Education
' Dayton, Ohio

Teacher of remedial class for seventh and eighth grade inner city children bused to
suburban school to meet desegregation mandates.

CURRENT CONSULTATION

New York: Expert consultant for the Plaintiffs in Disability Advocates, Inc. v. Paterson,

later refiled as O’ Toole v. Cuomo, class action litigation brought on behalf of the
residents of adult board and care homes in New York (June 2004-present).

Virginia: Expert consultant to the Independent Reviewer for the Settlement Agreement
in United States v. Commonwealth of Virginia (July 2012-present).

North Carolina: Expert consultant to the Independent Reviewer for the Settlement
Agreement in United States v. North Carolina (March 2015-present).

PAST CONSULTATION

Oregon: Expert consultant to the Independent Reviewer regarding compliance with the
provisions of the Oregon Performance Plan (May-June 2018).

Puerto Rico: Assistant to the Court Monitor (January 2016). Under the supervision of
the Court Monitor, assisted in the review of an outpatient mental health center previously
under Federal Court supervision in Navarro v. Govemor.

Maine: Consultant to the Court Master (August 2010 to 2015). Appointed Court Monitor
by the Superior Court in order to document the funding for the adult mental health system
and describe the impact of that funding on the Defendant’s ability to achieve substantial
compliance in Bates v. Harvey (August 2008-January 2010).

Consultant to the State Department of Health and Human Services regarding
mental health services related to achieving compliance in the Bates v. Harvey case
(February-June 2006).
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Tllinois; Expert consultant to the Court Monitor in Williams v. Quinn, class action case
brought on behalf of individuals with mental illness who are confined to intermediate
care nursing homes (October-December 2014). Expert witness to the Plaintiffs.in
Williams v. Quinn (February 2007-September 2010).

Texas: Member of the Monitoring Team reviewing compliance with the Department of
Justice Settlement Agreement for Lubbock State Supported Living Center and Austin
State Supported Living Center. Designated with expertise in protection from harm
(November 2009-January 2013).

Expert consultant for the Plaintiffs in Lelsz v. Kavanagh, a class action lawsuit regarding
the rights of individuals with an intellectual disability residing in institutions funded by
the State of Texas (1991-1992).

Connecticut: Expert witness for the Plaintiffs in Messier v. Southbury Training School
(September 2009-February 2010).

Virginia: Expert consultant to the Virginia Office of Protection and Advocacy regarding
the death investigation of an individual confined to a state psychiatric hospital
(November 2007-October 2008).

New York: Expert consultant to Touro Law Center in Rothenberg v. State, a case
brought on behalf of an individual confined to a state psychiatric hospital (July 2004);
Monaco v. Carpinelli regarding involuntary commitment evaluations (August 2006); and
Sparks v. Seltzer regarding visitor restrictions on an inpatient ward (December 2006).

Paraguay: Expert consultant to Mental Disability Rights International on the reform of
the mental health system in Paraguay. Action was taken pursuant to the Inter-American
Commission on Human Rights’ decision to grant precautionary measures regarding the
Neuro-Psychiatric Hospital in Asuncion (2005-2010).

Kosovo: Expert consultant to Mental Disability Rights International for the development
of a plan to assist the government of Kosovo in replacing the Shtime Institution with
community based services/supports (November 2006-2007).

Bulgaria: In collaboration with Amnesty International and Mental Disability Rights
International, expert consultant for the Bulgaria Helsinki Committee. Visited eight
institutions for children and adults with an intellectual disability and/or mental illness in
order to provide recommendations for systemic reform. Guest presenter at the Bulgarian
Psychiatric Association’s annual conference (October 2001-2002).

Massachusetts: Expert witness for the plaintiffs in Rolland v. Celluci. Case involved the
right to habilitation for individuals with an intellectual disability/developmental
disabilities confined to nursing homes (1999-2004).
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Ireland: Guest lecturer to students/faculty at the Center for the Study of Developmental
Disabilities, University College of Dublin, on contemporary issues in the field of
intellectual disability 1999-2003).

Pennsylvania: Consultant for the Special Master in Halderman v. Pennhurst (May 1996-
January 1997).

Romania: Consultant for Mental Disability Rights International on the development of
services/supports for people with an intellectual disability (November 1995-1997).

District of Columbia: Expert consultant for the Department of Justice, Plaintiff-
Intervenor in Evans v. Bowser, a class action lawsuit filed in Federal Court on behalf of
individuals with a developmental disability institutionalized at Forest Haven (February
1995-May 1995).

Massachusetts: Expert consultant for the Defendants regarding the implementation of
the consent decrees regarding the state schools (1992).

North Dakota: Consultant for the Protection and Advocacy System regarding systemic
issues affecting individuals with mental illness institutionalized in state psychiatric
facilities (1992).

Towa: Expert consultant for the Plaintiffs in O’Connor v. Branstad, a class action lawsuit
on behalf of individuals with an intellectual disability residing in two state schools (May
1989 to 1994).

New Mexico: Expert witness in Robbins et al. v. Budke, a class action case concerning
access of the Protection and Advocacy System to a state hospital (December 1989).

Michigan: Expert witness in Kope v. Watkins, a class action lawsuit on behalf of
individuals with an intellectual disability living in nursing homes (January 1989-1993).

Louisiana: Consultant to the Special Master in the Gary W. case in the New Orleans
region (Spring 1986).

England and Wales: Consultant on the development of intellectual disability services
for the Sheffield Health Authority, Manchester Health Authority and NINROD of
Cardiff, Wales (October 1984).

PRIOR WORK IN OTHER LITIGATION

In Monaco v. Carpinelli, Sparks v. Seltzer, and Williams v. Quinn, [ was deposed.
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In Rolland v. Celluci, DAI v. Paterson and Messier v. Southbury Training School, I
provided deposition and trial testimony. In Williams v. Quinn and O’Toole v. Cuomo, [
testified at the Fairness Hearings.

In Robbins et al. v. Budke, I provided trial testimony.
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594
Plaintiffs,
V.

Ned Lamont, Governor, et al.,
Defendants.

et st it it Nttt ettt ottt “our

May 24, 2020

Affidavit of Carson Mueller

|, Carson Mueller, being of lawful age and understanding the
obligation of an oath to tell the truth, after being so sworn, and upon
personal knowledge, state and allege as follows:

1. | am a 45-year-old man and was committed to the jurisdiction of the
Psychiatric Security Review Board (PSRB) on June 25, 2009.

2. | have been committed to Whiting Forensic Hospital (WFH) for almost
11 years.

3. | was born in San Rafael, California. A few years later my family
moved to Washington State. Since then | have traveled as far north as
Anchorage, Alaska and as far south as Melbourne, Australia.

4. In my early twenties | studied classical, renéissance, and modern

drawing, painting and sculpture at the Lyme Academy of Fine Arts. | also

1
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studied classical guitar with a professional instructor. | have auto
didactically studied philosophy. | have also worked as a carpenter for a
remodeler, a waiter in a fine restaurant, a medical courier, and an art
teacher.

5. | have two daughters, Anna and Niomi.

6. | reside on Dutcher Hall South 3 (DS3). | am a full Level 4 with six
pass times on campus. My mental health condition is stable, and |
voluntarily comply with treatment, individual therapy and some group
therapy. | do not have a conservator. My treatment team has told me that
my mental health condition is in complete remission, and | do not need or
take psychiatric medication because | do not have any symptoms. My
treatment team closely monitors me for mental health symptoms. In my ten
years of commitment to WFH, | have never had a relapse or been violent.

7 | was admitted to Whiting Max on June 25, 2009 and resided there
until October 21, 2014, when | transferred to DS3. | have resided on DS3
from October 21, 2014 to the present.

8. 1 was approved for temporary leave by my DS3 treatment team, the
Forensic Review Committee, the Consulting Forensic Psychiatrist, and the
PSRB on March 19, 2019 and started temporary leaves in Torrington with

Western Connecticut Mental Health System in April, 2018. Temporary

2
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leaves permit patients to leave the hospital and engage in treatment and
reside in the community for anywhere from one to seven nights each week.

9. After doing well with my temporary leaves to Torrington for almost six
months, the transportation arrangements changed. WFH added another
patient’s temporary leave to Waterbury with my transportation. This
change doubled my drive time to almost four hours each trip and caused
me to be late to my check-in at Torrington at times. After numerous
discussions about these problems with my treatment team, | decided to
suspend by temporary leaves until the transportation problems could get
resolved.

10. Most patients on DS3 have a legal status of acquittee
committed to the PSRB. There are approximately 20 patients on DS3,
including about 15 men and five women. There is a female bedroom wing,
a male bedroom wing, staff offices, two bathrooms, a laundry room, a day
room, the treatment team meeting room, the nurses room, a TV room, and
a small meeting room.

11. It is impossible to keep social distancing of six feet from other
patients on the unit. Some patients sneeze or cough without covering their
mouth and nose and without wearing a mask. Some patients struggle with

more significant symptoms of their mental health condition.
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12. My day starts at 7 a.m. | get up and use the men’s restroom.
The room is relatively small for a unit of 15 men. There are two showers in
a separate room, two sinks, two urinals and two toilets. At 7 a.m. and
throughout the day there are always many other people in the bathroom. It
is impossible to keep a social distance of at least six feet. Patients are
coughing, sneezing, talking, and blowing their noses. No one wears a
mask in the bathroom.

13. We line up to go to breakfast in the dining room, which is three
floors down in the basement of Dutcher Hall. Some patients use the
elevator and some use the stairs. | take the stairs because the elevator is
too small and | am afraid of excessive virus risk in such a small enclosed
space with five to ten people in it, shoulder to shoulder and without masks.

14, Once in the dining hall, we line up again to get our trays. We
are shoulder to shoulder. There are three to five staff present, and most
wear masks. Very few patients wear masks. Many times, other units’
patients and staff mix with our unit during breakfast. The dining room has
about 10-12 tables. We all sit next to each other and eat breakfast.

185. After breakfast, | go back to DS3, again using the stairs and

again in close proximity to other patients also using the stairs. Sometimes
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staff require us to use the elevator. Once on the unit | use the bathroom
again.

16. At 9 a.m. | have an hour pass where | get out, walk, exercise,
read, and meditate on grounds close to Dutcher. | have to check back in
with the unit at 9:55 a.m. and then go back out for another pass at 10 a.m.

17. At 11:40 a.m. | am back on the unit, go to my room, use the
bathroom, and get ready for lunch. The unit's residents go back to the
dining room for lunch at 11:45 a.m. The situation at lunch regarding lack of
social distancing and use of masks is similar to what | describe above
regarding breakfast. Residents are in close proximity as they take the
elevator or stairs to get to the dining room, stand in line, and then sit at
tables while eating.

18. | usually do not have any treatment, group therapy, or individual
therapy in the morning.

19. After lunch | am back on the unit until 1 p.m., when | go back
outside for another pass. | come back in at 1:55 p.m. and then go out for
another pass at 2 p.m. until 2:45 p.m. Second shift starts at 3 p.m. and
residents have to be back on the unit from 3 p.m. to 6 p.m. for shift change

and dinner.
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20. My final pass time, only available in late spring, summer and
fall, is from 86 p.m.to 7 p.m.

21. | come back in for the day at 6:55 p.m., read in my room, and
then go to bed about 9 p.m. | have a roommate. Our beds are
approximately five feet apart.

22. | do attend a group called forensic group. | do not take
psychiatric medication. The most helpful treatment | receive is one hour a
week of individual therapy with Dr. Papapietro, a psychologist. | have been
in individual treatment with him for ten years. He is a good therapist and
has helped me work through my index incident, the antecedents to the
incident, the reasons for it, the consequences to others as a result of what |
did, and how | can come to terms with it and move on, take responsibility,
and never commit another act of violence on ancther person again.

23. | have participated in individual therapy and group
psychotherapy with several different psychologists for about ten years. Up
until the last year | attended dialectical behavior therapy (DBT) group, Start
Now group, and many occupational therapy groups. | benefitted greatly by
the groups in Torrington when | was out on temporary leave.

24, During my temporary leaves away from WFH, which occurred

from approximately April 1, 2018 to October 1, 2019, | attended groups at

6
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Western Connecticut Mental Health Network (WCMHN) in Torrington. it
was such a wonderful experience to finally be out of the psychiatric hospital
away from the same staff, same patients, and same routine, day after day,
year after year.

25. The staff with Western Connecticut Mental Health Network
(WCMHN) in Torrington treated me with respect and warmth. | started
feeling better about myself and life, and by contrast, realized how
dehumanizing treatment at Whiting Forensic Hospital can be at times. The
treatment team at WCMHN was ready to move me into an apartment
program with wrap-around supports and services.

26. In February 2020, | became concerned about my health, safety,
and welfare from being locked on a confined unit with 20 other patients with
the start of the coronavirus outbreak and pandemic.

27. On March 16, 2020, a patient on our unit was diagnosed with
pneumonia and sent to Middlesex Hospital. Our unit was essentially closed
off. All pass time was cancelled. We were guarantined and confined to the
unit. No visitors were allowed. Everyone on temporary leave was called
back, and scheduled leaves were cancelled. There were two patients on
temporary leave who were pulled back from their community placement

and confined to our unit. We told staff that we were willing to clean the unit

7
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with disinfecting wipes and asked to be given wipes for use in our rooms
and in the bathrooms. We were denied. We asked for Purell, but we were
denied because it has alcohol in it.

28. On March 17, 2020, we were told that the patient taken to the
hospital tested negative for the virus, and our quarantine ended. The unit
director told me that the DMHAS medical director was considering revoking
all pass time at Connecticut Valley Hospital (CVH) and WFH. On March
19, 2020, staff told me that if anyone in the hospital tested positive, the
administration will take away all pass times for all patients. Fortunately,
once positive tests started being discovered, pass time was not revoked.
This was distressing, both in the message and the tone of its delivery.

29. As of March 25, 2020, as the pandemic was heating up and
patients were testing positive in Woodward Hall in CVH, maintenance staff
came on the unit once a day in the morning and cleaned for approximately
60-90 minutes. Everyone on temporary leave was pulled back on the units
except for patients who had Phase 2 temporary leave with full seven-day
overnights in place. Dr. Papapietro, my clinician, was self-quarantining, so
my only hour of therapy each week stopped. My individual therapy

resumed a few weeks later but was conducted over the phone.
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30. On March 30, 2020, WFH administration restricted patients’
ability to move about the campus and allowed us to go no farther than the
front of Dutcher Hall. We had been able to go into Page Hall and the
walking track and chapel which are only a few hundred yards away on
campus. Those areas were all restricted. If people went past the allowable
boundary they were punished, labelled as an AWOL, their privilege level
was revoked, and they were confined to the unit.

31. On April 2, 2020, WFH administration told us that anyone
testing positive for COVID-19 would be sent back to the gym in Whiting
Max, which had been turned into a quarantine unit. This frightened me and
many other patients because most of us have experienced abuse by other
patients and staff in WFH Max.

32. On April 18, 2020, the Connecticut Legal Rights Project {CLRP)
wrote a letter to the Governor and the Attorney General requesting that
immediate action be taken to protect us from the coronavirus by stopping
admissions, discharging as many patients as possible who can move safely
to the community, and testing and providing us with safe conditions of
confinement.

33. On April 22, 2020, CLRP wrote to the WFH administration

requesting that masks be made available to patients.

9
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34, On April 23, 2020, we were all offered masks for the first time.
A MHA had created homemade masks for us and wanted to offer them to
us. WFH administration refused to let her offer patients the homemade
masks, asserting that it might scare some of the patients.

35. On or about April 23, 2020, | asked that residents be allowed to
open windows. ! also asked that action be taken to reduce crowding on the
elevator, that the bathrooms be cleaned at least once every shift, and that
soap dispensers be kept full. Staff told me that | should not worry and that |
was in the safest place right now.

36. On May 86, 2020, | asked staff if the stairwell could be kept open
so that residents never had to use the elevator. | was told no. | asked for
wipes and was told no. WFH administration refused to make even minor
modifications to their rules and procedures, even in the face of a pandemic.

37. On or about May 8, 2020, a staff person told me that another
MHA was working at a nursing home on her own time and then coming to
work at Dutcher Hall.

38. On or about May 9, 2020, WFH nursing staff started to take
residents’ pulses and O2 saturation with a puise oximeter. | thought this
was great until | saw patient after patient being fitted with the finger pulse

oximeter without it being cleaned between each use. | asked for the pulse

10
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oximeter to be wiped clean between uses, but the nurse was dismissive.
The nurse sought to take my vitals with a stethoscope, and | asked for it to
be cleaned too. She refused, so | declined to have my vitals taken. The
nurse then told me that she was going to have to report me “for being s0
oppositional that you won't even letme take your pulse.” All | wanted was
clean instruments during a pandemic. Shortly thereafter, when | declined
to consent to my vitals being taken with unsanitized equipment, the nursed
asked, “Do | have to have the team diagnose you with OCD?"

39. On Sunday, May 10, 2020, when | went to the bathroom, the
soap dispenser was empty. Housekeeping staff only work Monday through
Friday. So if, as happened on May 10, the soap runs out by Sunday, we
cannot properly wash our hands until the housekeeping staff returns.
MHA’s are reluctant to change the soap because it is not their job.

40. Another day, when | went to the dining hall for breakfast, the
residents of Dutcher North 2 (DN2) were also using the dining hall. We are
supposed to be separated and not mix with other units due to the virus.

We were forced to eat with DN2 residents who had only been off
quarantine for two days. There were now residents of three different units

crowded into the dining room, many sitting or standing shoulder to
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shoulder, in violation of my understanding of the protocols designed to stop
the spread of the virus.

41. On May 13, 2020, | talked to a staff person from another unit,
who told me that WFH administration should be asking staff about outside
employment because some staff were working at nursing homes that have
residents with COVID-19 and then coming to work at Dutcher Hall.

42. There are only two phones on my unit for 20 patients. The
phones are in the day room. The phones are heavily used throughout the
day. Some days, the phones are not cleaned at all. At most, phones may
be cleaned once or twice a week. Other days, they are cleaned once a day
by maintenance staff. Residents are not allowed to have disinfectant
wipes to clean them.

43, DN2 had a patient get really sick, and he was taken by
ambulance to Middlesex Hospital. He tested positive for the virus, so DN2
residents were quarantined for 14 days. While DN2 was quarantined, staff
from DN2 was mandated for overtime and floated to other units.

44. On May 14, 2020, | went down to lunch at 11:45 a.m. Another
unit came down at the same time. | told staff that | thought that the units
were supposed to be kept apart and staff told me, “We are doing the best

we can.”

12
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45. On May 19, 2020, the soap dispenser in the bathroom rant out
of soap again.

46. All twenty patients share one communal dental floss container
that is handed out individually to each patient upon request. It is never
cleaned and staff do not wash their hands before giving it to patients.

47. Patients are not allowed to use alcohol-based hand sanitizer.

48. One communal pen is used by all patients when signing out on
pass each hour. | have never seen the pen cleaned.

49, Sometimes nurses do not wash their hands before dispensing
medication or between dispensing medication to different patients.

50. The risk of infection and death from COVID-19 is significant at
this time and for the foreseeable future until a vaccine can be developed
and administered. | have recovered from my mental health condition and it
is currently in remission. | have not been a danger to myself or others for
over ten years. | already have been approved for and attended six months
of temporary leave. 1should be given a discharge or a conditional
discharge because | am no longer mentally ill, am not a danger to myself or
others, and discharges and reduction of census at WFH and in Dutcher
Hall will mitigate the risk of infection and death of those who may need to

stay in the hospital.
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20¢cv594
Plaintiffs,
V.

Ned Lamont, Governor, et al.,
Defendants.

May 23, 2020

Affidavit of Vincent Ardizzone

|, Vincent Ardizzone, being of lawful age and understanding the

obligation of an oath to tell the truth, after being so sworn, and upon
personal knowledge, state and allege as follows:

1. | am a 58-year-old man and was committed to the jurisdiction of the
Psychiatric Security Review Board on March 5, 1993.

2. | have been committed to Whiting Forensic Hospital (WFH) for 27
years.

3 Before | was committed to WFH, | was married, had a daughter, and
owned two of my own businesses.

4. | reside on Dutcher North 3 (DN3). My status is “limited Level 4,” and

| receive pass times that allow me to leave DN3 at certain times. My
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mental health condition is stable, and | voluntarily comply with treatment. |
do not have a conservator. | work on campus in the dining room.

5. My master treatment plan, dated April 14, 2020, states that “Mr.
Ardizzone has been compliant with medications and has been free of
psychotic symptoms for 15 years.”

6. On March 3, 2020, Dr. Marc Hillibrand, a psychologist who worked at
WFH for 26 years and treated me, testified under oath that he
recommended that Mr. Ardizzone be discharged from the hospital because
he did not pose any danger to himself or others. (Transcript attached as
A.)

7. Dr. Rossina Bandanza, my treating psychiatrist for several years,
testified under oath on March 3, 2020 that | was stable psychiatrically, had
problems following small rules that had nothing to do with my mental
health, and that | was consistently not a danger to myself or others while
she treated me. (Transcript attached as B.)

8. Dr. Gregory Peterson, a psychiatrist at WFH who treated me as my
attending psychiatrist for two years and has known me for almost 20 years
at the hospital, testified under oath on March 3, 2020 that | am not a danger
to myself or others and not gravely disabled. Dr. Peterson also testified

that, “I think [his continued hospitalization] is a cruel and unusual
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punishment. I think it violates the Eighth Amendment.” (Transcript
attached as C.)

9. On November 5, 2019, Dr. Edward G. Meyer, a physician with
Middlesex Urology, diagnosed me with Stage IV prostate cancer. | started
radiation treatment on May 11, 2020. (Dr. Myer’s April 22, 2020 letter
attached as D.)

10. Dr. Meyer stated that | am at increased risk of COVID-19
because 1 live in a group setting, have a long smoking history, and a history

of emphysema.

11. DN3 is an inpatient unit with 21 other patients, all of whom are
male.
12, DN3, to my knowledge, has not had a patient who has tested

positive for COVID-19. Dutcher North 2 and Dutcher South 2 have both
had patients who were symptomatic or tested positive for the virus,
resulting in the residents of those units being quarantined.

13. There are three shifts of staff that come on and off DN3. First
shift has professional staff, including a psychiatrist, psychologist, social
worker, rehabilitation therapist, and two nurses. There are usually four
mental health associates, who function as front-line staff. On the second

and third shifts, there is a nurse and three or four mental health associates.

3




Case 3:20-cv-00594-JCH Document 25-5 Filed 06/08/20 Page 5 of 27

14. | sleep in a room with one roommate. Our room is about 10-12
feet square. We both have beds that are about four to five feet apart. |
usually sleep from 9 p.m. to 5:30 a.m.

15. | usually get up at approximately 5:30 a.m. | go to the
bathroom. All 22 patients share one bathroom. There are three stalls, two
urinals, three sinks, and four showers. There are often five or more
patients in the bathroom at any one time from 5:30 a.m. to 8:30 a.m.
Patients are almost always closer together than six feet apart, usually just a
foot apart. Very few patients are wearing masks.

16. There are three soap dispensers in the bathroom. Soap runs
out sometimes on the weekend because maintenance-cleaning staff do not
work on the weekends. Hospital administration have determined that we
cannot have Purell or any hand sanitizer that has any alcohol in it.
Apparently someone has determined that the small risk of someone
ingesting hand sanitizer outweighs the risk of contracting a deadly virus in a
pandemic.

17. WFH did not provide any masks to patients until the
Connecticut Legal Rights Project asked for masks for all patients on April

22, 2020. Masks were provided the next day, on April 23, 2020.
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18. Wearing masks is encouraged but not enforced. Most staff, but
hot all, wear masks regularly. Many patients are not wearing masks.

19. DN3 goes to breakfast as a whole unit, all 22 of us at one time.
The dining hall is in the basement of Dutcher Hall, four floors down. There
is one elevator in the building. The elevator is about four feet wide by eight
feet long. Every day, some pack into the elevator shoulder to shoulder and
head down for breakfast. Some patients line up at the stairwell and are
escorted down the stairs and we are close together. | take the stairs down
and the elevator up.

20. The Dutcher dining hall is in the basement. It is a large open
room with about 10 tables. We stand in line shoulder to shoulder, get our
trays, and sit down at tables with no masks and no gloves. Sometimes
there are two units all in the dining room at the same time. There is no
social distancing. We all eat close to other people, within six feet. We
have thirty minutes to eat breakfast from 8 a.m. to 8:30 a.m.

21. After breakfast on Wednesday we have a unit community
meeting, where unit residents gather in close proximity in the day room.
Having been in Whiting Forensic Hospital for twenty-seven years with my

mental health condition in full remission, | rarely attend.
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22, The first pass time is at 9 a.m. Pass time is allowed for people
who have worked their way through the system of behavioral control and
clinical stability to have a status of Level 4 with pass time. Level 1is
confined to the unit. Level 4 is the highest level. A full Level 4 gets pass
time out of the building for one hour at a time without direct staff
supervision. There are cameras all over campus and an entire unit of
DMHAS Police on grounds.

23. Currently | am escorted to my radiation therapy for Stage IV
prostate cancer every morning. The radiologist’s office is in Middletown. |
go every day from 9:30 a.m. to 11 a.m. | will have radiation treatment for
nine weeks.

24, | am currently a limited level four with two pass times, 10 a.m.
to 11 a.m. and 11 a.m. to 11:30 a.m. | use the pass times to walk and
socialize.

25. When | am on the unit, | play cards on the unit with other
patients and staff.

26. At noon we go to lunch to eat. | take the stairs down to the
dining room and the elevator up. There are six or seven people in the

elevator when we go up. Lunch is from noon to 12:30 p.m.
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23

DR. MARC HILLIBRAND, CALLED AS A WITNESS ON

| BEHALF CF THE DEFENDANT, HAVING BREEN DULY SWORN BY THE CLERK

OF THE COURT, WAS EXAMINED AND TESTIFIED AS FOLLOWS
THE CLERK: Please state your name and address,
your work address, for the record and spell your last
name, please?
THE WITNESS: Marc, with a C, last name is H-I-
1~L-I-B-R-A-N-D. The address is 11 South Main Street
in Middletown, 06457.
THE CLERK: Thank you.
THE COURT: Please be seated, doctor. Good
afternoon.
THE WITNESS: Geood afternoon-
THE CQURT: Attorney Manko.
ATTY. MANKO: Thank you, Your Honor.
DIRECT EXAMINATICN BY ATTORNEY MANKO:

0 Good afternoon, Doctor Hillibrand.

L  Good afternoon.

Q0 If you could please state your educational
background?

A Yes. I have a PhD from Keﬁt State University in
Clinical Psychology. I did a postdoctoral training at the
Whiting Forensic Institute in Connecticut and then worked
there for another 26 yeérs and became a Director of
Psychology until I retired. And then I moved to full-time
private practice which is what I do now, including forensic

asgessments.
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0 And how long did you say you were at CVH?

A A total of 26 years, most of them at Whiting.

0 And what were your responsibilities there?

A Well, I started off as a unit psychologist at the
Whiting maximum security building, and that’s actually where

I originally met Mr. Ardizzone in the 20's. and my duties

| involved the treatment of insanity eguities and then also

preparing forensic reports on them and testifying to the
courts, including the pPsychiatric Security Review Board.

0 You mentioned -- When did you first meet Mr.
Ardizzone?

n - In the mid 90's. He resided on several units at
Whiting and our paths crossed, I think, twice in the 30
years or SO that our tenures overlapped.

0 Since you’ve been in private practice, how did you
come to meet or be associated with Mr. Ardizzone?

A So in 2017 you requested that I conduct a
psychological evaluation and a forensic evaluation of Mr.
ardizzone, which I did, and I then, in 2017, prepared a
report based on that evaluation. And I have updated my
assessment of him once last year in preparation for a court
hearing and again last month I met with him a few times to
find out from him what the developments had been since the
original evaluation in 2017. |

0 And, so, if you could just articulate for the Court
what exactly you did in the last interviews and evaluation?

A  So initially I gave him a full battery of
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psycheological tests. I reviewed the existing records, both
legal and medical records. I interviewed him. And more
recently I read the current medical records and legal
documents, such as the memoranda from the Psychiatric
Security Review Board and reports by CVH to the Board.

9] When you first testified on behalf of Mr. Ardizzone,
you recommended discharge, correct?

A That i1s correct.

Q@ And has anything changed?

A No, this continues to be my opinion that he should be
discharged.

0 If you could reflect on your reasons for reaching

| that conclusion.

A So that conclusion is based on my assessment of him
as an individual who, first of all, has intact intellectual
resources} he functions in the low average to average range.
He suffers from a type of'schizophrenia that it is his good
luck, responds to medication. He had one Psychotic episode
at the time of the incident offense, which is when he
committed that offense that he was later found not guilty by
reason of mental disease or defect. And once treated with
medication he remitted very promptly and has really remained
free of psychotic symptoms for the vast majority of the last
two plus decades. He had one brief flare-up of symptoms in
the 90"s, the one time he stopped taking medication which is
more than 20 years ago. And then around 2006 there was --

he was under various stressors and he started showing =ome
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-

symptoms. He has shown no symptoms of psychosis for the -—-
more than ten years.

T also see in him a commitment to take medication, to

follow the advice of his treaters, in all areas but one and
it’s one that’s very significant in terms of his care, which
is that he has historically and continuously shown disregard
for rules, the rules of the hospital, the rules imposed on
him by the Psychiatric Security Review Board, and I vieﬁ‘
that as part of his personality, & relatively mutable factor
that’s very self-defeating because if he had gone along with
the rules imposed on him by the board, by the hospital, he
probably would have been discharged many, many years ago.

o I think in terms of hig -- the stability of his
response to medication, the clarity of his diagnosis, his
commitment to taking medication and to work with his
treaters, I view him as somebody who has not really
presented a riskrof violent recidivism in more than ten
years. This has actually led to the Psychiatric Security
Review Board granting him temporary leaves. He was out of
the hospital for many, many years, even holding jobs where
he was manipulating Xxitchen knives all day long for a couple
of years. SO if he had -- He had plenty of opportunities to
recidivate and they never occurred. Most of the reasons
that have brought him back to the hospital were a violation
of rules, such as no female visitorszovernight that haven’t
been approved by the Psychiatric Security Rgview Board, no

lottéry tickets, even legal lottery tickets, smoking in

L
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places he’s not allowed to smoke and that sort of thing. So
to me, although those are significant factors, they’'re not
significant with respect to the risk he poses. I think the
risk he poses is minimal.

Q You said from your review of the record that he was
returned to the hospital four years ago based upon rule
violations. From your perspective as a member of the
hospital team for many years, what would you imagine the
purpose would be to return him to the hospital?

A Well, I think the purpose of returning him to the
hospital is the following: the Psychiatric Security Review
Board operates within a structure and functions in a matter
that basically goes like this. It says we want people to
adhere to their treatment. We want them to take
medications. We want them to follow psycho-social
treatments like therapy, et cetera. Then we want to see
some progress in terms of symptoms, see if they improve, if
they can become free of symptoms. 2nd then as this is
demcnstrated over time and they abide by the various rules,
whatever they may be, the rules imposed by the Board or the
hospital, as a function of that demonstrated “good
behaviot,” the individual, the acquittee, gets awarded more
privileges, more freedom, more autonomy, can at some point
move to the community and be increasingly involved with all
decisions that affect his or her care; that’s the model.
For most individuals that model works and beople respond to

treatment, get better, follow the rules, and end up in the
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1 |community and eventually discharged, and T7ve witnessed many
2 |of those. and for some of these people they were much more
3 |symptomatic than Mr. Ardizzone is. But in his case these

4 |recurrent rule violations have periodically brought him back
5 |and so here we are.

6 Q0  And when you say other patients that follow the rules
7 lare more symptomatic, what do you mean by that?

8 A No. What I meant to describe is that some people, a
9 {number of people, have been released to the community and

10 |eventually discharged from under the Board, from the

11 |oversight of the Board, who had more symptoms of psychosis
12 {than he does. He has, egssentially, been free of psychotic
13 {|symptoms for certainly ten plus years, of any symptoms.

14 Q The rules that are promulgated are -- what’s the

15 {basis for the rules?

16 A Well, the basis of the rules is in parﬁ —— The rules
17 |that come from the hospital have to do with the proper

18 |running of a hospital. &As a hospital you're responsible for
19 |the well-being of your folks. There are even state laws

éO about smoking in public pléces, so therefore the hospital

21 {cannot allow smoking on the hospital grounds, for example,
22 |so that’s the purpose of some of the rules. The other
23 |rules, such as those imposed by the Board, are for the
24 |safety but in a very proad sense. So, for instance, if the
25 |Board wants to approve female visitors, in part to assure
26 |that they’ re not ex-felons and that’s one of the things that

27 lthey check, and whether they think this might be a bad
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influence on the acguittees.

@ But in Mr. Ardizzone’s case, prohibition against
gambling, associating with women not approved, is there a
therapeutic basis to that?

A I would say itfs not a therapeutic basis, it’s a risk
management basis. So, for instance, with the prohibitiocon
against gambling is generic, it applies to all the -- as far
as I know applies to all acguittees. They’re not allowed to
consume alcoholl They’'re not allowed to gamble and they’re
not allowed to associate with people who'/ve been convicted
of crimes.

Q So in the recent few years you’ve had contact with
Mr. Ardizzone, has he experienced, maybe not traumatic, but
events in his life that you’ve discussed with him?

A Well, I would say the most significant of those is
his recent diagnosis of prostate cancer. So that would be a
considerable stressor to anybody. I think somebody in his
position, anybody with a significant psychiatric illness
would be burdened even more by that. 2And I think the fact
that he has been very measured in coping with tﬁat, going
for treatment and maintaining his good spirits and his
collaboration with the team and with his oncology treaters,
shows that he’s capable of handling a very significant --
what would be a very significant stressor for any of us.

@ So I will ask you again, it’s your opinion that if
the Court were to grant his application that Mr. Ardizzone

would fare well in the community without oversight by the
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functioned mostly as an outpatient psychiatrist in different
locations.

I also have worked at Whiting Forensic Hospital. I
worked there from August of 2016 until March of 2019.

Q And where are you currently?

A Currently, I am working at the Solnit Children’s
Center in Middletown which used to be the Riverview
Hospital.

O And are you familiar with Vincent Ardizzone?

A Yes, I am.

Q@ And how are yqﬁ familiar with him?

A T'm familiar with him because he was under my care
while I was working at Whiting Forensic Division, Dutcher,
and he became my patient, I believe, in December of 2016,
and he was under my care until March of 2013.

Q0 And what can you tell us about Mr. Ardizzoﬁe, his
diagnosis and his treatment while under your caref?

A Well, his diagnosis was schizophrenia and he was
treated with antipsychotic medication, injectable
formulation that he would get every two weeks. Mr.
Ardizzone responded very well to the treatment. When I
first started treating Mr. Ardizzone he had been
psychiatricaliy stable for 12 years. No psychotic symptoms
in that entire period of time. 2&nd I simply continued the
medication that he was already on because of his stability.
He was always compliant with the medication and didn’t

report side effects.
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| )

0 And you're familiar with his deficiencies, correct?

A Yes.

Q Which are?

A  Well, his deficiencies are that he doesn’t have too
much patience with the system. It seems like at times he
doesn’t follow the rules, you know, like the hospital rules
or the rules that are set forth by the PSRB and things like
that. But I think that moat of the times when this happens
itfa really out of his frustration because of the extensive
period of time that he finds himself confined, you know, in
a maximum security or moderate security facility. I tﬁink
it’s just, kind of, acting out some of that anger and that
frustration.

Q and how does he exXpress that anger and frustration?

A Well, he challenges, sometimes, the rules, you know,
questions the motivation, you know, behind certain hospital
rules. For example, when T started working at Connecticut
Valley Hospital patients were able to smoke inside the
hospital. And then they were able to smoke not in the
hospital but on grounds . and then that was, you know,
stopped. So, you ¥now, he often would bring that to the
front, like it's really not fair. We don’t have too many
pleasures available to us here. Why can’t we smoke? S0
that’s most of the manifestations, you know, like violating
the rule of smoking on Campus.

0 pDid you find that to affect his psychiatric

condition?
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A No.

Q So the last time you were his treating physician was,
did you say, in 20007

A 2019.

Q 2019. About a year ago?

A Yes.

Q Have you been in communication with Mr. Ardizzone
since?

A Yes. Mr. Ardizzone contacts_me at my place of
employment every so often, maybe once or twice a month.

O And what’s the subject of those conversations?

A Well, the subject i1s his pursuit of freedom. You
know, his frustration with the fact that he’s been stable
psychiatrically for so long and he still finds himself.
confined. |

Q0 And while you were the treating psychia£rist, was
there discussion with regard to applications for temporary
leave?

A Yes, there were.

0 And what became of those?

" A Well, the problem was that because.he would break
some of the rules, you know, it kind of hindered on our

ability to move forward many times. Because, for example,

there was a system in Dutcher where you progress in your

level of privilege, meaning the amount of freedom that you

have, right. And, so, it’s usually the norm that in order

to start that process of temporary leave applications, the

\
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—

1 |patient has been at the maximum of that level of freedom and

2 lautonomy for an extended period of time, which means like a

3 full level four.

and, s0O, vinnie had trouble maintaining

4 lnis full level four, not because he was psychiatrically

5 |unstable but because he was tempted sometimes to smoke

6 outside. ©&o that

was the main reason why it’s taken this

7 |long.

8 Q  Again, itrhéd nothing to do with his psychosis?
9 A No.
10 o And as his treating psychiatrist, what kind of

11 |therapy or what would he receive in the hospital outside of

12 |medication?

13 A Well, when

he was in the hospital he received

14 |individual psychotherapy with a psychologist. He went to

15 |group therapy- BHe did rehabilitation activities. Mostly

16 f§that.

17 Q And while you were his treating physician, did you

18 |find him at all times to be not a danger to himself or to

19 others?

20 A Yes. I consistently found him to be not a danger to

21 himself or to others.

22 ATTY. MANKO: 1T have no other questions. Thank
23 you.
24 THE COURT: Attorney Kelley.
, ‘
25 ATTY. KELLEY: Thank you.

26 CROSS —_-EXAMINATION

BY ATTORNEY KELLEY: )

27 Q cood afternoon, Doctor.
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know Mr. Ardizzone?

.y Ifve known him ever ;ince I’ve been at Whiting, I've
known Vinnie. He was on my unit for approximately two years
so I was directly involved with his care. But since then
1’/ve known him peripherally by doing mental status exams and
seeing him in various occasions and case conferences and
various meetings.

Q And from your knowledge, Jjust briefly tell the Court,
Vinnie’s diagnosis?

A His diagnosis has been in the psychotic realm of
schizophrenia, that’s his diagnosis, primary diagnosis, his
only diagnosis and that’s my impression.

0 And what is the status of that diagnosis when you
were treating him?

n He had an episode at the time of his crime where he
became delusional, paranoid, disorganized, psychotic,
impulsive, erratic, but since the time that he has taken
medications, he has since had no symptoms, since 1've known
him for the 13 years that I've ¥nown him, he’s had no
symptoms of psychosis. He's had no symptoms of impulsive,
errétic, unpredictable behaviors that have caused anyone any
harm in any way. He's never been a danger to himself or
others and he’s never been gravely disabled.

0] You’ re aware, I’m sure, that he continues to be in
the hospital basically for his in ability to follow ruies?

A Yes, that’s why he’s been kept in the hospital. He's

been confined because he has broken the sex and the
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cigarette rules, and the lottery ticket rules which I think
is, you know, extremely demoralizing.

0 ﬂow do you relate those rules to his diagnosis and
his present status as being in remission?

A I den’t relate to his diagnosis at all.

Q Do you believe that one has any effect on the other?

A No, I don’'t. I believe his rule breaking is mere of
a personality attitude problem. He has a defiant streak in
him. He likes tc express himself honestly and forcefully to
other people regarding his desires, his likes, his
interests; and he has a bit of an attitude that can rub
people the wrong way.

0 Rubbing people the wrong way, but have you ever seen
or been aware of in any kind of aggréssive manner?

A He has never been aggressive, never, Ino gestures, no
speech, no behavior, no inappropriate sexual behavior in any
manner, shape or form that I’'ve ever seen and I've never
seen any documentation of it.

9] So while you were his treating physician, again, I
think you said he’s not a danger to himself or to others,
correct? .

A Absblutely not.

Q And he requires medication?

A lYes, he does.

0 And when you were his treating psychiatrist, did he
give you any reason to believe that he would discontinue his

medication?
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A

on —-

before the Court.
You feel passionate about Mr. Ardizzone.
What's that?
You feel passionate about Mr. Ardizzone’s release?
Yes, I do.
And why 1s that?
ATTY. KELLEY: Objection, Your Honor.

T think this is a cruel and unusual punishment. I

think it violates the Eighth Amendment. I think it’s based

THE COURT: There’s a -—-Dr. Peterson --

THE WITNESS: He asked me a guesticn.

THE COURT: You’re going to listen to me, okay,
sir. You’re the witness, I'm the Judge; I’'m going to
rule on the objection. Okay? Thank you very much.

THE WITNESS: Sorry.

TEE COURT: The basis of your objection?

ATTY. KELLEY: Irrelevant. Whether or not Dr.
Peterson feéls passionate or not, we’re not here —-
The Court is here to determine facts, his personal
feelings don’t enter into it.

THE COURT: I understand. So I’1ll sustain that
objection.

THE WITNESS: Uh-huh.:

ATTY. MANKO: I have no other quéstions.

THE COURT: Any other questions?

ATTY. KELLEY: No questions, Yocur Honor.
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594

V.

Ned Lamont, Governor, et al.,
Defendants.

)
)
)
)
Plaintiffs, )
)
)
)
)

May 23, 2020

Affidavit of Gail Litsky

|, Gail Litsky, being of lawful age and understanding the obligation of
an oath to tell the truth, after being so sworn, and upon personal
knowledge, state and allege as follows:

1. | am a 53-year-old woman and my legal status is committed to the
jurisdiction of the Psychiatric Security Review Board (PSRB). | was
committed on January 13, 2015.

2. | have been committed to Whiting Forensic Hospital for five years.
This is my first admission to Whiting Forensic Hospital for any reason.

3. | am a mother of two children. When my incident occurred in 2014, |
was 47 years old and had no prior criminal record. Prior to my commitment

| struggled with poverty and homelessness.
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4. | resided in Whiting Max Unit 1 for over four years, from January 13,
2015 to September 3, 2019. Although Unit 1 is a competency restoration
unit and | am an acquittee, | was assigned there because the general policy
is that female acquittees are placed on WFH U1. It was difficult being a
female acquittee on Unit 1 because | was a long-term patient and many
other women would be admitted and discharged after resolution of their
competency restoration. Some were found competent, plea out and be
discharged. Some would be found not competent and get civilly
committed. It was difficult seeing other women charged with crimes come
and go over the years, while | was stuck on the competency unit with
mostly competency restoration groups, treatment and education. All the
while, | maintained stability without psychiatric medication. | was assaulted
five times on WFH U1.

5 | was transferred to Dutcher North 2 (DN2) on September 3, 2019. |
am the only female on DN2 due to a conflict with a patient on DS3. The
general policy is that female acquittees are placed on DS3.

6. | am currently a Level 4 with six pass times on campus. This means
that | may leave the Dutcher building and be outside without direct staff
escort within the privilege boundaries of Whiting Forensic Hospital. On

pass times | get fresh air, walk the grounds, and socialize.

2
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7. My mental health condition is stable and | do not take psychiatric
medication. | do not have a conservator. My treatment team closely
monitors me for mental health symptoms. | have not had any assaultive or
aggressive behavior in five years at Whiting Forensic Hospital. | have not
been secluded or restrained. | have not had any forced intra-muscular
psychiatric drug administered for a psychiatric emergency.

8. | have asthma and have an inhaler on order. | have high blood
pressure, high cholesterol, pre-diabetic, GERD and overweight. | take
medication for high blood pressure.

9. in mid-March 2020, | became aware of the serious nature of the
coronavirus outbreak and that Whiting Forensic Hospital patients were at
risk because we live in close quarters, cannot social distance, and have
three shifts of hundreds of staff moving in and out of the hospital every day.

10. On March 27, 2020, | requested to take my meals on the unit
instead of going to the dining room/activity room with the rest of the
patients and staff. | thought that picking up my tray in the dining room in a
line of people in close quarters and eating in the activity room created an
unreasonable risk of infection because we were all too close together and
people were not wearing masks. We came in to the dining room food line

and were exposed to the 15-20 patients from DS2 while we got our trays.

3
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We (DN2) got our trays in the dining room and went down the hall to the
activity room. In the activity room, patients sit together at tables and it is
usually impossible to sit more than six feet from others.

11. Dr. Strockbine, a psychiatrist and the Dutcher Medical Director,
refused to let me eat on the unit.

12. On March 30, 2020, due to my asthma and other health
conditions, | raised my request to eat on the unit (DN2) with Dr. Aberientos,
an internal medicine doctor, designated as ambulatory care services (ACS)
by WFH. She is the ACS doctor that covers DN2. Dr. Aberientos denied
my request. Staff made clear to me that if | wanted to eat, | had to go to
the dining room like everyone else. An order was written instructing staff
not to bring food to the unit for me to eat.

13. On April 2, 2020, Dr. Kale, the DN2 psychiatrist, ordered that |
be allowed to eat on the unit because my asthma created a heightened risk
regarding the virus.

14, Throughout April 2020, | became more concerned about the
virus and the lack of masks, gloves, and social distancing in Dutcher. From
March through April 22, 2020, patients were not given masks, even if we
asked for them. Staff had masks, but few had them on their faces for any

significant part of the day.
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15. On April 9, 2020, the program manager for Dutcher held a
community meeting on DN2 and told us that if anyone reported symptoms
the whole unit would be quarantined for seven days.

16. On April 13, 2020, Hal Smith, CEO of WFH, finally mandated
that staff wear their masks while in patient areas.

17. On April 22, 2020, my attornéy with Connecticut Legal Rights
Project (CLRP) wrote an email to the Whiting administration. Later that
day, the program manager announced to the unit that we would be allowed
one mask a week upon request. Administration had previously told us that
masks were for staff and only those patients who tested positive for
COVID-19, but now they were going to offer masks to all patients.

18. On April 23, 2020, my unit, DN2, had its first very sick patient.
He was taken off the unit on a stretcher and taken by ambulance to
Middlesex Hospital.

19. On April 24, 2020, the unit was put on quarantine for fourteen
days because the patient had tested positive for COVID-19. The program
manager met with us and went through the rules for quarantine. She said
that masks had been ordered for patients. Mask instructions were posted

on the window of the nurses’ station.
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20. Since | am the only female on the unit, | have a single room and
my own bath room. All of the other 12 male patients are doubled up in their
rooms and share one main bathroom. The roommate of the patient who
was taken to the hospital remained on the unit and was allowed to be out in
the common areas with us and ate with the rest of the unit. He was not
confined to his room.

21. There is almost no treatment since the virus outbreak. First-
shift professional staff, psychiatrist, psychologist, social worker and
rehabilitation therapists, are split in two groups, so anly about haif of them
are on the unit at any one time each week.

22. The lead Mental Health Associate (MHA) who took the sick
patient to Middlesex Hospital on April 23, 2020, was off work on April 24,
2020, but was back at work on April 25 and 26. | was surprised at this
since he was in close contact with the Covid-positive patient but was back
at work after one day off.

23. We were told by staff that the patient tested positive for the
virus and we would have to stay on quarantine for the full fourteen days.

24, DN2 has two patient phones for 20 patients. The phones are in
an open common area. We have two TV rooms, a small room and large

room. The phones are not even cleaned once a day.

6
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25. While we were on quarantine, we were only allowed off of the
unit for fresh air once a day from 5:30 p.m. to 6:15 p.m.

26. While we were on quarantine after April 23, 2020, we had to
take meals on the unit. Patients were eating and were not keeping six feet
of social distancing and, of course, were not wearing masks while eating. |
started eating in the hall outside my room on the floor.

27. After we were quarantined on April 24, 2020, we were locked
down on the unit, but all three shifts of staff continued to come and go on
and off the unit. | was very concerned when | learned that staff were being
mandated to work double shifts on different units, including our quarantined
unit.

28. On April 28, 2020, | got in an argument with one of the staff.
Staff retaliated against me by claiming | was a choking risk and so could no
longer eat in the hall. | was told | had to eat with the rest of the male
patients even though there was no social distancing and masks, and | had
asthma and hypertension and was at increased risk for severe respiratory
symptoms from the virus. The staff knew that | was very scared about
being infected. This felt retaliatory and cruel to me.

29. On April 29, 2020, a nurse showed me the doctor’s order

prohibiting me from eating in my hallway or room. No other safe eating

7
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arrangements were offered. | called WFH administrators to complain about
the retaliation and unsafe conditions of confinement.

30. On April 30, 2020, | learned that a patient in Connecticut Valley
Hospital, another building on the campus that includes Whiting Forensic
Hospital, had died from the virus. | felt terrified. All of my worst fears were
coming to pass.

31. On April 30, 2020, my attorneys at CLRP filed a federal
complaint to get safe conditions of confinement for me and all the rest of
the patients at CVH and WFH. [ cried when | read the complaint. It gave
me a glimmer of hope.

32. On May 2, 2020, even after a death from the virus and patient
on our unit infected, staff were inconsistent in wearing masks and no one
enforced the rules for masks and social distancing. In fear, | had been
spending almost all my time in my room when on the unit. Almost no
treatment was taking place on the unit.

33. By May 5, 2020, staff were almost always wearing their masks
when they were around us. Many patients, however, were still not wearing
masks and keeping six feet of social distance and staff were not enforcing
the rules.

34. On May 7, 2020 our unit was taken off quarantine.

8
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35. On May 11, 2020 the infected patient came back from the
hospital and was confined to the isolation room on DN2. 1 was relieved
that he survived. On or about May 13, 2020, the patient was released from
isolation and was back on the unit with the rest of us.

36. From the start of this pandemic until May 13, 2020, we were
never offered testing. We were offered one mask a week, continuing
through the present time. There has been no consistent education and
reinforcement about the importance of wearing a mask and keeping social
distancing.

37. On May 13, 2020, administration told us that they were going to
test everyone for the virus, but that such testing was voluntary.

38. Our unit was tested during the week of May 20, 2020. | initially
declined because | was afraid to do it and then get quarantined or isolated
or sent down to WFH Max where | had been mistreated. | changed my
mind and requested to be tested but have not been offered testing again.

39. On May 22, 2020 | saw on the news that a fourth patient died at
CVH. ltis very scary to be locked up in WFH with no control over who | live
with, where | live, how often my bathroom is cleaned and disinfected, how
clean the phones are, and where and what | eat. |am just locked up

waiting for the virus to come in with a staff-person who is upset and

9
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594
Plaintiffs,
V.

Ned Lamont, Governor, et al.,
Defendants.

T T S S N g

May 23, 2020

Affidavit of Francis Clarke

| Francis Clarke, being of lawful age and understanding the obligation of
an oath to tell the truth, after being so sworn, and upon personal
knowledge, state and allege as follows:

1. 1 am a 72-year-old Veteran of the Vietnam War. | was honorably
discharged as a Buck Sergeant, Specialist E5 in the United States Army.

2. | have never been admitted to Whiting Forensic Hospital before. |
have never had treatment for a mental health condition until | was admitted
to Whiting Forensic Hospital in 2019.

3. My sister Marion Clarke is my conservator. She was just recently
appointed on January 10, 2020. WFH was the petitioner.

4. Before my admission to Whiting Forensic Hospital (WFH), | had my

own apartment at 353 Main Street in Hartford, Connecticut.

1
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5. | dropped out of high school to join the Army. After | returned home, |
got my high school diploma, went the Manchester Community College and
obtained an Associate Degree in Biology. My work includes working for the
Post Office and for the state highway department.

6. | have Veterans Administration health care and Social Security
retirement for income.

7. On October 18, 2019, | was in the front seat of my parked car in
Glastonbury, Connecticut, when | was arrested by the police for driving on
a suspended license and no car insurance. | was not driving at the time. I
was sitting in the front seat of my car minding my own business.

8. On November 14, 2019, | returned to Superior Court in Manchester,
GA 12 and was found not competent to stand trial. | was sent to Whiting
Forensic Hospital maximum security service for competency restoration. |
was sent to WFH U3. | am still on Unit 3.

9. | was not offered competency restoration in the community. | would
have accepted that if offered.

10. | was not offered diversion or what my lawyer has told me is
called Track 2. Track 2 is the offer to accept treatment as a voluntary or

committed patient instead of the criminal commitment. If { would have
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completed the voluntary treatment under Track 2, | could have had my
charges Nollied.

11. | have been on WFH U3 for competency restoration. On or
about February 10, 2020, | returned to Superior Court and was found not
competent and not restorable and returned to WFH U3 for civil
commitment.

12. On February 21, 2020, | went to probate court in Middletown,
held at Connecticut Valley Hospital, for civil commitment. Judge Marino
offered me the option of staying as a voluntary patient and working on a
good discharge and | accepted it.

13. Shortly thereafter the Coronavirus outbreak started to hit WFH.
| am 72 years old, have asthma and am at high risk for infection and death
from Coronavirus.

14. | wanted to be discharged back to my apartment. WFH staff
and my conservator disagree. They want me to go to the VA nursing home
in Rocky Hill. But the VA nursing home in Rocky Hill is not taking any
admissions because of the virus. So | have waited.

15. | am stable, not dangerous to self or others or gravely disabled.
| have been ready for discharge for months and have been unnecessarily

kept at WFH U3.




Case 3:20-cv-00594-JCH Document 25-7 Filed 06/08/20 Page 5 of 5



Case 3:20-cv-00594-JCH Document 25-8 Filed 06/08/20 Page 1 of 4

Exhibit 7




Case 3:20-cv-00594-JCH Document 25-8 Filed 06/08/20 Page 2 of 4

IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,
On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv594

V.

Ned Lamont, Governor, et al.,

)
)
)
)
Plaintiffs, )
)
)
)
Defendants. )

May 24, 2020

Affidavit of Rahab King

|, Rahab King, being of lawful age and understanding the obligation of an
oath to tell the truth, after being so sworn, and upon personal knowledge,
state and allege as follows:

1. | am a 38-year-old man.

2. | am an acquittee committed to the jurisdiction of the Psychiatric
Security Review Board (PSRB). | was committed to the PSRB in August
2012,

3. | moved to Dutcher Hall from Whiting Forensic Hospital maximum
service in July 2015. | worked my way up to a full Level 4 with six pass

times in 2016 and have maintained it for four years.
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4. My treatment team, Consulting Forensic Psychiatrist, the Forensic
Review Committee and the PSRB all approved me for temporary leave in
January 2020.

5. | was going out on temporary leave to a day program with Community
Mental Health Affiliates (CMHA) in New Britain, Connecticut. | initially
started with 1-day temporary leave and worked up to 3 days a week after a
few weeks.

6. In the first week of March my temporary leaves were suspended due
to a combination of a lease non-renewal and funding reduction experienced
by CMHA.

7. | was told | had to find a new catchment area and Local Mental
Health Authority provider in order to re-start temporary leaves.

8. 1 was making good progress through the temporary leave program.

9. To the best of my knowledge, all of the community temporary leave
programs have stopped taking new admissions due to COVID-19
restrictions.

10. | am ready for full Phase 2 temporary leave, conditional release
or discharge. My mental health condition has been stable for many years.
| am compliant with treatment and medications. | am not a danger to

myself or others and would be safe in community with residential services
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IN THE UNITED STATES DISTRICT COURT
DISTRICT OF CONNECTICUT

Thomas Wilkes, et al.,

On behalf of themselves and
all other persons similarly
situated,

Civil No.: 3:20cv524

Plaintiffs,
V.

Ned Lamont, Governor, et al.,
Defendants.

N M S e Nt ot

May 26, 2020

Affidavit of Richard Gudis

|, Richard Gudis, being of lawful age and understanding the obligation
of an oath to tell the truth, after being so sworn, and upon personal

knowledge, state and allege as follows:

1. 1 am an attorney licensed to practice law in the State of Connecticut.

2. | have practiced law in Connecticut since 2003.

3. | am the conservator for Tom Wilkes and Barbara Flood.

4. | have been a court-appointed attorney representing patients in
psychiatric hospitals for the last eight years, primarily at Connecticut Valley
Hospital (CVH), Whiting Forensic Hospital (WFH), and Lawrence and

Memorial Hospital in New London.
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5. | am currently a conservator for about eleven patients at CVH and
WEH. | have been a conservator for many more patients at CVH who were
successfully discharged to the community.

6. | also am a Major in the Connecticut National Guard. | have been
called to active duty to assist with the state of emergency response and the
emergency public health crisis but have remained in close contact with
CVH staff and my clients during the crisis.

7. | have been Tom Wilkes' conservator of person since September 17,
2018 and his conservator of estate since October 2019. Tom Wilkes is a
67-year-old veteran of the Vietnam War.

8. Mr. Wilkes has chronic Hepatitis C, Dyslipidemia, Hypothyroidism,
and obesity, caused primarily by many years of psychiatric medication.

9. Mr. Wilkes, due to his age and existing medical conditions, is at high
risk of infection and death from COVID-19.

10. On May 4, 2020, Mr. Wilkes was still residing in B3S when he
started experiencing nausea, vomiting, diarrhea, and a fever of 105.00. He
was sent to a different unit then transferred to Middlesex Hospital.
Fortunately, his fever broke and he stabilized and was sent back to CVH to

the quarantine unit, Merritt 3D.
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11. On or about May 14, 2020, Mr. Wilkes was transferred from the
quarantine unit to Woodward 2 North.

12. | am working with the staff on the unit to get him discharged out of
CVH.

13. | am the conservator of person and estate of Barbara Flood. | have
been her conservator Since October 7, 2016. Ms. Flood is a 64-year-old
woman who has been committed to CVH since June 2013. Ms. Flood’s
primary reason for being at CVH for so long is because she needs dialysis
three times a week. Ms. Flood has end-stage renal failure. She has been
on supplemental oxygen at times too.

14. Ms. Flood resides on Woodward 1 North. She has been considered
discharge-ready by CVH staff for over a year. Ms. Flood is willing to go
anywhere upon discharge. The primary problem is getting a community
dialysis provider to agree to provide her treatment. Right now, Ms. Flood
gets dialysis three times a week at CVH from DaVita Dialysis, a private
dialysis provider who is on contract with CVH. For reasons unknown,
DaVita refuses to treat her anywhere other than CVH.

15. Ms. Flood's end-stage renal failure and oxygen insufficiency place
her at high risk of significant respiratory failure and organ failure if she were

to contract COVID-19.
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16. CVH must ensure that Ms. Flood and Mr. Wilkes are safe in
Woodward Hall, including strictly enforcing social distancing rules, staff
wearing PPE, testing and retesting of patients and staff for COVID-19 and
frequent cleaning of their units and all of Woodward Hall.

17. The Coronavirus outbreak required the Connecticut Department of
Mental Health and Addiction Services (DMHAS) to quickly adapt and
implement innovative solutions to achieve the appropriate safe social
distancing measures. The Department failed timely to implement even
minimal protections for patients at CVH. | am aware that the State of
Connecticut established special overflow facilities for numerous hospitals
throughout the state of Connecticut as well as COVID-specific homeless
shelters. DMHAS did not avail themselves of these resources.

18. DMHAS never contacted me to discuss alternative placements such
as hotels, family units, supportive housing or shelters. In my opinion, the
leadership of DMHAS and the State of Connecticut failed to display the
minimal professional judgment | expected for the protection of my
conserved persons.

19. This is an endemic problem with DMHAS. DMHAS is deficient in
providing the resources to ensure patients can timely discharge to the most

integrated setting. The State has failed to ensure that there are adequate

4
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Ned Lamont
Governor
Renée D). Coleman-Mitchell, MPH

L Susan Bysiewicz
Commissionet

Lt. Governor

COVID-19 Guidance for Long-Term Care Facilities - March 26, 2020

The Centers for Disease Control and Prevention (CDC} has published guidance on COVID-19 for long-term care facilities
(LTCFs}. The CDC LTCF guidance is also relevant and useful for long-term acute care hospitals and assisted living
facilities. This memo supplements the CDC guidance.

The elderly and those with certain underlying medical conditions have high morbidity and mortality from infection with
SARS-CoV-2, the virus that causes COVID-19. This virus spreads easily, and aggressive infection control practices are
necessary to blunt the serious impact of COVID-19 in facilities while maintaining high-quality long-term care for your
residents. We understand such a balance under these circumstances is very challenging, and we thank you for your
efforts.

The health and safety of Connecticut patients and healthcare personnel is a top priority of the Connecticut Department
of Public Health (DPH) as the COVID-19 pandemic progresses. As we learn more about COVID-18 and as the landscape of
our healthcare system changes in response to the pandemic, guidance will continue to be adapted and modified. It is
important to stay up-to-date on guidance on CDC's website for your facility type.

Questions about infection control, residents or staff with possible COVID-18, and possible clusters can be directed to the
DPH Infectious Diseases Section {860-509-7995). Other questions about COVID-19 can be emailed to

COoVID19.dph@ct.gov.

Preventing Introduction of COVID-19 into LTCFs: Recommendations for Visitors and Staff
CDC recommends restricting visitors, with certain exceptions {e.g. end of life and compassionate care situations), Thisis

also mandated by the State of Connecticut.’ CDC also recommends cancellation of all trips outside of the facility, and
residents who must regularly leave the facility for medically necessary reasons (e.g. hemodialysis) shouid wear a
facemask whenever they leave their room: inside your facility, during transportation, and during medical visits outside
the facility. Having a mask on residents who leave the LTCF will lower their risk of becoming infected outside the facility
and subsequently transmitting Infection within the LTCF.

DPH recommends assessing symptoms and temperatures for all personnel at the beginning of their shifts, preferably
outside or near an entryway, away from residents. Social distancing during this process should be maintained. LTCFs
should consider asking personnel to check their temperature at home and not come to the facility if they have a
temperature 100.0°F or higher, or other signs or symptoms of respiratory illness. This will prevent infected personnel
from exposing others during the start-of-shift screening process.
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personnel with respiratory symptoms or signs should be evaluated by their physician.? Staff should be reminded to stay
home if ill. They should immediately notify supervisors, put on a mask, and leave the facility if they develop respiratory
symptoms during a shift.> Those with documented or presumptive COVID-19 should not enter the facility and should
not return to work until permitted in accordance with the latest CDC guidance.”

We recommend that staff movement within the facility be as limited as practicable, They should be assighed to
particular areas of the facility, and movement between wings and floors should be limited. Identity staff who have jobs
at other facilities as potential carriers of illness between facilities. Staff should practice social distancing with at {east six
(6) feet of separation from each other and from residents, except as necessary to deliver care.

Custodial services are essential, as SARS-CoV-2 spreads easily from contact with infected surfaces; adequate staffing for
environmental and custodial services should be a priority.

Staff who had prolonged, close contact with anyone suspected or confirmed COVID-19 should be assessed to determine
whether they should be furloughed or work with certain precautions. CDC has guidelines for this risk assessment of
exposed asymptomatic healthcare workers.?

Hand Hygiene; For Residents and Staff
Careful hand hygiene is extremely important to prevent spread of COVID-19. Hand hygiene can be performed with

either soap and water for 20 seconds or with hand sanitizer {(contalning > 60% ethanol or > 70% isopropyl alcohol). Soap
and water should be used if hands are visibly dirty. Alcohol-based hand sanitizer may be more available and easier to
use in healthcare facilities.®

Physical Separation and Common Areas
Residents need to stay separate from each other by six (6} feet or more. Therefore, when possibie, they should not

congregate in common areas for activities. Meals should not be served in common dining roomns.®

Cleaning materials

SARS-CoV-2 persists on environmental surfaces, and proper disinfection is an important component of infection control.
Use an environmental services checklist to be sure that all potentially contaminated high touch surfaces are cleaned,™®
Use EPA approved disinfectants according manufacturer’s instructions on contact time and ditution to ensure
effectiveness.’ Shared equipment {pulse oximeters, for exampie) should be disinfected according to manufacturer’s
guidelines.

Identification of Possible COVID-19 Cases
Early identification of infections is vital for preventing a COVID-19 outbreak. The first step includes frequent clinical
assessment of residents and staff {as mentioned above).

All residents should be assessed at least once daily; some facilities may institute more frequent assessment.
Assessments should include an inquiry about symptoms, and checking for signs of infection (temperature, and possibly
oximeter readings). Long term care residents may have an atypical presentation of COVID-19. Persons with COVID-19
typically experience symptoms or signs of fever, cough, and shortness of breath. Elderly persons with SARS-CoV-2
infection may not have fever, and may instead present with non-specific symptoms and signs such as malaise, dizziness,
diarrhea, sore throat, oxygen desaturation, loss of appetite, or mental status changes.!® Particular attention should be
made to identify sudden changes in behavior,

immediately isolate any resident who is symptomatic or exhibits signs, and evaluate for COVID-19. They should be
placed in a single room {when possible) with the door closed, and they should always have a mask on when outside their
room.
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Testing for SARS-CoV-2

Testing is only indicated for residents or staff with symptoms or signs consistent with COVID-19, even in situations
where there has been contact with a COVID-19-positive person. As with any test, testing only those with symptoms
jowers the risk of false-positive results, Testing informs patient management and infection control planning and
influenza and respiratory viruses should also be considered. CDC guidance for infection control during nasal swabbing
should be followed. ™

Testing is increasingly available through commercial laboratories and is also available from the Connecticut State Public
Health Laboratory (SPHL). Now is the time to determine if your send-out laboratory does COVID-19 testing, their
requirements, and their turn-around-time. If you do not have access to timely commercial laboratory testing, you may
submit specimen(s) to SPHL. COVID-19 testing at SPHL no fonger requires prior approval from DPH Infectious Disease
Section epidemiologists.

CDC provides guidance on specimen collection and handling.!* Specimens must be transported on ice and accompanied
by a SARS-CoV-2 test requisition form.!? Healthcare facilities are responsible for arranging transport of specimen(s} to
SPHL. For facilities that routinely send specimens to a local hospital laboratory for other testing, the hospital courier
may transport the specimen to SPHL for you. SPHL can only perform a limited volume of tests each day; long term care
residents with COVID-19 signs and symptoms will be prioritized for testing at SPHL if it is appropriately indicated on the
requisition form. SPHL can receive specimens 24/7, and COVID-19 testing occurs 7 days a week, For more information:
httns:/fDortaE.ct.gow’DPH/Laboratorv/Laboratorv-Home/Katherine-A-KeEiev-State—Pub!ic-HeaIth—Laborat@/

Appropriate Transfers from LTCFs to Hospitals
Connecticut’s acute care hospitals are already starting to recelve seriously il COVID-19 cases, and numbers are rapidly
rising. LTCFs play a vital role keeping acute care hospitals from becoming overwhelmed, allowing them to continue to
function and care for any of your residents that need the intensity of care that only acute care hospitals can provide:
e Residents can be assessed for COVID-19 and test specimens can be collected on-site in LTCFs when hospital
transfer is not indicated.
e Residents with suspected or confirmed COVID-19 can stay in LTCFs throughout the course of ifiness; transfer for
acute care when that level of care becomes clinically indicated.
¢ LTCFs can receive patients with COVID-19 from acute care hospitals for LTCF-level of care during convalescence.

If a resident with suspected or confirmed COVID-19 requires transportation to a hospital for evaluation and care, please
notify emergency medical services (EMS} who transport the resident and the receiving facility {e.g. emergency
department) beforehand of potential COVID-19 so they can prepare accordingly.

Discharge of Patients with Confirmed or Suspected COYID-19 from Hospitals to LTCFs {or Assisted Living)

€DC provides guidance on when COVID-13 transmission-based infection control precautions can be discontinued.®
Patients can be discharged from a hospital whenever clinically indicated, even when still on transmission-based
precautions. When transmission-based precautions are still required, the patient should go to a facility with adequate
personal protective equipment supplies and an ability to adhere to infection prevention and control recommendations
for the care of COVID-19 patients. Preferably, the patient would be transferred to a facility that has already cared for
COVID-19 cases, in a specific unit designated to care for COVID-19 residents. The patient should be housed in a single
room and restricted to their room, or cohorted with other COVID-19-positive residents.

If transmission-based precautions have been discontinued according to CDC guidance®, but the patient has persistent
symptoms from COVID-19 (e.g., persistent cough), they should be placed in a single room and restricted to their room. If
transmission-based precautions have been discantinued and the patient’s symptoms have resolved, they do not require
further restrictions.*®
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Personal Protective Equipment (PPE)

COVID-19 spreads through respiratory droplets from person-to-person. Surgical masks can block the droplets, and
distancing people (at least 6 feet) can reduce the risk of respiratory droplet contamination. N95 respirators are only
hecessary when patients with COVID-19 undergo aerosol-generating procedures {e.g., open suction, nebulizer
treatments). N95 respirators should be reserved for those procedures, to be performed by fit-tested personnel wearing
a N95 respirator, full face shield or wrap-around goggles, gown, and gloves.” The door should be closed and the number
of people in the room should be as few as possible.

CT DPH is aware that PPE supplies are running extremely low in healthcare facilities within the state and around the
world. With shortages in the PPE supply chain, it is important to assess your PPE supply and utilization rate, and start
measures to stretch your current supply. The first step to resupply is to procure PPE from your current supplier; DPH is
working to bring more PPE to healthcare facilities, including LTCFs.

Maintaining close supervision and security of your PPE inventory during this period of scarcity is prudent. Access to your
stock should be carefully controlled to ensure ready access for staff needing the PPE, while protecting the supply. CDC
has guidance for optimizing all PPE (masks, gowns, eye protection) based on levels of supply.**

References: Please check the CDC and state COVID-19 websites regularly for updates.

1. Department of Public Health order implementing 30-day visitor restrictions at nursing homes and similar facilities:
httns://portaE.ct.gov/a/media/Office-of—the~G0vernor/New5f20200313—DPH—nursing~home-0rder.pdf

2. Interim U.S. Guidance for Risk Assessment and Public Health Management of Healthcare Personnel with Potential
Exposure in a Healthcare Setting to Patients with Coronavirus Disease {COVID-19)
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp. htmi

3. COVID-19 Preparedness Checklist for Nursing Homes and other Long-Term Care Settings
https://www.cde.gov/coronavirus/2019-ncov/downloads/novel-coronavirus-2019-Nu rsing-Homes-Preparedness-
Checklist 3 13.pdf

4, Criteria for Return to Work for Healthcare Personnel with Confirmed or Suspected COVID-19 (Interim Guidance):
https://www.cdc.gov/coronavirus/2019-ncov/heajthcare-facilities/hep-return-work.html

5. Frequently Asked Questions about Hand Hygiene for Healthcare Personnel Responding to COVID-2019:
https://www.cdc,gov/coronavirus/2019—ncov/infection-control/hcp-hand—hvgiene—faq,htmi

6. Preparing for COVID-19: Long-term Care Facilities, Nursing Homes https://www.cdc.gov/coronavirus/2019-
ncov/healthcare-facilities/prevent-spread-in-long-term-care-facilities.htmi

7. Infection control in healthcare settings https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-
recommendations.htmi

8. Preventing the Spread of Coronavirus Disease 2019 in Homes and Residential Communities:
https://www.cdc.gov/coronavirus/2019-ncov/hep/guidance-prevent-spread.html

9. EPA. List N: Disinfectants for Use Against SARS-CoV-2: https://www epa.gov/pesticide-registration/list-n-
disinfectants-use-against-sars-coy-2

10. CDC. Clinician Outreach and Communication Activity {COCA). Coronavirus Disease 2019 {COVID-19) Update and
information for Long-term Care Facilities: https://emergency.cde.gov/coca/calls/2020/callinfo_031720.asp

11. Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from Persons for Coronavirus Disease
2019 (COVID-19j}: https://www.cdc.gov/coronavirus/2019-nCoV/lab/guidelines-ctinical-specimens.htm|

12. Connecticut State Public Health Laboratory COVID-19 requisition form: https://portal.ct.gov/-/media/Departments-
and»Ap.encies/DPH/Iaboratorv/labhome/[ab—forms/2019nCOV-req20finai.pdf

13. Discontinuation of Transmission-Based Precautions and Disposition of Patients with COVI D-19 in Healthcare Settings
{Interim Guidance): https://www.cde.gov/coronavirus/2019-ncov/hep/disposition-hospitalized-patients.htmi

14. Strategies for Optimizing the Supply of PPE: https://www.cdc.gov/coronavirus/2019-ncov/hep/ppe-
strategy/index. htm!
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 21244-1850

CENTER R MEDICARE & MEDICAED SERVICES

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QS0O-20-30-NH
DATE: May 18, 2020

TO: State Officials

FROM: Director
Quality, Safety & Oversight Group

SUBJECT: Nursing Home Reopening Recommendations for State and Local Officials
S .. - . Memorandum Summary - RPN

"o "CMS is committed to taking critical steps to ensure America’s nursing homes are

- prepared to réspond to the Coronavirus Disease 2019 (COVID-19) Public Health . "~
o Recommendations for State and Local Officials: CMS s providing recommendations -

“:to help determing the level of mitigation necded to prevent the transmission of COVID-
.19 in nursing homes. The recommendations cover the following items: i
oo .'.Crite_ri_a_'_'fol*..fir'élaiing_c_er_ta'in"l%estric_ti_o_hs'and_.mit_igating_the riskof

-7 resurgence: Factors to inform decisions for relaxing nursing home restrictions -

- “through a phased approach. . o s e
" o - Visitation and Service Considerations: Considerations allowing visitation and -
- setvices in each phase, LT L R
‘o "Restoration-of Survey Activities: Recommendations for restarting certain. . i

- suveysineachphase. . oo Rk Sk

Background

Nursing homes have been severely impacted by COVID-19, with outbreaks causing high rates of
infection, morbidity, and mortality. The vulnerable nature of the nursing home population
combined with the inherent risks of congregate living in a healthcare setting, requires aggressive
efforts to limit COVID-19 exposure and to prevent the spread of COVID-19 within nursing
homes.

Recommendations for States

This memorandum provides recommendations for State and local officials to help them
determine the level of mitigation needed for their communities’ Medicare/Medicaid certified
fong term care facilities (hereinafter, ‘nursing homes™) to prevent the transmission of COVID-19.
We encourage State leaders to collaborate with the state survey agency, and State and local
health departments to decide how these and other criteria or actions should be implemented in
their state. Examples of how a State may choose to implement these recommendations include:

Page 1 of 10
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s A State requiring all facilities to go through each phase at the same time (i.c., waiting
until all facilities have met entrance criteria for a given phase).

e A State allowing facilities in a certain region (e.g., counties) within a state to enter each
phase at the same time.

e A State permitting individual nursing homes to move through the phases based on cach
nursing home’s status for meeting the criteria for entering a phase.

Given the critical importance in limiting COVID-19 exposure in nursing homes, decisions on
relaxing restrictions should be made with careful review of a number of facility-level,
community, and State factors/orders, and in collaboration with State and/or local health officials
and nursing homes. Because the pandemic is affecting communities in different ways, State and
local leaders should regularly monitor the factors for reopening and adjust their plans
accordingly. Factors that should inform decisions about relaxing restrictions in nursing homes
include:

s Case status in community: State-based criteria to determine the level of community
transmission and guides progression from one phase to another. For example, a decline in
the number of new cases, hospitalizations, or deaths (with exceptions for temporary
outliers).

e Case status in the nursing home(s): Absence of any new nursing home onset! of
COVID-19 cases (resident or staff), such as a resident acquiring COVID-19 in the
nursing home.

e Adequate staffing: No staffing shortages and the facility is not under a contingency
staffing plan.

e Access to adequate testiug: The facility should have a testing plan in place based on
contingencies informed by the Centers for Disease Control and Prevention (CDC). At
minimum, the plan should consider the following components:

o The capacity for all nursing home residents to receive a single baseline COVID-
19 test. Similarly, the capacity for all residents to be tested upon identification of
an individual with symptoms consistent with COVID-19, or if a staff member
tests positive for COVID-19. Capacity for continuance of weekly re-testing of all
nursing home residents until all residents test negative;

o The capacity for all nursing home staff (including volunteers and vendors who
are in the facility on a weekly basis) to receive a single baseline COVID-19 test,
with re-testing of all staff continuing every week (note: State and [ocal leaders
may adjust the requirement for weekly testing of staff based on data about the
circulation of the virus in their community);

o Written screening protocols for all staff (each shift), each resident (daily), and all
persons entering the facility, such as vendors, volunteers, and visitors;

o An arrangement with laboratories to process tests. The test used should be able to
detect SARS-CoV-2 virus (e.g., polymerase chain reaction (PCR)) with greater
than 95% sensitivity, greater than 90% specificity, with results obtained rapidly

1A “new, nursing home onset” refers to COVID-19 cases that originated in the nursing home, and not cases where
the nursing home admitted individuals from a hospital with a known COVID-19 positive status, or unknown
COVID-19 status but became COVID-19 positive within 14 days after admission. In other words, if the number of
COVID-19 cases increases because a facility is admitting residents from the hospital AND they are practicing
effective Transmission-Based Precautions to prevent the transmission of COVID-19 to other residents, that facility
may still advance through the phases of reopening. However, if a resident contracts COVID-19 within the nursing
home without a prior hospitalization within the ast 14 days, this facility should go back to the highest fevel of
mitigation, and start the phases over.

Page 2 of 10
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(c.g., within 48 hours). Antibody test results should not be used to diagnose
someone with an active SARS-CoV-2 infection.

o A procedure for addressing residents or staff that decline or are unable to be tested
(e.g., symptomatic resident refusing testing in a facility with positive COVID-19
cases should be treated as positive).

e Universal source control: Residents and visitors wear a cloth face covering or facemask.
If a visitor is unable or unwilling to maintain these precautions (such as young children),
consider restricting their ability to enter the facility. All visitors should maintain social
distancing and perform hand washing or sanitizing upon entry to the facility.

s Access to adequate Personal Protective Equipment (PPE) for staff: Contingency
capacity strategy is allowable, such as CDC’s ouidance at Strategies to Optimize the
Supply of PPE and Equipment (facilities® crisis capacity PPE strategy would not
constitute adequate access to PPE). All staff wear all appropriate PPE when indicated.
Staff wear cloth face covering if facemask is not indicated, such as administrative staff.

e Local hospital capacity: Ability for the local hospital to accept transfers from nursing
homes.

Contact: For questions or concerns regarding this memo, please contact
DNH_TriageTeam@cms.hhs.gov.

Effective Date: Immediately. This policy should be communicated with all survey and
certification staff, their managers and the State/Branch training coordinators immediately.

/s/
David R. Wright

Attachments:
Recommended Nursing Home Phased Re-opening for States

ce: Survey & Operations Group (SOG) Management

Page 3 of 10
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APPENDIX

Additional Recommendations

e Reminder: When a community enters phase 1 of Opening Up America Again, nursing
homes remain at their highest level of vigilance and mitigation (e.g., visitation restricted
except in compassionate care situations). Nursing homes do not begin to de-cscalate or
relax restrictions until their surrounding community satisfies gating criteria and enters
phase 2 of Opening Up America Again.

e A nursing home should spend a minimum of 14 days in a given phase, with no new
nursing home onset of COVID-19 cases, prior to advancing to the next phase.

e A nursing home may be in different phases than its surrounding community based on the
status of COVID-19 inside the facility, and the availability of key elements including, but
not limited to PPE?, testing, and staffing. For example, if a facility identifies a new,
nursing home onset COVID-19 case in the facility while in any phase, that facility goes
back to the highest level of mitigation, and starts over (even if the community is in phase
3).

e States may choose to have a longer waiting period (e.g., 28 days) before relaxing
cestrictions for facilities that have had a significant outbreak of COVID-19 cases,
facilities with a history of noncompliance with infection control requirements, facilities
with issues maintaining adequate staffing levels, or any other situations the state believes
may warrant additional oversight or duration before being permitted to relax restrictions.

State Survey Prioritization (Starting in Phase 2 of the above chart)
States should use the following prioritization criteria within each phase when determining which
facilities to begin to survey first.
o For investigating complaints (and Facility-Reported Incidents (FRIs), facilitics with
reports or allegations of:
1. Abuse or neglect
2. Infection control, including lack of notifying families and their representatives of
COVID-19 information (per new requirements at 42 CFR 483.80(g)(3))
3. Violations of transfer or discharge requirements
4. Insufficient staffing or competency
5. Other quality of care issues (e.g., falls, pressurc ulcers, etc.)
In addition, a State agency may take othet factors into consideration in its prioritization
decision. For example, the State may identify a trend in allegations that indicates an
increased risk of harm to residents, or the State may receive corroborating information
from other sources regarding the allegation. In this case, the State may prioritize a facility
for a survey higher than a facility that has met the above criteria.

e For standard recertification surveys:
1. Facilities that have had a significant number of COV1D-19 positive cases
2. Special Focus Facilities
3. Special Focus Facility candidates

2 Facilities should review the Centers for Disease Control and Prevention’s guidance on COVID-19 for healthcare
professignals.

Page 9 of 10
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4. TFacilities that are overdue for a standard survey (> 15 months since last standard
survey) and a history of noncompliance at the harm level (citations of *G” or
above) with the below items:

= Abuse or neglect

s [Infection control

= Violations of transfer or discharge requirements

s [nsufficient staffing or competency

s Other quality of care issues (e.g., falls, pressure ulcers, etc.)

For example, a facility whose last standard survey was 24 months ago and was cited for abuse at

a “G” level of noncompliance, would be surveyed earlier (i.e., prioritized higher) than a facility

whose last standard survey was 23 months ago and had lower level deficiencies. We recognize

that therc are many different scenarios ot combinations of timing of surveys and types of
noncompliance that will exist. We defer to States for final decisions on scheduling sutveys
consistent with CMS survey prioritization guidelines.

Page 10 of 10
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Cenilers for Disease
Control and Prevention

Coronavirus Disease 2019 (COVID-19)

How to Protect Yourself & Others

Older adults and people who have severe underlying medical conditions like heart or lung disease or diabetes seem to
be at higher risk for developing serious complications frorm COVID-19 iliness. More information on Are you at higher risk
for serious illness.

Q ~ Know how it spreads

¢ There is currently no vaccine to prevent coronavirus disease 2019 (COVID-19).
s The best way to prevent iliness is to avoid belng exposed to this virus,

¢ The virus is thought to spread mainly from person-to-person.
o Between people who are in close contact with one another {within about 6 feet),

o Through respiratory droplets produced when an infected person coughs, sneezes or talks,

o These droplets can fand in the mouths or noses of people who are nearby or possibly be inhaled
into the fungs.

o Some recent studies have suggested that COVID-19 may be spread by people who are not showing
symptoms.

Everyone Should

@5 Wash your hands often

Wash your hands often with soap and water for at least 20 seconds especially after you have beenin a
public place, or after blowing your nose, coughing, or sneezing.

» Ifsoap and water are not readily available, use a hand sanitizer that contains at least 60% alcohol. Cover
all surfaces of your hands and rub thern together untif they feel dry.

« Avold touching your eyes, nose, and mouth with unwashed hands.

o © Avyoid close contact
40

E J « Avold close contact with people who are sick, even instde your home. if possible, maintain 6 feet between
the person wha is sick and other household members.

« Put distance between yourself and other people outside of your home.
o Remember that some people without symptoms may be able to spread virus.

o Stay at least 6 feet (about 2 arms’ fength} from other people.
o Do not gather in groups.
e Stay out of crowded places and avoid mass gatherings.

o Keeping distance from others is especially important for people who are at higher risk of getting
very sick.

% Cover your mouth and nose with a cloth face cover when around
nthears

hitps:/fwerw,cde.govicoronavirusf201% ip t-geiting-sich/p ion. htmi
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» You could spread COVID-19 to others even if you do not feel sick.

s Everyone should wear a cloth face cover when they have to go outin public, for example to the grocery
store of to pick up other necessities.
o Cloth face coverings should not be placed on young children under age 2, anyone who has trouble
hreathing, or is unconscious, incapacitated or otherwise unable to remove the mask without
assistance.

e The cloth face cover is meant to protect other people in case you are infected.
» Do NOT use a facemask meant for a healthcare worker.

s Continue to keep about 6 feet between yourself and others. The cloth face cover isnot a substitute for
social distancing.

% Cover coughs and sneezes

If you are in a private setting and do not have on your cloth face covering, remember to always cover your
mouth and nose with a tissue when you cough of sneeze or use the inside of your elbow.

» Throw used tissues in the trash.

+ Immediately wash your hands with soap and water for at feast 20 seconds. If soap and water are not
readily available, clean your hands with a hand sanitizer that contains at least 60% alcohol.

Clean and disinfect

« Clean AND disinfect frequently touched surfaces daily. This includes tables, doorknobs, light switches,
countertops, handles, desks, phones, keyboards, toilets, faucets, and sinks.

» If surfaces are dirty, clean them. Use detergent or soap and water prior to disinfection.

+ Then, use a household disinfectant, Most common EPA-registered household disinfectants 4 will work,

%\ Monitor Your Health

« Be alert for symptoms. Watch for fever, cough, shortness of breath, or other symptoms of COVID-19.
o Especially important If you are running essential errands, going into the office or workplace, and in
settings where It may be difficult to keep a physical distance of 6 feet.

 Take your temperature if symptoms develop.
o Don't take your temperature within 30 minutes of exercising or after taking medications that coutd
lower your temperature, fike acetaminophen.

s Follow CDC guidance if symptoms develop.

COVID-19 Stop the Spread of
Germs

Help stop the spread of COVID-19 and other respiratory
illnesses by following these steps.

nitas:ihrww.cde.govl Mus/2019 'p t-getting-sick/pi lion,himl 13
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More information

Symptoms

What to do if you are sick

If someone in your house gets sick
Frequently asked questions
Travelers |

individuals, schools, events, businesses and more

hllps:iwvaw.cde.govicoronawirnis/2019-ncovip t-getting- sickp tianhtmé

+]
@ Handwashing tips

Settings

Healthcare Professionals

6 Steps to Prevent COVID-19

6.S.tep5 to Prevent CbVID—1 9 {ASL Version)
Saocial Distancing (ASL Video}

ASL Video Series: What You Need to Know About
Handwashing

Page last reviewed: Aprit 24, 2020

Hand Hygiene in Healthcare
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Canters for Dlsease
Control and Prevention

Coronavirus Disease 2019 (COVID-19)

Key Strategies to Prepare for COVID-19 in Long-Term
Care Facilities (LTCFs)

Related Pages

Performing Facility-wide SARS-CoV-2 Testing in Nursing Responding to Coronavirus (COVID-19} in Nursing Homes

Homes
Testing for Coranavirus (COVID-19} in Nursing Homes

Censiderations for Memory Care Units in Long-term Care

Facilities Infection Prevention and Control Assessment Toal for
Nursing Homes Preparing for COVID-19

Key Strategies for Long-term Care Facilities

COVID-19 cases have been reported in all 50 states, the District of Columbia, and muitiple U.S, territories; many having wide-
spread community transmission. Given the high risk of spread once COVID-19 enters a LTCF, facilities must act immediately to
protect residents, famifies, and staff from serious iffness, complications, and deatf.

1. Keep COVID-19 from entering your facility:

o Restrict all visitors except for compassionate care situations (e.g., end-of- life}.

o Restrict all volunteers and non-essential healthcare personnet (HCP), including consultant services (e.g., barber,
hairdresser).

o Implement universal use of source control for everyone in the facility.

o Actively screen anyone entering the building (HCP, ancillary staff, vendors, consultants) for fever and symptoms of
COVID-19 before starting each shift; send ill personnel home, Sick feave paolicies should be flexible and non-
punitive.

o Cancel all field trips outside of the facility.

2. Identify infections early:
o Actively screen all residents daily for fever and symptoms of COVID-1 9; If symptomatic, immediately isolate and
implement appropriate Transmission-Based Precautions.
= Older adults with COVID-19 may not show typical symptoms such as fever or respiratory symptoms. Atypical
symptoms may include new or warsening malaise, new dizziness, or diarrhea, [dentification of these
symptoms should prompt isolation and further evaluation for coviD-19.

o Naotify your state or focal health department immediately (<24 hours) if these oceur:
» Severe respiratary infection causing hospitalization or sudden death

m Clusters {3 residents and/or HCP) of respiratory infection

» Individuals with suspected or confirmed COVID-19

3. Prevent spread of COVID-19:
o Actions to take now:
= Cancel all group activities and communal dining.

» Enforce social distancing among residents.

» Ensure all residents wear a cloth face covering for source control whenever they leave their room or are
around others, including whenever they leave the facility for essential medical appointments.

= Ensure all HCP wear a facemask or cloth face covering for source control while in the facifity. Cloth face
coverings are not considered personal protective equipment (PPE) because their capability to protect
healthcare personnel (HCP) is unknawn, Cloth face coverings should NOT be worn instead of a respirator or
facemask if more than source control is reguired.

hlips:hw\w_cdc.guv.'ceronavirusfzmB-ncovmnpflnng-terrn-care-s!ralagiesAhlml 12
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o If COVID-19 is identified in the facility, restrict all residents to their rooms and have HCP wear all recommended PPE
for care of all residents (regardless of symptoms) on the affected unit {or facility-wide depending on the situation).
This includes: an N95 ar higher-level respirator (or facemask If a respirator is not available), eye protection, gloves,
and gown. HCP shouid be trained on PPE use including putting it on and taking it off.

= This approach is recommended because of the high risk of unrecognized infection among residents. Recent
experience suggests that a substantial proportion of residents could have COVID-19 without reporting
symptoms or before symptoms develop.

= When a case is identified, public health can help inform decisions about testing asymptomatic residents on the
unit or in the facility.

4. Assess supply of personal protective equipment (PPE) and initfate measures to optimize current supply:
o if you anticipate or are experiencing PPE shortages, reach out to your state/local health department who can
engage your focal healthcare coalition,

o Consider extended use of respirators, facemasks, and eye protection or prioritization of gowns for certain resident
care activities,

5. |dentify and manage severe [liness:
o Designate a location to care for residents with suspected or confirmed COVID-19, separate from other residents.

¢ Monitor fll residents (including documentation of temperature and oxygen saturation) at feast 3 times daily to
qguickly identify residents who require transfer to a higher level of care.

Webinar Series - COVID-19 Prevention Messages for Long Term Care Staff

. gt Use Persanal Protoctive
Closely deniinr § Equijvent {PPE} coiiacily
Hashients for (VD19 : far COVID-1Y

Clean Hands:
Combat COVHE-14!

Clean Hands - Closely Monitor PPE Lessons
Combat COVID-19 Residents for COVID-
19

Emmm ] (o —a

Additional Resources

Infection Prevention and Control Recommendations for Patients with Suspected or Confirmed COVID-19 in Healthcare
Settings

Additional Infection Control Guidance for Nursing Homes and Long-Term Care Settings
Nursing Home and Long-Term Care Facility Checklist

Supporting Your Loved One in a Long-Term Care Facility

Page last reviewed: May 21, 2020
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Centers for Disease
Conifrol and Prevention

Coronavirus Disease 2019 (COVID-19)

Preparing for COVID-19 in Nursing Homes

Updated May 19, 2020

Related Pages

Performing Facility-wide SARS-CoV-2 Testing in Nursing Responding to Coronavirus (COVID-19) in Nursing Homes
Homes
Testing for Coronavirus (COVID-19)in Nursing Homes
Considerations for Memory Care Units in Long-term Care
Facilities Infection Prevention and Contral Assessment Toal for
Nursing Homes Preparing for COVID-13
Key Strategies for Long-term Care Facilities

Summary of Changes to the Guidance:

« Tiered recommendations to address nursing homes in different phases of
COVID-19 response

» Added a recommendation to assign an individual to manage the facllity’s
infection control program

+ Added guidance about new requirements for nursing homes to report to
the National Healthcare Safety Network (NHSN)

» Added a recommendation to create a plan for testing residents and
healthcare personnel for SARS-CoV-2

Background

Given their congregate nature and resident population served (e.g., older adults often with underlying chronic medical
conditions), nursing home populations are at high risk of being affected by respiratory pathogens like COVID-19 and other
pathogens, including multidrug-resistant organisms (e.g., Carbapenemase-producing organisms, Candida auris). As
demonstrated by the COVID-19 pandemic, a strong infection prevention and controk (IPC) program is critical to protect both
residents and healthcare personnel (HCP).

Facilities should assign at least one Individual with training in {PCto provide on-site management of their COVID-19
prevention and response activities because of the breadth of activities for which an IPC program is responsible, including
developing IPC policies and procedures, performing infection surveillance, providing competency-based training of HCP, and
auditing adherence to recommended IPC practices.

The Centers for Medicare and Medicaid Services {CMS) recently issued Nursing Home Reopening Guidance for State and Local
Officials B [7 that outlines eriteria that cauld be used to determine when nursing hames could refax restrictions on visitation
and group activities and when such restrictions should be reimplemented. Nursing homes shouid consider the current
situation in their facility and community and refer to that guidance as welt as direction from state and local officials when
making decisions about refaxing restrictions. When relaxing any restrictions, nursing homes must remain vigitant for COVID-
19 among residents and HCP In order to prevent spread and protect residents and HCP from severe infections,
hospitalizations, and death.

18
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This guidance has been updated and reorganized according to core IPC practices that should remain in place even as nursing
homes resume normal practices, plus additional strategies depending on the stages described in the CMS Reopening
Guidance B [ or at the direction of state and local officials. This guidance is based on currently available information about
COVID-19 and will be refined and updated as more infarmation becomes available.

These recommendations supptement the CDC's Interim Infection Prevention and Control Recommendations for Patients with
Suspected or Confirmed Coronavirus Disease 2019 (COVID-19; in Healthcare Settings and are specific for nursing homes,
including skilled nursing facilities.

Additional Key Resources:

» Considerations for the Public Health Response to COVID-19 In Nursing Homes

o Interim Testing in Response to Suspected or Confirmed COVID-19 in Nursing Home Residents and Healthcare Personnel
e Considerations for Performing Facility-wide SARS-CoV-2 Testing In Nursing Homes

s Webinar Series — COVID-19 Prevention Messages for Long-Term Care Staff

» Considerations for Memory Care Units in Long-Term Care Facilities

« Infection Prevention and Controi Assessment Too! for Nursing Homes Preparing for COVID-19

Core Practices

These practices should remain in place even as nursing homes resume normal activities.
Assign One or More Individuals with Training in Infection Controf to Provide On-Site Management of the IPC Program,

» This should be a full-time role for at least one person in facilities that have more than 100 residents or that provide on-
site ventilator or hemodialysis services. Smaller facilities should consider staffing the IPC program based on the resident
population and facility service needs identified in the facility risk assessment.

« CDC has created an online training course [% that can be used to orient individuals to this role in nursing homes.

Report COVID-19 cases, fadility staffing, and supply informatlon to the National Healthcare Safety Network (NHSN) Long-term
Care Facility (LTCF) COVID-19 Module weekly.

s CDC's NHSN provides long-term care facilities with a customized system to track infections and prevention process
measures in a systematic way. Nursing homes can report into the four pathways of the LTCF COVID-19 Module including:
o Resident impact and facility capacity

o Staff and personnel impact

Q

Supplies and personal protective equipment
o Ventilator capacity and supplies
« Weekly data submission to NHSN will meet the CMS COVID-19 reporting requirements. K

Educate Residents, Healthcare Personnel, and Visitors about COVID-19, Current Precautions Being Taken in the Facility, and
Actions They Should Take to Protect Themselves.

« Provide information about COVD-19 {including information about signs and symptoms) and strategles for managing
stress and anxiety.

» Regularly review CDC's Infection Control Guidance for Healthcare Professionals about COVID-19 for current information
and ensure staff and residents are updated when this guidance changes.

« Educate and train HCP, including facility-based and consultant personnel {e.g., wound care, podiatry, barber) and
volunteers who provide care or services in the facility. Including consultants is iImportant, since they commonly provide
care in multiple facilities where they can be exposed to and serve as a source of COVID-19.

o Reinforce sick leave policies, and remind HCP not to report to work whenill.

o Reinforce adherence to standard IPC measures including hand hygiene and sefection and correct use of personal
protective equipment (PPE}. Have HCP demonstrate competency with putting on and removing PPE and monitor
adherence by observing their resident care activities.

hitps:rmw.cdc.guu.'r.wonavimsfzoiS-ncuvmc,prlong-iem1~csre.hlml
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@ CDC has created training modules for front-line staff that can be used to reinforce recommended practices for
preventing transmission of SARS-CoV-2 and other pathogens.

o Educate HCP about any new policies or procedures.

o Educate residents and families on topics including information about COVID-19, actions the facifity is taking to protect
them and/or their loved ones, any visitor restrictions that are in place, and actions residents and families shoutd take to
protect themselves in the facility, emphasizing the importance of hand hygiene and source control.

s Have a ptan and mechanism to regularly communicate with restdents, familles and HCP, induding if cases of COVID-19
are identified among residents or HCP.

Implement Source Control Measures.

s+ HCP should wear a facemask at all times white they are in the facility.

o When available, facemasks are generally preferred over cloth face coverings for HCP as facemasks offer both
source control and protection for the wearer against exposure to splashes and sprays of infectious material from
others, Guidance on extended use and reuse of facemasks Is available. Cloth face coverings should NOT be worn by
HCP Instead of a resplrator or facemask If PPE is required.

« Residents should wear a cloth face covering or facemask (if tolerated) whenever they leave their room, induding for
procedures outside the facility. Cloth face coverings should not be placed on anyone who has trouble breathing, or
anyone who is unconscious, incapacitated, or otherwise unable to remove the mask without assistance. In addition to
the categories described above cloth face coverings should not be placed on children under 2.

» Visitors, if permitted into the facility, should wear a cloth face covering while in the facility.
Have a Plan for Visitor Restrictions.

to families reminding them not to visit when ill or if they have a known exposure to someone

+ Send letters or emails B3
with COVID-19.

« Facilitate and encourage alternative methods for visitation B
resident

{e.g., video conferencing) and communication with the

= Post signs at the entrances to the facility advising visitors to check-in with the front desk to be assessed for symptoms

prior to entry.
o Screen visitors for fever (T=100.0°F), symptoms consistent with COVID-19, or known exposure to someane with
COVID-19. Restrict anyone with fever, symptoms, or known exposure from entering the facility.

« Ask visitors to inform the facility if they develop fever or symptoms consistent with COVID-19 within 14 days of visiting
the facility.

+ Have a plan for when the facility will implement additional restrictions, ranging from limiting the number of visitars and
alfowing visitation only during select hours or in select locations to restricting all visitors, except for compassionate care
reasons (see below).

Create a Plan for Testing Residents and Healthcare Personnel for SARS-CoV-2,

+ Testing for SARS-CoV-2, the virus that causes COVID-13, In respiratory specimens can detect current infections (referred
to here as viral testing or test) among residents and HCP in nursing homes,
+ Theplan B [4 should align with state and federal requirements for testing residents and HCP for SARS-CoV-2 and

address:
o Triggers for performing testing {e.g., a resident or HCP with symptoms consistent with COVID-19, response to a

resident or HCP with COVID-19 In the fadility, routine surveillance)
o Access to tests capable of detecting the virus (e.g., polymerase chain reaction} and an arrangement with

laboratories to process tests
= Antibody test results should not be used to diagnose someone with an active SARS-CoV-2 infection and should

not be used to inform IPC action.
o Process for and capacity to perform SARS-CoV-2 testing of all residents and HCP

o A procedure for addressing residents or HCP who decline or are unable to be tested (e.g., maintaining
Transmission-Based Precautions until symptom-based criteria are met for a symptomatic resident who refuses

testing)

38
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» Additional information about testing of residents and HCP is available:
a CDC Strategy for COVID-19 Testing Nursing Homes.

o Considerations for Performing Facility-wide SARS-CoV-2 Testing in Nursing Homes
Evaluate and Manage Healthcare Personnel,

s Implement sick leave policies that are non-punitive, flexible, and consistent with public health policies that support HCP
to stay home when ill,

s Create an inventory of all volunteers and personnel who provide care in the facility. Use that inventory to determine
which personnel are non-essential and whose services can be delayed if such restrictions are necessary to prevent or
control transmission.

= As part of routine practice, ask HCP (including consultant personnel and ancillary staff such as environmental and dietary
services) to regularly monitor themselves for fever and symptoms consistent with COVID-19.

o Remind HCP to stay home when they are ill.

o If HCP develop fever (Tz100.0°F) or symptoms consistent with COVID-19 while at work they should inform their
supervisor and leave the workplace. Have a plan for how to respond to HCP with COVID-19 who worked while ill
(e.g., identifying and performing a risk assessment for exposed residents and co-workers).

o HCP with suspected COVID-19 should be prioritized for testing.
« Screen all HCP at the beginning of their shift for fever and symptoms of COVID-19.

o Actively take their temperature* and document absence of symptoms consistent with COVID-19. If they are ill, have
them keep their cloth face covering ar facemask an and leave the workplace.

o *Fever is either measured temperature >100.0°F or subjective fever, Note that fever may be Intermittent or may not
be present in some individuals, such as those who are elderly, immunosuppressed, or taking certain medications
{e.g., NSAIDs). Clinical judgement should be used to guide testing of individuals in such situations.

o HCP who work in multiple locations may pose higher risk and shoutd be encouraged to tell facilities if they have had
exposure to other facilities with recognized COVID-19 cases.

+ Develop {or review existing) plans to mitigate staffing shortages from illness or ahsenteeism.
o CDC has created guidance to assist facilities with mitigating staffing shortages.
o For guidance on when HCP with suspected or confirmed COVID-19 may return to work, refer to Criteria for Return
to Work for Healthcare Personnel with Confirmed or Suspected COVID-19 {Interim Guidance)

Provide Supplies Necessary to Adhere to Recommended Infectfon Prevention and Control Practices,

+ Hand Hygiene Supplies:

o Put alcohol-based hand sanitizer with 60-95% alcohol in every resident room (idealiy both inside and outside of the
room} and ather resident care and common areas {e.g., outside dining halk, in therapy gym). Unless hands are
visibly sciled, an alcohol-based hand sanitizer is preferred over soap and water in most clinical situations.

o Make sure that sinks are well-stocked with soap and paper towels for handwashing.

» Respiratory Hygiene and Cough Etiquette:

o Make tissues and trash cans available in common areas and resident rooms for respiratory hygiene and cough
etiguette and source control,

+ Personal Protective Equipment (PPE):

o Perform and maintain an inventory of PPE in the facility.

» |dentify health department or healthcare coalition [4 contacts for getting assistance during PPE shortages,
The Supplies and Personal Protective Equipment pathway in the NHSN LTCF COVID-19 Module can be used to
indicate critical PPE shortages (i.e., less than one week supply remaining despite use of PPE conservation
strategies).

» Monitor daily PPE use to identify when supplies wil run low; use the PPE burn rate calcuiator or other tools,

o Make necessary PPE available in areas where resident care is provided.
= Consider designating staff responsible for stewarding those supplies and monitoring and providing just-in-
time feedback promoting appropriate use by staff.
= Facilities should have supplies of facemasks, respirators (if available and the facility has a respiratory
protection program with trained, medically cleared, and fit-tested HCP), gowns, gloves, and eye protection (L.e.,
face shield or goggles).

hitps:fiwww.cdc.govicoronavinis/201 g-ncovhcpilong-lemi-care.htmi
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o Position a trash can near the exit inside the resident room to make it easy for staff to discard PPE prior to exiting
the room or befare providing care for another resident in the same room.

o Implement strategies to optimize current PPE supply even before shortages occur, induding bundiing resident care
and treatment activities to minimize entries into resident rooms, Additional strategies might include:
v Extended use of respirators, facemasks, and eye protection, which refers to the practice of wearing the same
respirator or facemask and eye pratection for the care of more than one resident (e.g., for an entire shift).
e Care must be taken to avoid touching the respirator, facernask, or eye protection, if this must occur {e.g.,
to adjust or reposition PPE), HCP should perform hand hygiene immediately after touching PPE to
prevent contaminating themselves or others,

= Prioritizing gowns far activities where splashes and sprays are anticipated (including aerosol-generating
procedures) and high-contact resident care activities that provide opportunities for transfer of pathogens to

hands and clothing of HCP,
a If extended use of gowns Is implemented as part of crisis strategies, the same gown should not be worn

when caring for different residents unless it Is for the care of residents with confirmed COVID-19 who are
cohorted in the same area of the facility and these residents are not known to have any co-infections
{e.g., Clostridfoldes difficile)

u Implement a process for decontamination and reuse of PPE such as face shields and goggles.

= Facilities should continue to assess PPE supply and current situation to determine when a return to standard
practices can be considered.

o Implement a respiratory protection program that is compiiant with the OSHA respiratory protection standard for
employees if not already in place. The program should include medicat evaluations, training, and fit testing.

o Environmental Cleaning and Disinfection:
» Develop a schedule for regular cleaning and disinfection of shared equipment, frequently touched surfaces in

resident rooms and common areas;
= Ensure EPA-registered, hospital-grade disinfectants are avaifable to allow for frequent cleaning of high-touch

surfaces and shared resident care equipment,
» Use an EPA-registered disinfectant from List N [ on the EPA website to disinfect surfaces that might be

contaminated with SARS-CoV-2. Ensure HCP are appropriately trained on its use.
Identify Space in the Facllity that Could be Dedicated to Monitor and Care for Residents with COVID-19,

» Identify space in the facility that could be dedicated to care for residents with confirmed COVID-19. This could be a
dedicated floor, unit, or wing In the facility or a group of rooms at the end of the unit that will be used to cohort
residents with COVID-19.

o Identify HCP who will be assigned to work only on the COVID-19 care unit when it is in use.

» Have a plan for how residents in the fadility who develop COVID-19 will be handied {e.g., transfer to single room,
implement use of Transmission-Based Precautions, prioritize for testing, transfer to COVID-19 unit if positive),

o Residents in the facility who develop symptoms consistent with COVID-19 could be moved to a single room pending
results of SARS-CoV-2 testing. They should not be placed in a room with a new admission nor should they be moved
to the COVID-19 care unit unless they are confirmed to have COVID-19 by testing. While awaiting results of testing,
HCP should wear an N95 or higher-level respirator (or facemask if a respirator is not available), eye protection (i.e.,
goggles or a disposable face shield that covers the front and sides of the face), gloves, and gown when caring for
these residents. Cloth face coverings are not considered PPE and should only be worn by HCP for source control,
not when PPE is indicated.

+ Have a plan for how roommates, other residents, and HCP who may have been exposed to an individual with COVID-19
wili be handled (e.g., monitor closely, avoid placing unexposed residents into a shared space with them).

« Additional information about cohorting residents and establishing a designated COVID-19 care unit is available in the
Considerations for the Public Health Response to COVID-19 in Nursing Homes

Create a Plan for Managing New Admisslons and Readmissions Whose COVID-19 Status is Unknown.

» Depending on the prevalence of COVID-19 in the community, this might include placing the resident in a single-person
room of in a separate observation area so the resident can be monitored for evidence of COVID-19. HCP should wear an
N95 or higher-level respirator {or facemask if a respirator is not available}, eye protection i.e., goggles or a disposable
face shield that covers the front and sides of the face), gloves, and gown when caring for these residents. Residents can
be transferred out of the observation area to the main facility if they remain afebrile and without symptoms for 14 days

hitps:#www.cdc.govicoranayirus/20 {8-ncovhepflong-ferm-care.himl
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after their admission. Testing at the end of this period can be considered to increase certainty that the resident is not
infected.

Evaluate and Manage Residents with Symptoms of COVID-19.

s Ask residents to report if they feel feverish or have symptoms consistent with COVID-13.

s Actively monitar all residents upon admission and at least daily for fever (T=100.0°F) and symptoms consistent with
COVID-19. 1deally, include an assessment of oxygen saturation via pulse oximetry. if residents have fever or symptoms
consistent with COVID-19, implement Transmission-Based Precautions as described below,

o Older adults with COVID-19 may hot show common symptams such as fever of respiratory symptoms. Less
commaon symptoms can include new or worsening malaise, headache, or new dizziness, nausea, vomiting, diarrhea,
loss of taste or smell. Additianally, more than two temperatures >59,0°F might also be a sign of feverin this
population. Identification of these symptoms should prompt isofation and further evaluation for COVID-19.

+ The health department should be notified about residents or HCP with suspected or confirmed COVID-13, residents with
severe respiratory infection resulting in hospitalization or death, or 2 3 residents or HCP with new-onset respiratory
symptoms within 72 hours of each other.

o Contact information for the healthcare-associated infections program in each state heaith department is available
here; https://www.cdc.gov/hai/state-based/Andex.htm!

o Refer to CDC resources B8 for performing respiratory infection surveillance in long-term care facilities during an
outbreak.

« Information about the clinical presentation and course of patients with COVID-19 is described in the Interim Clinical
Guidance for Management of Patients with Confirmed Coronavirus Disease 2019 (COVID-19). CDC has also developed
guidance on Fvaluating and Reporting Persons Under Investigation (PUI).

» If COVID-19 is suspected, based on evaluation of the resident or prevalence of COVID-19 in the community, follow the
tnterim Infectlon Prevention and Control Recommendations for Patients with Suspected or Confirmed Coronavirus
Disease 2019 (COVID-19) in Healthcare Settings. This guidance should be implemented immedIately once COVID-19 is
suspected

o Residents with suspected COVID-19 should be prioritized for testing.
o Residents with known or suspected COVID-19 do not need to be placed into an airborne infection isolation room
(AIIR) but shouid ideally be placed in a private room with their own bathroom.
» Residents with COVID-19 should, Ideally, be cared for in a dedicated unit or section of the facility with
dedicated HCP (see section on Dedicating Space).

» As roommates of residents with COVID-19 might already be exposed, it is generally not recommended to place
them with another roommate untif 14 days after thelr exposure, assuming they have not developed symptoms
or had a positive test.

o Residents with knawn or suspected COVID-19 should be cared for using all recommended PPE, which includes use
of an N95 or higher-level respirator (or facemask if a respirator is not available), eye protection (i.e., goggles or a
disposable face shield that covers the front and sides of the face), gioves, and gown. Cloth face coverings are not
considered PPE and should nat be worn when PPE is indicated,

o Increase monitoring of ifl residents, including assessment of symptoms, vital signs, oxygen saturation via pulse
oximetry, and respiratary exam, to at least 3 times daily to identify and quickly manage serious infection.

s Consider increasing monitoring of asymptomatic residents from daily to every shift to more rapidly detect any
with new symptoms.

o If a resident requires a higher level of care or the facility cannot fully implement all recommended infection control
precautions, the resident should be transferred to another facility that is capable of implementation. Transport
personnel and the receiving facility should be notified about the suspected diagnosis prior to transfer.

= While awaiting transfer, residents should be separated from others (e.g., in a private room with the door
closed) and should wear a cloth face covering or facemask {if tolerated) when others are in the room and
during transport.

s All recommended PPE should be used by healthcare personnel when coming in contact with the resident.

o Because of the higher risk of unrecognized infection among residents, universal use of ali recommended PPE for
the care of all residents on the affected unit {or facility-wide depending on the situation} is recommended when
even a single case among residents or HCP is newly identified in the facility; this coutd also be considered when
there is sustained transmisston in the community. The health department can assist with decisions about testing of
asymptomatic residents,

s v, cdc.govicor inus/2018 fhepAong-term-care.hlm|
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o For decisions an removing residents who have had COVID-19 from Transmission-Based Precautions refer to the
Interim Guidance for Discontinuation of Transmission-Based Precautions and Disposition of Hospitalized Patients
with COVID-19

Additional Strategies Depending on the Facility’s Reopening Status

These strategies will depend on the stages described in the CMS Reopening Guidance or the direction of state and local
officials.

implement Soclal Distancing Measures

s Implement aggressive social distancing measures {remaining at least 6 feet apart from others).
a Cancel communal dining and graup activities, such as internal and external activities.

o Remind residents to practice social distancing, wear a doth face covering (if tolerated), and perfarm hand hygiene,

o Remind HCP to practice social distancing and wear a facemask (for source contral} when in break rooms or
commaon areas,

« Considerations when restrictions are being relaxed include:
o Allowing communal dining and group activities for residents withaut COVID-19, incuding those who have fully
recovered while maintaining sacial distancing, source contral measures, and limiting the numbers of residents who
participate.

o Allowing for safe, socially distanced outdoar excursions for residents without COVID-19, including those who have
fully recovered. Planning for such excursions shoutd address:
= Use of cloth face cavering for residents and facemask by staff (for source control) while they are outside

r Potential need for additional PPE by staff accompanying residents

= Rotating schedule to ensure all residents will have an opportunity if desired, but that does not fully disrupt
other resident care activities by staff

« Defining times for outdoor activities so families could plan around the opportunity to see their loved ones

Implement Visitor Restrictions

» Restrict all visitation to their facilities except for certain compassionate care reasons, such as end-of-life situations.
o Send letters or emails B to families advising them that no visitors will be allowed in the facility except for certain
compassionate care situations, such as end of life situations,

o Use of alternative methods for visitation (e.g., videa canferencing) should be facilitated by the facity.

o Post signs at the entrances to the facility advising that no visitors may enter the facility.

o Declsions about visitation for compassionate care situations should be made on a case-by-case bass, which should
include careful screening of the visitor for fever or symptoms caonsistent with COVID-19. Those with symptoms
should not be permitted to enter the facility, Any visitors that are permitted must wear a cloth face covering while in
the building and restrict their visit to the resident’s room or other location designated by the facility. They shoutd
atso be reminded to frequently perform hand hygiene.

« Considerations for visitation when restrictions are being relaxed include;

o Permit visitation only during select hours and limit the number of visitors per resident (e.g., no more than 2 visitors
at one time).

o Schedule visitation In advance to enable continued social distancing.

o Restrict visitation to the resident’s room or another designated location at the facility (e.g., outside).

Healthcare Personnel Monitoring and Restrictions:

e Restrict non-essential healthcare persannel, such as thase providing elective consultations, personnel providing non-
essential services (e.g., barber, hair stylist), and volunteers from entering the building.
a Consider implementing telehealth to offer remote access to care activities,
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Definitions:
« Healthcare Personnel (HCP): HCP include, but are not limited to, emergency medical service personnel, nurses, nUrsing
assistants, physicians, tachnicians, therapists, phiebotomists, pharmacists, students and trainees, contractual staff not
employed by the healthcare facility, and persons not directly involved in patient care, but who could be exposed to

infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, environmental services, laundry,
security, engineering and facilities management, administrative, billing, and volunteer personnel).

s Spurce Control: Use of a cloth face covering or facemask to cover a person’s mouth and nose to prevent spread of
respiratory secretions when they are talking, sneezing, or coughing. Facemasks and cloth face coverings should not be
placed on children under age 2, anyone who has trouble breathing, or anyone who Is unconscious, incapaditated, or
otherwise unable to remove the mask without assistance.

s Cloth face covering: Textile (cloth) covers that are intended to keep the person wearing one from spreading respiratory
secretions when talking, sneezing, or coughing. They are not PPE and it is uncertain whether cloth face coverings protect
the wearer. Guidance on design, use, and maintenance of cloth face coverings is available.

e Facemask: Facemasks are PPE and are often referred to as surgical masks or procedure masks. Use facemasks according
to product labeling and local, state, and federal requirements. FDA-cleared surpical masks are designed to protect
agalnst splashes and sprays and are prioritized for use when such exposures are anticipated, including surgical
procedures. Facemasks that are not regulated by FDA, such as some procedure masks, which are typically used for
isolation purposes, may not provide protection against splashes and sprays.

* Respirator: A respirator is a personal protective device that is worn on the face, covers at least the nose and mouth, and
is used to reduce the wearer's risk of inhaling hazardous airborne particles (including dust particles and infectious
agents), gases, or vapors. Respirators are certified by the CDC/NIOSH, including those intended for use in healthcare.

Additional Resources

Testing in Nursing Homes

Recorded webinar, Preparing Nursing Homes and Assisted Living Facilities for COVID-19

Long-term Care Facility Letter EB [1 page] to Residents, Farnifies, Friends and Volunteers
Nursing Home and Long-Term Care Facility Checklist

Infection Prevention and Controf Recommendatlons for Patients with Suspected or Confirmed COVID-19 in Healthcare
Settings

Key Strategies to Prepare for COVID-19 in Long-Term Care Facilities

CM5 Emergency Preparedness & Response Operations Ky

Page last reviewed: May 19, 2020
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FeEge) Centers for Disease
: Control and Pravention

Coronavirus Disease 2019 (COVID-19)

Responding to Coronavirus (COVID-19) in Nursing

Homes
Considerations for the Public Health Response to COVID-19 in Nursing Homes

Related Pages

Performing Facility-wide SARS-CoV-2 Testing In Nursing Respaonding to Coronavirus (CCVID-19) in Nursing Homes
Testing for Coronavirus {COVID-19) in Nursing Homes

Considerations for Mernory Care Units in Long-term Care

Facilities Infection Prevention and Control Assessment Tool for
Nursing Homes Praparing for COVID-19

Key Strategies for Long-term Care Facilities

Background

This guldance is intended to assist nursing hames and public health authorities with response and cohorting decisions in
nursing homes, This gutdance supplements but does not replace recommendations included in the tnterim Additicnal
Guidance for Infection Prevention and Contral for Patients with Suspected or Confirmed COVID-19 in Nursing Homes.

All facilities should adhere to current CDC infection prevention and control recommendations, including universal source
control measures; visitor restrictions; screening of residents and HCP; and promptly notifying the health department B8
{164 KB, 3 pages] [A about any of the following:

» Resident or HCP with suspected or confirmed COVID-19,
+ Resident with severe respiratory infection resulting in hospitalization or death, or

+ > 3 residents or HCP with new-onset respiratory symptormns within 72 hours of each other,

These situations should prompt further investigation and testing for SARS-CoV-2, the virus that causes COVID-18.

Resident Cohorting

Considerations for establishing a designated COVID-19 care unit for residents with confirmed
COVID-19

« Determine the location of the COVID-19 care unit and create a staffing plan before residents or HCP with COVID-19 are
identified In the facility, This will alfow time for residents to be relocated to create space for the unit and to identify HCP
to work on this unit.

o Facilities that have already identified cases of COVID-19 among residents but have not developed a COVID-19 care
unit, should work to create one unless the proportion of residents with COVID-19 makes this impossible (e.g., the
majority of residents in the facility are already infected).

+ Ideally the unit should be physicaily separated from other rooms or units housing residents without cenfirmed COVID-

19.
o Depending on facility capacity {e.g., staffing, supplies} to care for affected residents, the COVID-19 care unit could be

a separate floor, wing, or cluster of rooms,

« Assign dedicated HCP to work only on the COVID-19 care unit. At a minimum this should include the primary nursing
assistants (NAs) and nurses assigned to care for these residents. HCP working on the COVID-19 care unit should ideally
have a restroom, break room, and work area that are separate from HCP working in other areas of the facility.

o Tothe extent possible, restrict access of ancillary personnel (e.g., dietary) to the unit.

hitps:iherww. cdc, irus/2019-ncovicp ing-h ponding.bim{
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o Assign environmental services [EVS] staff to work only on the unit,

u If there are not a sufficient number of EVS staff to dedicate to this unit despite efforts to mitigate staffing
shortages, restrict their access to the unit. Also, assign HCP dedicated to the COVID-19 care unit {e.g., NAs) to
perform cleaning and disinfection of high-touch surfaces and shared equipment when in the room for resident
care activities. HCP should bring an Environmental Protection Agency (EPA)-registered disinfectant (e.g., wipe}
from List N [ into the room and wipe down high touch surfaces (e.g., light switch, doorknob, bedside table)
before |eaving the room.

o Ensure that high-touch surfaces in staff break rooms and work areas are frequently cleaned and disinfected (e.g.,
each shift).

o Ensure HCP practice source control measures and social distancing in the break room and other common areas
(i.e., HCP wear a facemask and sit more than 6 feet apart while on break).

= Place signage at the entrance to the COVID-19 care unit that instructs HCP they must wear eye protection and an N95 or
higher-level respirator (or facemask if a respirator is not available) at all times while on the unit. Gowns and gloves
should be added when entering resident rooms.

« Ensure that HCP have been trained on infection prevention measures, including the use of and steps to properly put on
and remove recommended personal protective equipment {(PPE).

« if PPE shortages exist, implement strategies to optimize PPE supply on the unit, such as:
o Bundle care activities to minimize the number of HCP entries into a room.

o Consider extended use of respirators {or facemasks if respirators are not available), eye protection, and gowns.
Limited reuse of PPE may also be considered.

o Consider prloritizing gown use for high-contact resident care activities and activities where splash or spray
exposures are anticipated.

+ Assign dedicated resident care equipment (e.g., vitals machine) to the cohort unit. Cleaning and disinfection of shared
equipment should be performed between residents and the equipment should not leave the cohort unit.

Considerations for new admissions or readmissions to the facility

» Newly admitted and readmitted residents with confirmed COV{D-19 who have not met criteria for discontinuation of
Transmission-Based Precautions should go to the designated COVID-19 care unit.

s Newly admitted and readmitted residents with COVID-19 who have met criteria for discontinuation of Transmission-
Based Precautions can go to a regular unit.
o If Transmission-Based Precautions have been discontinued, but the resident with COVID-19 remains symptomatic

{i.e., persistent symptorns or chronic symptoms above baseline}, they can be housed on a regular unit but shouid
remain in a private room until symptoms resolve or return to baseline, These individuals shouid remain in their
rooms to the extent possible during this time period. If they must leave their rooms, facilities should reinforce
adherence to universal source control policies and social distancing [e.g., perform frequent hand hygiene, have the
resident wear a cloth face covering or facemask (if tolerated) and remain at least 6 feet away from others when
outside of their room}.

= Create a plan for managing new admissions and readmissions whose COViD-19 status is unknown, Options include
placement in a single room or in a separate observation area so the resident can be monitored for evidence of COVID-
19.
o All recommended COVID-19 PPE should be worn during care of residents under observation, which includes use of
an N95 or higher-level respirator (or facemask if a respirator is not available), eye protection {i.e., goggles or a
disposable face shield that covers the front and sides of the face), gloves, and gown.

o Testing residents upon admission could identify those who are infected but otherwise without symptoms and might
help direct placement of asymptomatic SARS-Cov-2-infected residents into the COVID-19 care unit. However, a
single negative test upon admission does not mean that the resident was not exposed or will not become infected
in the future. Newly admitted or readmitted residents should stilf be monitored for evidence of COVID-19 for 14
days after admission and cared for using all recommended COVID-19 PPE. Testing should not be required prior to
transfer of a resident froam an acute-care facility to a nursing home.

« New residents could be transferred out of the observation area or from a single to a multi-resident room if they remain
afebrile and without symptoms for 14 days after their last exposure (e.g, date of admission). Testing at the end of this
period could be considered to increase certainty.

Response to Newly Identified SARS-CoV-2-infected HCP or Residents

hllps:.'hww.cdc.govfcorunaﬂms.lzm&ncuvmapfnurslng'homes—respanding.htmi
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HCP who worked with symptoms consistent with COVID-19 or in the 48 hours prior to symptom onset

s Prioritize these HCP for SARS-CoV-2 testing, Exclude HCP with COVID-19 from work until they have met ali return to wark
criteria,

« Determine which residents received direct care from and which HCP had unprotected exposure to HCP who worked with
symptoms consistent with COVID-19 or in the 48 hours prior to symptom onset.
o Residents who were cared for by these HCP should be restricted to their room and be cared for using all
recommended COVID-19 PPE untif results of HCP COVID-19 testing are known. If the HCP is diagnosed with COVID-
19, residents should be cared for using alf recommended COVID-19 PPE until 14 days after last exposure and
prioritized for testing if they develop symptormns,

o Exposed HCP should be assessed for risk and need for work exclusion.

o If testing is available, asymptomatic residents and HCP who were exposed to HCP with COVID-19 should be considered
for testing {see Information on testing below}. If testing identifies infections among additional HCP, further evaluation for
infections arnong residents and HCP exposed to those individuals should be performed as described above.

Resident with new-onset suspected or confirmed COVID-19

¢ Ensure the resident is isolated and cared for using all recommended COVID-19 PPE. Place the resident in a single room if
possible pending results of SARS-CoV-2 testing.
o Cohorting residents on the same unit based on symptoms alone could result in inadvertent mixing of infected and
non-infected residents (e.g., residents who have fever, for example, due to a non-COVID-19 iliness could be put at
risk if moved to a COVID-19 unit).

o If cohorting symptomatic residents, care should be taken to ensure Infection prevention and control interventions
are in place to decrease the risk of cross-transmission,

+ [fthe resident is confirmed to have COVID-19, regardless of symptoms, they should be transferred to the designated
COVID-19 care unit.

» Roommates of residents with COVID-19 should be considered exposed and potentially infected and, if at all
possible,should not share rooms with other residents unless they remain asymptomatic and/or have tested negative for
SARS-CoV-2 14 days after their last exposure {e.g., date their roommate was moved to the COVID-13 care unit).

o Exposed residents may be permitted to room share with other exposed residents if space Is not available for them
to remain in a single room.

+ Consider temporarily halting admissions to the facility, at least until the extent of transmission can be clarified and
interventions can be implemented.

+ Increase monitoring of ill residents, including assessment of symptoms, vital signs, oxygen saturation via pulse oximetry,
and respiratory exam, to at least 3 times daily to identify and quickly manage serious infections.

o Consider increasing monitoring of asymptomatic residents from daily to every shift to more rapidly detect any
residents with new symptoms.

+ Counsel all residents to restrict themselves to their room to the extent possible.
+ HCP should use all recommended COVID-19 PPE for the care of all residents on affected units {or facility-wide If cases are
widespread); this includes both symptomatic and asymptomatic residents.

o If HCP PPE supply is limited, implement strategies to optirize PPE supply, which might include extended use of
respirators, facemasks, and eye protection and limiting gown use to high-contact care activities and those where
splashes and sprays are anticipated. Broader testing coutd be utilized to prioritize PPE supplies (see section on
using testing}.

« Notify HCP, resicdents, and families and reinforce basic infection control practices within the facility (e.g., hand hygiene,

PPE use, environmental cleaning).
o Promptly {within 12 hours) notify HCP, residents, and families about identification of COVID-19 in the facility

[164 KB, 3 pages] [4 :
= Provide educational sessions or handouts for HCP, residents, and families
» Maintain ongoing, frequent cormunication with residents, families, and HCP with updates on the situation
and facility actlons
o Monitor hand hygiene and PPE use In affected areas
« Maintain all interventions while assessing for new clinical cases (symptomatic residents):
o Maintain Transmission-Based Precautions for all residents on the unit at least until there are no additional clinical
cases for 14 days after implementation of all recommended interventions.

34
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o Iftesting is avallable, asymptomatic residents and HCP who were exposed to the resident with COVID-19 (e.g., on
the same unit) should be considered for testing

a The incubation period for COVID-19 can be up to 14 days and the Identification of a new case within a week to 10
days of starting the interventions does not necessarily represent a failure of the interventions implemented to
control transmission.

Use of Testing to Inform the Response to COVID-19 in Nursing Homes

Considerations for use of COVID testing to inform cohort decisions

o If testing supplies or capacity are limited, testing of symptomatic HCP and symptomatic residents should be prioritized.
o If unit-wide or facility-wide testing is not available in response to newly identified SARS-CoV-2 infected residents or
HCP, moving any residents other than those confirmed to have COVID-19 should be done with caution given the
risk of asymptomatic infection; in those situations, all recommended COVID-19 PPE should be used during care of
all residents on the affected unit or facility.
« f testing capacity allows, use of facility-wide testing following identification of newly identified SARS-CoV-2 infected
residents or HCP could be particularly important. Facifity-wide testing can help identify asymptomatic or pre-
symptomatic residents with COVID-19 to guide movement into COVID-19 designated spaces.

For additional information on testing in response to COVID-19 in nursing homes please refer to Considerations for Use of
Test-Based Strategies for Preventing SARS-CoV-2 Transmission in Nursing Homes,

Page last reviewed: April 30, 2020
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Centers for Disease
Control and Preventian

Coronavirus Disease 2019 (COVID-19)

Testing Guidance for Nursing Homes

Interim Testing Guidance in Response to Suspected or Confirmed COVID-19 in Nursing Home

Residents and Healthcare Personnel
Updated May 19, 2020

Related Pages

Performing Facility-wide SARS-CoV-2 Testing in Nursing Responding to Coronavirus (COVID-19} in Nursing Homes
Homaes :
Testing for Coronavirus (COVID-19) in Nursing Homes
Considerations for Memory Care Units in Long-term Care
Facilities Infection Pravention and Control Assessment Tool far
Nursing Homes Preparing for COVID-19
Key Strategies for Long-term Care Facilities

Summary of Changes to the Guidance:
« Included reference to the CMS Nursing Home Reopening Guidance for State and Local Officials [4 , which addresses

testing of residents and healthcare persannel in nursing homes

« Reorganized guidance to focus on how testing can be added to other infection prevention and control practices to
keep COVID-19 out of nursing homes, detect cases quickly, and stop transmission

Nursing home residents are at high risk for infection, serious iliness, and death from COVID-19, Testing for SARS-CoV-2, the
virus that causes COVID-19, in respiratory specimens can detect current infections {referred to here as viral testing or test)
among residents and healthcare personnef (HCP} in nursing homes. viral testing in nursing homes is an important addition to
other infection prevention and control ({PC} recommencations aimed at:

a Keeping COVID-19 out
« Detecting cases quickly

« Stopping transmission

Testing should not supersede existing IPC interventions.

Testing conducted at nursing homes should be implemented /it addition to recommended IPC measures.

Testing should be used when results will lead to specific IPC
actions.

Viral testing can be used to inform additional IPC actions necessary to keep SARS-CaV-2 out of facilities, detect COVID-19 cases
quickly, and stop transmission. Testing practices shoutd aim for rapld turn-around-times {e.g., less than 48 hours) in order to
facilitate effective IPC action. At the current time, antibody test resuits should not be used to diagnose someone with an
active SARS-Cov-2 infection and should not be used to inform IPC action.

while this guldance focuses on testing in nursing homes, it can also be applied to other long-term care facilities (e.g., assisted
living facilities). Nursing homes shouid adhere to any state or federal testing requirements.
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Keeping COVID-19 out

s Actively screen all HCP for fever and COVID-19 symptoms at the start of their shift; test any who screen positive.
o HCP who have fever or symptoms should be excluded from work pending results of the test,

o HCP who test positive for COVID-19 should be excluded from work until they meet return to worlk criteria.

e Facility leadership and focal and state health departments should have a plan for meeting staffing needs to provide safe
care to residents when HCP who test positive are excluded from work. CDC has created strategies to assist facllities with
mitigating HCP shortages.

« Baseline testing of all residents and HCP along with weekly testing of all HCP are recommended for nursing homes as
part of the reopening process [4 . State and local officials may adjust the requirement for weekly testing of HCP based
on the prevalence of the virus in their community, far example performing weekly testing in areas with moderate to
substantial community transmission. Facilities performing such surveillance should have a plan for testing (including
access to testing with a rapid-turnaround-time) and responding to results, Decisions should be based on guidance from
state and local officials,

Detecting cases quickly

+ Actively screen all residents for fever and COVID-19 symptoms each day and test any resident who exhibits fever or
symptoms consistent with COVID-19.

« Test all residents and HCP in the nursing home if there is a new confirmed case of COVID-19; this refers to new SARS-
CoV-2 infection in any HCP or any nursing home-onset SARS-CoV-2 infection in a resident, During the reopening process
[ , nursing homes should test all residents and staff when there is a suspected or confirmed case in any resident or a

confirmed case in any HCP.

o When one case is detected in a nursing home, there are often other residents and HCP wio are infected with SARS-
Cov-2 and can continue to spread the infection, even if they are asymptomatic. Testing all residents and HCP as
soon as there is a new confirmed case in the facility will identify infected individuals quickly to alfow rapid
implementation of IPC interventions {e.g., isolation, cohorting, use of personal protective equipment). When
undertaking facility-wide testing, facility leadership should expect to identify multiple asymptomatic residents and
HCP with SARS-CoV-2 infection and be prepared to cohort residents and mitigate potential staffing shortages. See
Public Health Response to COViD-19 in Nursing Homes and Strategies to Mitigate Healthcare Personnel Staffing
Shortages for more detail.

o if testing capacity is limited, CDC suggests directing testing to residents and HCP on the same unit or floor of a new
confirmed case.

o If testing all residents on the same unit or floor is also not possible, CDC suggests directing testing to symptomatic
residents and HCP and residents who have known exposure to a case (e.g, roommates of cases or those cared for
by a known positive HCP),

o See Considerations for Performing Facility-wide SARS-CoV-2 Testing Nursing Homes for additional details.

Stopping transmission

e After testing all residents and HCP in response to a new case, CDC recommends follow-up testing to ensure transmission

has been terminated as follows:
o Immediately test any resident or HCP who subsequently develops fever or symptoms consistent with COVID-19

o Continue repeat testing of all previously negative residents (e.g., once a week) until the testing identifies no new
cases of COVID-19 among residents or HCP over at least 14 days since the most recent positive resuft.
= I test capacity is imited, CDC suggests directing repeat rounds of testing to residents who leave and return to
the facility (e.g., for outpatient dialysis) or have known exposure to a case {e.g., roommates of cases or those
cared for by a known positive HCP}. For large facilities with limited test capacity, testing all residents on
affected units could be considered, especially if facility-wide serial testing demonstrates no transmission
beyond a limited number of units.

o Continue repeat testing of all previously negative HCP (e.g., at |east once a week, consider more frequent testing in
settings where community incidence is high} until the testing identifles no new cases of COVID-19 among residents
or HCP over at least 14 days since the most recent positive resuit.

= I testing capacity is Himited, CDC suggests directing repeat HCP testing to HCP who work at other facilitles
where there are known COVID-19 cases.
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Definitions

o Healthcare Personnel (HCP): HCP include, but are naot limited to, emergency medical service personnel, nurses, nursing
assistants, physicians, technicians, therapists, phiebotomists, pharmacists, students and trainees, contractual HCP not
employed by the healthcare facility, and persons not directly involved in patient care, but who could be exposed to
infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, environmental services, laundry,
security, engineering and facilities management, administrative, billing, and volunteer personnetf),

s Nursing home onset SARS-CoV-2 infectlons refers to SARS-CoV-2 infections that originated in the nursing home. It does
not refer to the following:
o Residents who were known to have COVID-19 on admission ta the facility and were placed into appropriate
Transmission-Based Precautions to prevent transmission to others in the facifity.

o Residents who were not known to have COVID-19 on admission but who became positive within 14 days after
admission, as long as these individuals had been placed into Transmission-Based Precautions upon admission to
prevent transmissian to others in the facility.

More Resources

» Responding to COVID-19 in Nursing Homes

e [nfection Prevention and Controt Recommendations for Patients with Suspected or Confirmed COVID-19 in Healthcare
Settings

Additional Infection Control Guidance for Nursing Homes and Long-Teren Care Settings

» Nursing Home and Long-Term Care Facility Checklist

Page last reviewed: May 18, 2020
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Centers for Disease
Control and Prevention

i
Coronavirus Disease 2019 (COVID-19)

Performing Facility-wide SARS-CoV-2 Testing in
Nursing Homes

Considerations for Performing Facility-wide SARS-CoV-2 Testing in Nursing Homes.
Updated May 15, 2020

Related Pages

Performing Facility-wide SARS-CoV-2 Testing in Nursing Responding to Coronavirus (COVID-19) in Nursing Homes

Homes

Testing for Coronavirus (COVID-19} in Nursing Homes

Considerations for Memary Care Units in Long-term Care coe SRR

Facilities Infection Prevention and Control Assessment Tool for
Nursing Homes Preparing for COVID-19

Key Strategies for Long-term Care Facilities

Purpose

CDC has recommendations for when nursing homes shouid test all residents and healthcare personnel (HCP) in nursing
homes. This document describes considerations for performing facility-wide testing among nursing home residents and HCP.
Facility-wide testing involves testing all residents and HCP for detection of SARS-CoV-2, the virus that causes COVID-19, and
can be used to inform infection prevention and control (IPC) practices in nursing homes, This document s intended for health
departments and nursing homes conducting viral testing for current infection, such as reverse-transcriptase polymerase
chain reaction (RT-PCR}.

For additional information about test-based strategies and the public health response to COVID-19 in nursing homes, piease
refer to;

« Interim Testing Guidance in Response to Suspected or Confirmed COVID-19 in Nursing Home Residents and Healthcare
Personnel
» Considerations for the Public Health Response to COVID-13 in Nursing Homes

Preparing to perform facility-wide testing in nursing homes

+ Health departments should develop a strategy for prioritizing testing among nursing home residents and healthcare

personnel (HCP), depending on resources and goals.
o Prioritize facilities based on the number of cases in the facility, community prevalence, or number of residents with

recent healthcare exposures (e.g., recent hospitalization or recefving outpatient dialysis).

o Plan for serial testing after the initial facility-wide testing to facilitate cohorting and identify new transmission events
early,

= Considerations for time intervals between testing include concern for ongoing transmissicn and logistics of
repeat large scale testing,

o Determine the type of Emergency Use Authorization or Food and Drug Administration approved viral test and the
specimen source {e.g., nasopharyngeal, anterior nares) that will be used. Ensure availability of the required number
of spacimen collection kits and of personal protective equipment (PPE) needed for specimen collection.

o 1f an infection control assessment has not already been performed, include an evatuation of {PC practices while
conducting facility-wide testing. Testing should not supersede implementation of recommended IPC practices.
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o Consider other factors prior to testing, such as identifying a clinician who will order testing and how testing for HCP
and residents witl be funded.

o Review relevant local, state and federat guidance and regulations B [ on testing In nursing homes.

o See Interim Testing Guidance in Response to Suspected or Confirmed COViD-19 in Nursing Home Residents and
Healthcare Personnel for further details,
« Health departments and nursing homes should have a plan to respond to resuits of the testing prior to initiating testing.
o Ensure results of initial testing inform cohorting approaches in nursing homes.
= If a nursing home identifies positive residents and is unable to cohort, health departments and nursing homes
should decide whether it is feasible to move residents to another designated facility. If a facility is uncertain
about their abifity to cohart, then the facility should work with local authorities to identify infection prevention
and controf solutions based on test results.

o Ensure plan to exclude positive HCP from work. Establish policies to mitigate possible HCP staff shortages as a
resuit of testing.

o Determine how testing might be used to inform discontinuation of Transmission-Based Precautions for residents
and when positive HCP wilf be allowed to return to work.

Planning for specimen collection and data management

+ Health departments and nursing homes should establish who is responsible for performing specimen collection from
residents and HCP and a process for specimen collection and transport.

o Ensure all HCP can be tested, not just those on duty at time of facility-wide testing.

o Conslder whether a nursing home facility's HCP can collect specimens from both residents and HCF or whether
additional support is needed for specimen collection. The facifity's HCP may need to be trained to collect specimens
correctly, Training should include IPC requirements and carrect PPE use.

o Determine whether HCP can be tested at the nursing home or whether they will be tested offsite and how results
will be shared with the facility and health department.

o Determine a process that captures which residents and HCP were tested or were unable to be tested,

Coordinating reporting of testing results

« Laboratories that can quickly process large numbers of tests with rapid reporting of resuits (e.g., within 48 hours) should

be selected for fadiity-wide testing intended to inform infection prevention initlatives to prevent and limit transmission.
o |deally, one Jaboratory should be selected to process specimens from both HCP and residents to facilitate data
collection and analysis.

» If the designated laboratory sends results directiy to the nursing home, the nursing home and health department should
coardinate how all results will be shared with the health department.

e Ensure resuits are shared between facilities and health departments, even if multiple faboratories perform testing (e.g.,
state lab performs testing for residents and commercial laboratory performs testing for HCP).

+ Health departments should develop a systematic method to receive testing results from laboratories and nursing
hormnes.,

s Health departments that receive results directly from surveillance systems or laboratories should ensure the results
include date of testing, facility name, and the role of the individual tested (i.e., resident, HCP).

« Nursing homes should maintain records of HCP and residents who have positive tests; those records can facilitate
reporting aggregate data into the National Healthcare Safety Netwaork (NHSN) COVID-19 Module for LTCF.

«» Data collection tools, which may inciude baseline epidemiologic information, developed by health departments should
be shared with a responsible point of contact at each nursing home. The facility point of contact should be trained on
how to collect and submit such data ta ensure consistency acrass nursing homes.

s Testing should be carried out in a way that protects confidentiality to the extent possible and is consistent with
applicable laws and regulations,

+ Federal regulations B8 [4 require informing patients, staff, and famifies of the number of cases in the facility; facilities
must have plans for meeting these regulations.

» When employers become aware of cases, the Recordkeeping and Reporting Occupational injuries and lliness standard
{29 CFR 1904 [# ), requires certain employers to keep a record of serious work-related injuries and ilinesses including

hutps:fwew,cde.govicoranavinue/201 g-ncoviepinursing-hamas-faciity-wide-testing.html
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work related COVID-19.
Recommendations for conducting swabbing

General considerations

« Follow CDC's Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from Persons for Coronavirus
Disease 2019 {COVID-19)
= The number of peaple present during specimen cottection should be limited to only those essential for care and
procedure support,
o Visltors or other bystanders should not be present for specimen collection.
= Swabbing of multiple individuals should not be performed in the same room at the same time, unless appropriate
separation between swabbing stations can be maintained (see below},

Consider if self-collection is appropriate

¢ PPE use can be minimized through self-collection while HCP remain at least 6 feet away of the individual being swabbed.

+ The individual must be able to correctly seff-swahb and place the swab in transport media or sterile transport device and

seal.
o [fthe individual needs assistance, assistance can be provided by placing the swab into transport media or a sterile

transport device and sealing it for them.
s Ifbulk-packaged swabs are used for sample colfection, care must be exercised to avoid contamination of any of the
swabs In the bulk-packaged container.

Location of specimen collection for nursing home residents

= Specimen collection should be performed one at a time in each resident's room with the door closed. An airborne
infection isolation room is not required. Ideally for rooms with multiple residents, specimen collection should be
performed one individual at a time in a room with the door closed and no other individuals present.

Location of specimen collection for HCP

« Ideally, specimen collection should be performed one individual at a time in a room with the door closed and no ather
individuals present. If individual rooms are not available, other options include:

o [arge spaces (e.g., gymnasiums} where sufficient space can be maintained between swabbing stations (e.g., greater
than 6 feet apart}.

o An outdoor {ocation, weather permitting, where other individuals will not come near the specimen collection
activity.

» Considerations for multiple HCP being swabbed in succession in a single room:

o Consider the use of portable HEPA filters to increase air exchanges and to expedite removing infectious particles,

o Minimize the amount of time the HCP will spend in the room. HCP awaiting swabbing should not wait in the room
where swabbing is being done, Those swabbed should have a face mask or cloth cover in place for source control
throughout the process, anly remaving it during swabbing.

» Minimize the equipment kept in the specimen collection area. Consider having each person bring their own prefilied
specimen bag containing a swab and labeled sterile viral transport media container into the testing area from the check-
in area.

PPE for swabbing

+ HCP in the room or specimen collection area should wear an N95 or higher-level respirator {or facemask if a respirator is
not available} and eye protection. A single pair of gloves and a gown should also be worn for specimen colfection or if
contact with contaminated surfaces is anticipated.

o If respirators are not readily available, they should be prioritized for other procedures at higher risk for producing
infectious aerosols (e.g., intubation), instead of for collecting nasopharyngeal specimens.

https:iiwuny.ede, govicoronavirus/2018-ncovhepinursing-hames-facility-wide-testing. him!
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» Extended use of respirators (or facemasks) and eye protection is permitted. However, care must be taken to avoid

touching the necessary face and eye protection. if extended use equipment becomes damaged, soiled, or hard to
breathe or see through, it shoutd be replaced. Hand hygiene shouid be performed before and after manipulating PPE.

e Gloves should be changed and hand hygiene performed between each person being swahbed.

- Gowns should be changed when there is more than minimal contact with the person or their environment. The same

gown may be warn for swabbing more than one person provided the HCP collecting the test minimizes contact with the
person being swabbed. Gowns should be changed if they become soiled.

« Consider having an observer who does not engage in specimen collection but monitors for breaches in PPE use

throughout the specimen collection process.

« HCP who are handling specimens, but are nat directly involved in collection (e.g., self-collection} and not working within 6
feet of the individual being tested, should follow Standard Precautions; gloves are recommended, as well as a facemask
for source control.

Cleaning and disinfection between individuals

e Surfaces within & feet of where specimen collection was performed should be cleaned and disinfected using an
Environmental Protection Agency-registered disinfectant from List N [ if visibly soiled and at least haurly.

s Terminal cleaning and disinfection of all surfaces and equipment in the specimen collection area should take place at the
end of each day. Resident roams should be cleaned and disinfected in accardance with Implementing Environmenital
infection Cantrot in the Intetim Infection Prevention and Control Recommendations for Patients with Suspected or
Confirmed Coronavirus Disease 2019 (COVID-19) in Healthcare Settings.

Definitions

« Healtheare personnel (HCP): HCP include, but are not limited to, emergency medical service personnel, nurses, nursing
assistants, physicians, technicians, therapists, phlebotomists, pharmacists, students and trainees, contractual staff not
employed by the healthcare facility, and persons not directly involved in patient care, but who could be exposed to
infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, environmental services, laundry,
security, engineering and facilities management, administrative, billing, volunteer personnel),

Page last reviewed: May 19, 2020
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Infection Prevention and Control Assessment Tool
for Nursing Homes Preparing for COVID-19

This is an infection control assessment and response tool {ICAR) that can be used to help nursing homes prepare for
coronavirus disease 2019 {COVID-19). This tool may also contain content refevant for assisted living facilities.

The items assessed support the key strategies of:

« Keeping COVID-19 out of the facility

. identifying infections as early as possible

« Preventing spread of COVID-19 in the facility

. Assessing and optimizing personal protective equipment (PPE) supplies
- Identifying and managing severe illness in residents with COVID-19

The areas assessed include:

- Visitor restriction

. Education, monitoring, and screening of healthcare persannel' (HCP)

+ Education, monitoring, and screening of residents

- Ensuring availability of PPE and other supplies

« Ensuring adherence to recommended infection prevention and control {IPC) practices
. Communicating with the health department and other healthcare facilities

Findings from the assessment can be used to target specific IPC preparedness activities that nursing homes can immediately
focus on while continuing to keep their residents and HCP safe,

Additional Information for Personnel Conducting Assessments:

. The assessment indudes a combination of staff interviews and direct observation of practices in the facility and can
be conducted in-person or remotely (e.g,, Tele-ICAR via phone or video conferencing). Provide a copy of the tool to the
facility before completing the Tele-ICAR and encourage nursing home staff to take their own notes as you conduct
the assessment.

. Background information in the fight green boxes above each section being assessed provides context for the {CAR user.
You should not read this aloud during the assessment process but can refer to it as additional information.

. Keep in mind that the goal of the assessment is to convey key messages to nursing homes and identify their COVID-19-
specific preparedness needs. Note any IPC questions and concerns and address them after the ICAR is completed. if you
need additional support and technical assistance during an assessment, know that you can engage state HD healthcare-
associated infections/antibiotic resistance (HAI/AR} Program leads for support,

. Assessment activities provide an opportunity for dialogue and information sharing.

» Discuss the purpose of the assessment, Emphasize that it is not a regulatory inspection and is designed to
ensure the facility is prepared to quickly identify and prevent the spread of COVID-19.

» Promote discussion by asking additional questions to prompt or probe. Use this opportunity to address
concerns and offer available resources.

'Health care personnet (HCP) are defined as paid and unpaid persons serving in health care settings who have the potential for direct or indirect
exposure to patients or infectious materials

U.5, Department of

Health and Human Services
Centers for Disease

Contral andt Prevention
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- To help you facilitate conversations with facilities, sample questions are provided in italics above each element being assessed.
You do not have to ask these guestions; however, they offer suggestions to help you continue the discussion, if needed. Be
aware of applicable federal, state, county, or city rules, regulations such as CMS requirements for nursing homes and life safety
code, and state government proclamations that may affect implementation of recommended practices.

. Provide feedback or a high-level summary immediately after the assessment, including elements in place and areas for
improvement.

» Consider providing a copy of your assessment or a brief summary with feedback, answers to the facility's guestions,
and recommended next steps directly to the facility within 2-3 days.

. Consider scheduling a follow-up calf with the facility after the assessment findings are shared.




Investigator: Date:

Good morning/afternoon. My name is and | am calling from the Department of Health. May | speak with
someone who is in charge of infection prevention and control (IPC) at your facility?

Greetings, .My name s and | am calling to discuss infection prevention and control (IPC) preparedness activities
that your facility can immediately put into place to combat COVID-19 while continuing to keep your residents and heafthcare
personnel safe. | would like to go through an IPC consultation with you and your team, that is non-regulatory in nature and
meant to be helpful. Is now a good time to talk? If not, when would work best?

Great. As background, infection control assessment and response surveys, also referred to as ICARs (eye-cars), were developed
by CDC to help health departments assess IPC practices and guide quality improvement activities. ICARs are particularly
useful for stopping the spread of pathogens during outbreaks. ICAR findings will be shared between the health department’s
Healthcare Associated Infections Program and CDC.

Before we begin, may | get your name and contact information? Is there another person at your facility who would be the
primary contact for the health department? If yes, can | get their information also?

Facilities Demographics

Facility POC Name:

Facility POC Title:

POC Phone: POC E-mail Address:

Facility Name:

Facility County: Number of beds in the facility:
Total number of residents in the facility: Total number of staff in the facility:

Total number of units:

Specialty Units (check afl that apply): ] Vent/trach [Dialysis [] Dementia/Memory [ skilled Nursing
[Subacute Rehab [ psychiatric care

These units have residents at higher risk for poor outcomes. Vent/irach units provide respiratory support and dementia/memory units

are often secured, and limit resident movement to other locations.

Which of the following situations apply to the facility? (Select all that apply)

[] No cases of COVID-19 currently reported in the surrounding community

[ Cases reported in the surrounding community

] Sustained transmission reported In the surrounding community

[ ] Cases identified in their facility (either among HCP and/or residents)

If yes, please specify the number of cases among residents and among HCPs
[ Cluster of influenza-like iliness (ILI) in facility {either among HCP and/or residents}
If yes, please specify the number of cases among residents and among HCPs

Have you received any prior information specific to preventing transmission of COVID-19? (Select all that apply)
[ No

] Yes, from the health department

] Yes, from Centers for Medicare and Medicaid Services (CMS)

] Yes, from another source {Specify: )




Both CDC and CMS recommend restricting all visitors to nursing homes to prevent COVID-19 from entering the facility. Exceptions

for compassionate care, such as end-of-life situations, may be considered on a case-by-case basis. All visitors should first have
temperature and symptom screening (e.g., fever, new or worsening cough, difficulty breathing, chifls, repeated shaking with
chills, muscle pain, headache, sore throat, and new loss of taste or smefl) to safequard residents. li visitors should not enter.
Visitors who are granted access should perform frequent hand hygiene, wear a cloth face covering (for source control), and conduct
their visit in a location designated by the facility such as the resident’s room, Additional best practices include designating a single
entrance for visitors, posting signage at entrances to the facility, and providing communication to residents and farnifies.

Elements to be assessed

Assessment (Y/N)

Notes/Areas for Improvement

What is your current palicy for visitors?

Facility restricts al! visitation except for certain compassionate
cave situations, such as end-of-life situations.

OYes ONo

Are there any exceptions to your visitation policy?
What are those exceptions?

Decisions about visitation are made on a case-by-case basis.

OYes Oto

Ifvisitors are allowed in, what screening occurs?

Potential visitors are screened prior to entry for fever or symptoms
of COVID-19. Those with symptoms are not permitted to enter the
facility (e.g., fever, new or worsening cough, difficulty breathing,
chills, repeated shaking with chills, muscle pain, headache, sore
throat, and new loss of taste or smell).

OYes ONo

Are there any restrictions or requirements on visitors once they enter?
Do you provide them with any additional information on hand hygiene?

Visitors that are permitted inside, must wear a cloth face covering
while in the building and restrict their visit to the resident's room
or other location designated by the facility. They are also reminded
to frequently perform hand hygiene,

OYes OHNo

What is your policy for volunteers or non-medical service providers fike
a beautician, barber, or massage therapist?

Non-essential personnel induding volunteers and non-medical
service providers (e.g., salon, barbers) are restricted from entering
the building.

OYes ONo

What has your facility done to communicate with family members
of residents? What have you told family members about visiting?

Facility has sent a communication {e.q., letter, email) to families
advising them that no visitors will be allowed in the facility except
for certain compassionate care situations, such as end-of-life, and
that alternative methods for visitation such as video conferencing
will be made available by the facility.

OYes ONo

Is the facility offering alternative means of communication instead
of visits? What are those?

Facility has provided alternative methods for visitation such
as video conferencing for residents.

OYes Oto

Are there signs to prevent entrance into the facility (e.g., no visitors)?

Facility has posted signs at entrances to the facility advising that
no visitors may enter the fadility.

OYes ONo




Education of HCP {including consultant personnel) should explain how the IPC measures protect residents, themselves, and their
foved ones, with an emphasis on hand hygiene, PPE, and monitoring of their symptoms. Consuftant personnel are individuals who
provide specialized care or services (for example, wound core or podiatry) to residents in the facility on a periodic basis. They often
work at multiple facilities in the area and should be included in education and screening efforts as they can be exposed fo or serve as
a source of pathogen transmission. If HCP work while ilf, they can serve as a source of pathogen transmission within the faciity.

HCP should be reminded not to report to work when iff. Al HCP should seff-monitor when they are not at work and be actively
screened upon entering the facility. Ideally, this would occur at the entrance to the facility, before they begin their shift, Screening
includes temperature check and asking about symptomns like subjective fever, new or worsening cough, difficulty breathing, chills,
repeated shaking with chills, muscle pain, headache, sore throat, and new loss of taste or smell. If they have a fever of 100.0 F or
higher or symptoms, they should be masked and sent home, Because symptom screening will not identify individuals who are
infected but otherwise asymptomatic or pre-symptomatic, facilities should also implement universal source control policies requiring
anyone in the facility to wear a facemask or cloth face covering. When available, facemasks are generally preferred over cloth face
coverings for HCP as facemasks offer both source control and protection for the wearer against exposure to splashes and sprays of
infectious material from others. Cloth face coverings shotld NOT be worn instead of a respirator or facemask if more than source
control is required. R

Elements to be assessed Assessment {Y/N) Notes/Areas for Improvement

Have you provided any in-service training or education to the staff due to
COVID-197 What was induded in those?

Facility has provided education and refresher training to HCP
{including consultant personnel) about the following:

+ (OVID-19 {e.g., symptoms, how it is transmitted) Oves ONo

» Sickieave policies and importance of not reporting to or
remaining at work when il Otes. Olo

+ Mew policies for source control while in the facility OYes ONo

Do you ever audit or record performance of things like hand hygiene?
Selection and use of personal protective equipment?
Environmental cleaning?

Facility monitors HCP adherence to recommended
IPC practices, including:

« Hand hygiene OYes OMo

« Selection and use of PPE; have HCP demonstrate competency
with putting on and removing PPE Otes: Oo

« (leaning and disinfecting environmental surfaces and resident Oes ONo
care equipment

What is your current staffing capacity?

Facility is aware of staffing needs and has a plan in the event of OYes ONo
staffing shortages,




Elements to be assessed

Assessment (Y/N)

Notes/Areas for Improvement

What is the current policy for facemasks for HCP inside the facility?
What do you tell staff about wearing facemasks in common wark areas
with only co-warkers present? Ifyou are running fow on facemasks, do
you have a plan far when and which staff might use cloth face coverings
for source control instead (those not providing divect care)?

Facitity has implemented universal use of facemasks or dloth face
coverings for HCP (for source control) while in the fadility.

OYes ONo

Facility has provided staff with education to use facemask or
respirator if more than source controlis required.

Ifthere are shortages of facemasks, facemasks should be prioritized for

HCP and then for residents with symptoms of COVID-19 {as supply affows).

Cloth face coverings are not considered PPE and should not be worn
instead of a respirator (or facemask if shortage of respirators) if more
than source control s required.

OYes ONo

What is the facility encouraging for staff in terms of social distancing?

Al HCP are reminded to practice social distancing when in break
rooms and common areas.

OYes ONo

Have you started staff screening or check-ins? How does that work? s this
kept in a log? What do you do if someone has a fever or symptoms?

AIl HCP (induding ancillary staff such as dietary and housekeeping
and consultant personnel) are screened at the beginning of their
shift for fever and symptoms of COVID-19 (actively records their
temperature and documents they do not have fever, new or
worsening cough, difficulty breathing, chills, repeated shaking
with chills, muscle pain, headache, sore throat, or new loss of
taste or smelf),

OYes ONo

+ If they areill, they are instructed to keep their doth face
covering ot facemask on and leave the facility. H(P with
suspected or confirmed COViD-19 should notify their supervisor
at any facility where they wark,

OYes ONo

Has your facility had any symptomatic staff? How are they tracked
or monitored?

Facility keeps a list of symptomatic HCP.

OYes ONo




Education of residents and their loved ones should include an explanation of steps the facility is taking to protect them and how
visitors can serve as a source of pathogen transmission. The facility should ask residents to report if they feel feverish or have

respiratory symptoms. They should actively monitor aff residents upon admission and at feast daily for fever and symptoms of
COVID-19 (fever, new or worsening cough, difficulty breathing, chills, repeated shaking with chills, muscle pain, headache, sore throat,
and new loss of taste or smell). If they have a fever (temperature of 100.0 F or higher) or symptoms, they should be restricted to their
room and put into appropriate Transmission-Based Precautions. Group activities such as communal meals, religious gatherings,

classes, and field trips should be stopped to promote social distancing (residents remaining at least € feet apart from one another).

Facilities should plan to dedicate space to cate for residents with COVID-19 even before they have an active case. This could be

a dedicated floor, unit, or wing in the facility or a group of rooms at the end of the unit that will be used to cohort residents with
COVID-19 and would have dedicated HCP to deliver care within this space. Another consideration is how to manage new admissions
or readmissians when COVID-19 status is unknown. Options may include placing the resident in a single-person room or in a separate
observation area so the resident can be monitored for evidence of COVID-19, Residents could be transferred out of the observation
area to the main facility if they remain afebrile and without symptoms for 14 days after their exposure (or admission). Testing at the
end of this period coutd be considered to increase certainty that the resident is not infected. If an observation area has been created,
residents in the facility who develop symptoms consistent with COVID-19 could be moved from their tooms to a single room in this
area pending resuits of SARS-CoV-2 testing. '

Al recommended PPE should be worn during care of residents under observation; this includes use of an N95 or higher-level respirator
(or facemask if a respirator is not available), eye protection (i.e., goggles ora disposable face shield that covers the front and sides of
the face), gloves, and gown. Cloth face coverings are not considered PPE and should not be worn by HCP when PPE is indicated.

Elements to be assessed Assessment {Y/N) Notes/Areas for Improvement

Have you provided any educalion to your residents on ways they
can protect themselves (like washing hands, visitor restriction,

social distancing)?

Facility has provided education to residents about the following:

« COVID-19 {e.g., symptoms, how it is transmitted) Oves ONo
- Importance of immediately informing HCP if they fee! OYes ONo

feverish orill

- Actions they can take to protect themselves (e.g., hand hygiene,
covering theit cough, maintaining social distancing) Otes Oto

+ Actions the facility is taking to keep them safe (e.g., visitor
restrictions, changes in PPE use, canceling group activities and OYes ONo
communat dining)

Are you screening residents? How are you screening them/what quiestions
are you asking them? How often? What is included?

Facility assesses residents for fever and symptoms of (OVID-19 OYes ONo
(fever, new or worsening cough, difficulty breathing, chills,
repeated shaking with chills, musde pain, headache, sore throat,
and new loss of taste or smell) upon admission and at least daily
throughout their stay in the facility.

. Residents with suspected COVID-19 are immediately placed in
appropriate Transmission-Based Precautions. OYes ONo

Note: Older adults with COVID-19 may not show typical symptoms such
as fever or respiratory symptoms. Atypical symptoms may include new

orworsening malaise, new dizziness, or diarrhea. |dentification of these
symptoms should prompt isolation and further evaluation for COVID-13,




Elements to be assessed

Assessment {Y/N)

Notes/Areas for Improvement

Are you keeping track of residents who are symptomatic? How?

Facility keeps a list of symptomatic residents (link to respiratory
infection surveillance tool): hitps:/fwww.cde.gov/longtermcare/
pdfs/LTC-Resp-OutbreakResources-P.pdf)

OYes ONo

Has your facility made any changes to group activities (e.g., communal
dining, religious activities [mass at Catholic facilities], gyms) or fietd trips?

Facility has stopped group activities inside the facility and field
trips outside of the facility.

OYes ONo

How are residents receiving meals? Has anything changed with
communal dining?

Facility has stopped communal dining.

OYes ONo

Additional actions when COVID-19 is identified in the facility or
there is sustained transmission in the community {some facilities
may choose toimplement these eatlier)

What is happening with resident movement in the facility? Are residents
advisedto stay in their rooms? Are they required to wear a facemask if
they leave their rooms?

Residents are encouraged to remain in their rooms,

« {fthere are cases in the facility, residents are restricted
(to the extent possible) to their rooms except for medically
necessary purposes,

Oves ONo

- Ifresidents leave their rooms, they should wear a cloth face
covering or facemask (if tolerated), perform hand hygiene,
limit movement in the facility, and perform social distancing.

OYes ONo

How are il} residents monitored? How often are they monitored?
What is included (e.q., symptoms, vitals, temp, oxygen saturation,
respiratory exam)?

« The facility monitors ill residents at least 3 times daily
induding evaluating symptoms, vital signs, and oxygen
saturation via pulse oximetry to identify and quickly
manage clinical deterioration,

OYes ONo

I there is a case within the facility in the future, have you made a plan for
where the resident with COVID- 19 will be placed?

Facility has dedicated a space in the facility to care for residents
with confirmed COVID-19. This could be a dedicated floor, unit, or
wing in the facility or a group of rooms at the end of the unit that
will be used to cohort residents with COVID-T9.

OYes ONo

How will this dedicated space be staffed?

Fadility has dedicated a team of primary HCP staff to work only in
this area of the fadlity.

OvYes ONo




Elements to be assessed

Assessment (Y/N)

Notes/Areas for Improvement

What is your plan for handiing a resident who may have (OVID-197 What
is your plan for movement? What is your plan for testing?

Facility has a plan for how residents in the facility who develop
COVID-19 will be handled (e.q., transfer to single room, priositize
for testing, transfer to COVID-19 unit if positive).

Closely monitor roommates and other residents who may have been
exposed to an individual with COVID-19 and, if possible, avoid placing
unexposed residents into a shared space with them,

OYes Oho

What is your plan for managing new admission or readimissions

when the resident’s COVID-19 status is unknown? What PPE will be worn
wihen caring for residents wha have unknown (OVID-19 statiss and ore
under observation?

Facility has a plan for managing new admissions and readmissions
whose COVID-19 status is unknown,

OYes Oio

Additional actions when COVID-19 is identified in the facility or
there s sustained transmission in the community

Facility uses all recommended PPE for the care of all residents on
affected units {or facility-wide depending on the situation).

Because of the higher risk of unrecognized infectien among residents,
universal use of ali recommended PPE for the care of all residents
on the affected unit {or facility-wide depending on the situation) is
recommended when even a single case among residents or HCPis
identified in the facility; this should also be considered when there s
sustained transmission in the community. The health department can
assist with decisions about testing of asymptomatic residents,

OYes ONo




Major distributors in the United States have reported shortages of PPE. Shortages of alcohol-based hand sanitizers and refills and
certain disinfectants have also been reparted. Facilities shoutd assess their current supplies of PPE and other critical materials as soon
as possible and begin implementing strategies to optimize their current supply of PPE (https.//www.cdc.gov/coronavirus/2019-ncov/
hen/ope-strateqy/index.htmi). Examples of strategies described in those documents include extended use of facemasks and eye
protection, which allow the same facemask and eye protection to be wom for the care of more than one resident. Gowns could be
prioritized for sefect activities such as activities where splashes and sprays are anticipated (including aerosol generating procedures}
and high-contact resident care activities that pravide opportunities for transfer of pathogens to hands and clothing of HCP. If a facility
anticipates or has a shortage, they should engage their health department and healthcare coalition for assistance.

«  Link to identifying your state HAl coordinator: https./fwww.cde. gov/haifstate-based/index.htm!

« Link ta heaithcare coalition/preparedness: hrtps://www.nhe,aqv/Preparedn ess/planning/hpp/Pages/find-he-coalition.aspx

Disinfectants used at a facility should be EPA-registered, hospital-grade disinfectants with an emerging viral pathogens claim against
SARS-CoV-2. List N on the EPA website lists products that meet EPA' criteria for use against SARS-CoV-2 {https://www.epa.gov/
pesticide-registration/list-n-disinfectants-use-against-sars-cov-2)

Elements to be assessed Assessment (Y/N) Notes/Areas for Improvement

How is your current supply of: facemasks and respirators; gowns; gloves;
eye prolection? Does your facility have enough supply of facemasks and
respirators (gowns, gloves, etc) for the next 1-2 weeks?

Facility has assessed current supply of PPE and other critical OYes ONo
materials (e.g., alcohol-based hand sanitizer, EPA-registered
disinfectants, tissues}. (https://www.cdc.qov/coronavirus/2019-
ncov/hep/ppe-strateqy/burn-calculator.htmi)

What s your facility doing to try and conserve PPE? Are you aware of the
recommendations to conserve PPE? Do you have a backup plan if you don't
have enough?

If PPE shortages are identified or anticipated, facility has engaged Oes ONo
their health department and/or healthcare coalition for assistance.

Facility has implemented measures to optimize current PPE supply OYes ONo
{https://www.cdc.gov/ coronavirus/2019-ncov/hep/ppe-strateqy/
index,himl}.

Where is your PPE located? s it readily available for staff that need it?

PPE is available in resident care areas incduding outside
resident rooms. OYes ONo

+ PPE here indudes: gloves, gowns, facemasks, N-95 or higher-
level respivators (if facility has a respiratory protection
program and HCP are fit-tested) and eye protection (face
shield or goggles).

How much disinfectant does your facility have on hand? Do you expect
ashortage?

EPA-registered, hospital-grade disinfectants with an emerging OYes ONo
viral pathogens daim against SARS-CaV-2 are available to allow
for frequent deaning of high-touch surfaces and shared resident
care equipment.

Are trash cans accessible throughout the facility? What about tissires?

Tissues and trash cans are available in common areas and
resident rooms for respiratory hygiene and cough etiquette OYes ONo
and source control,




Alcohol-based hand sanitizer (ABHS) is the preferred method of hand hygiene; however, sinks should stilf be stocked with soap and
paper towels. Hand hygiene should be performed in the following situations: before resident contact, even if PPE is worn; after contact
with the resident; after contact with blood, body fluids, or contaminated surfaces or equipment; before performing aseptic tasks; and
after removing PPE,

Recommended PPE when caring for residents with suspected or confirmed COVID-19 includes gloves, gown, N-95 or higher-feve!
respirator {or facemask if respirators are not avaifable or HCP are not fit-tested), and eve protection (face shield or goggles). PPE
should be readily available outside of resident rooms, although the facility should censider assigning a staff member to shepherd
supplies and encourage appropriate use,

All EPA-registered, hospital-grade disinfectants have a contact time which is required to kill or inactivate pathogens. Environmental
surfaces must remain wet with the product for the entire contact time duration to work appropriately. Contact times range from 30
seconds to 10 minutes. Keeping a surface wet for 10 minutes is seldom accomplished with a single application. It is important for
facilities to know that their product is appropriate (List N as above) and is being used for the entire contact time. Also, it is helpful for
the facility to assign responsibility for cleaning and disinfection of specific surfaces and equipment (who cleans what).

Elements to be assessed Assessment (Y/N) Notes/Areas for Improvement

When, during patient care, is hand hygiene expected?
HCP perform hand hygiene in the following situations:

« Before resident contact, even if gloves will be worn OYes ONo
« After contact with the vesident OYes OMNo
+ After contact with blood, bedy fluids, or contaminated Oves ONo

surfaces or equipment

+ Before performing an aseptic task OYes ONo

+ Afterremoving PPE OYes ONo

What does your facility recammend for hand hygiene? fs there a preference
for soap and water or aleohof-based hand sanitizer?

Fadility has preference for alcohol-based hand sanitizer over soap
and water Otes OMo

What PPE is being used by HCP caring for anyone with suspecied or
confirmed COVID-19

HCP wear the following PPE when caring for vesidents with
suspected or confirmed COVID-19

« Gloves OYes ONo
+ Isolation gown OYess ONo
. N-95 or higher-level respirator {or facemask if a respirator OYes ONo

is not available)

« Eye protection (goggles or face shield) OYes (ONo




Elements to be assessed

Assessment (Y/N)

Notes/Areas for Improvement

How are staff taught to remove PPE?

PPE are removed in a manner to prevent self-contamination and
hand hygiene is performed immediately after removal.

OYes ONo

What product do you use for alcohol-based hand sanitizer — do you know
the alcohol percentage? Are you experiencing any shortages in alcohot-
based hand sanitizer? I so, how are you addressing?

Hand hygiene supplies are available in all resident care areas.

- Alcohol-hased hand sanitizer* with 60-95% alcohol is
avaflable in every resident room and other resident care
and common areas.

*{f there are shortages of alcohol-based hand sanitizer,
hand hygiene using soap and water is still expected.

OYes ONe

Do you ever audit or record performance of things like hand hygiene?
Selection and use of personal protective equipment? What do you do if you
see someone not washing their hands appropriately?

Hand hygiene and PPE compliance are audited.

OYes ONe

How often ate shared equipment like blood pressure cuffs/machines
cleaned? These need to be cleaned after every patient use. Who is
responsible for that? Are you able to dedicate equipment to residents
that may be symptomatic or a case fike thermometers, BP cuffs,

ond stethoscopes?

Non-dedicated, non-disposable resident care equipment is
deaned and disinfected after each use.

Oves ONo

What disinfectant is used at your facility? Is this ready-to-use (premixed)
or does it need to be diluted by your staff? Have you checked to see if that
product is effective for coronavirus (EPA List N)?

EPA-registered, hospital-grade disinfectants with an emerging
viral pathogens daim* against SARS-CoV-2 are available to allow
for frequent deaning of high-touch surfaces and shared resident
care equipment.

« *Sap EPA List N: https://www.epa.gov/pesticide-vegistration/
list-n-disinfectants-use-against-sars-cov-2

« Name of EPA-registered disinfectant used in fadlity:

OYes ONo

What is the cantact time for the product? Remember that the cantact

time Is haw long a disinfectant needs to remoin on a surface for it fo be
effective. The surface needs to be wet the entire time. Contact times can
range from 30 seconds ta 10 minutes; often the product is dry after 1-2
minutes so this means reapplying more until that contact time is met. {ff
they have a 10 minute praduct] Please make sure your staff are aware of
that time ond use it appropriately or consider changing to another product
with a shorter time.

Facility is aware of the contact time for the EPA-registered
disinfectant and shares this information with HCP.

OiYes ONo

Are disinfectants ready-to-use or do you have to mix/difute them af the
facility? How are they mixed/diluted?

EPA-registered disinfectants are prepared and used in accordance
with 1abel instructions.

OYes OMNo




Communicating is essential during an outbreak—with HCP, residents, families, the health department, transport personnel, and
receiving facilities. Facilities should notify the health department about any resident with severe respiratory infection resulting in
hospitalization or death, any resident or HCP with suspected or confirmed COVID-19, orifthe facility identifies 3 or more new onset
cases of respiratory illness among residents and/or HCP in 72 hours, These situations should prompt further investigation and testing
for SARS-CoV-2. Should a higher fevel of care be indicated for a resident with suspected or confirmed COVID-19, the facifity should
communicate this information with transport personnel, the receiving facility, and the health department.

Hements to be assessed

Assessment (Y/N}

Notes/Areas for Improvement

Hove you ever talked to the heolth department before for your facility?
Why? Moving forward, what would make you reach out to the health
deportment now? You should reoch aut if you have a known or suspected
case in a resident or heaftheare provider; if you have a resident with

a severe respiratory infection; or a dluster of new-onset respiratory
symptoms among residents and or staff. Generally, we soy 3 or more over
the course of three days.

Facility notifies the health department about any of the following:
+ COVID-19 s suspected or confirmed in a resident or HCP

+ Avresident has severe vespiratary infection resulting in
hospitalization or death

« A duster of new-onset respiratory symptoms among residents or
HCP (>3 cases over 72 hours)

Ifyou have known arst..'s.,t.zéc.t cosesof (OWD-W,. how do you plan o
communicate this with staff? With residents? With family members?

Facility has process to notify residents, families, and staff members
about COVID-19 cases occurring in the facility.

OYes OMo

OYes ONo

OYes Olo

OYes ONo

What about if you transfer a known or suspect case ta the hospital, do you
have a way to communicate their status to EMS; outpatient facility like
dialysis or tronsfusion dinic; hospitaf?

Facility communicates information about known or suspected
residents with COVID-19 to appropriate personnel {e.g., transport
personnel, receiving facility) before transferring them to
healthcare facilities such as dialysis and acute care facifities,

OYes ONo

At the canclusion of the ICAR, give the facility an opportunity to ask questions. Provide them with information about what to
expect next (e.g., that they will receive a copy of the completed ICAR form, a recommendation letter, etc.).
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SAMHSA

Substance Abuse and Mental Health
Services Administration

Considerations for the Care and Treatment of Mental and Substance Use Disorders in the COVID-19
Epidemic: March 20, 2020

Revised: May 7, 2020

Overview: COVID-19 is a novel coronavirus spread by the respiratory route and contact with
contaminated surfaces. It appears to be highly contagious and has a significant morhidity and mortality
rate. Because these attributes are known and because this agent has been identified as responsible fora
global pandemic, it s essential that behavioral healthcare facilities implement plans to protect patients
and staff from infection to the greatest extent possible. The following are offered as considerations
aimed at decreasing the likelihood of infection and viral transmission and providing for the behavioral
health needs of patients.

There are many options for treating mental and substance use disorders which have an evidence base
and/or are best practices. These include inpatient, outpatient and residential treatment options.
Because of the substantial risk of coronavirus spread with congregation of individuals in a limited space
such as in an inpatient or residential facility, SAMHSA is advising that outpatient treatment options,
when clinically appropriate, be used to the greatest extent possible. inpatient facilities and residential
programs should be reserved for those for whom outpatient measures are not considered an adequate
clinical option; i.e.: for those with mental disorders that are life threatening, (e.g.: the severely
depressed suicidal person or persons with life threatening substance use disorders {e.g.; at high risk for
overdose, complications from withdrawal). It is recommended that intensive outpatient treatment
services be utilized whenever possible. Comprehensive long term residential treatment programs,
where COVID related precautions can be implemented {social distancing, isolating, testing, etc.) remain
a viable treatment option when clinically indicated.

CDC has released guidance on the expanded use of telehealth services. SAMHSA strangly recommends
the use of telehealth and/or telephonic services to provide evaluation and treatment of patients. These
resources can be used for initial evaluations including evaluations for consideration of the use of
buprenorphine products to treat opioid use disorder. Further, these resources can be used to
implement individual or group therapies such as evidence-based interventions including cognitive
behavioral therapy for mental and/or substance use disorders.

For inpatient/residential programs that plan to remain open during the current COVID-19 related
emergency; care should be taken to consider CDC guidance on precautions in admitting new patients,
management of current residents who may have been exposed to or who are infected with COVID-19,
and visitor policies.
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