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New House Bills Introduced
Republicans Setting up a busy September
• HB 6106 – The governor would have to designate policy/executive orders by county
instead of by region.
• HB 6111 – Prohibits the suspension of a health care license for violating a COVID-19
Executive Order unless it breaks other pre-established rules.
• HB 6124 – Background checks for employees, volunteers or independent contractors of a
Area Agency on Aging.

• HB 6126 – Duplicate of the Senate Nursing Home Camera Bill

Schools Update
Compromise between the Governor and the Legislature
• Leaves most major decisions to local school districts

Specifically:
• Instructs School Districts to look at local COVID data to
determine teaching methods (In-Person v. Online)
• Prioritizing in-person instruction for k-5 if applicable
• Perform benchmark testing at the beginning and the end of the school
year
• Schools must provide a learning plan to be approved by their school
board monthly.

• A School district must track and have two way communication
with 75% of their students each month.
• Publically reported
• A school will lose funding if attendance drops but cannot drop below
75% of total funding based on a mix of this year and last years
attendance numbers

DCW Premium Pay – Overview
$2 an hour increase for rates set as of March 1, 2020

• Funds include all costs incurred by the employer, including payroll taxes
• Apply to the time period of July 1, 2020 - September 30, 2020

• Eligible Workers within a SNF:
•
•
•
•

Registered Nurse
Licensed practical nurse
Competency-evaluated nursing assistant
Respiratory therapist

• Ineligible workers

• Contract staff
• Administrative Staff who do not provide direct patient care

• Send Application to MDHHS-SNF-Testing-Financial@Michigan.gov

DCW Premium Pay – What is the bases wage rate?
• Payment will be determined by comparing wage levels effective July 1, 2020 to
wage levels in effect June 30, 2020 (i.e., wages effective July 1, 2020 through
September 30, 2020 will need to be $2 an hour over the wages that were in effect
on June 30, 2020

New Exception *
• If prior to July 1, 2020, a nursing home scheduled premium pay to end on or after
June 30, 2020 but before July 15, 2020, then the $2 an hour increase excludes the
premium pay and is only above the base wage rate
• Example: If an employee is paid a base wage rate of $15 an hour and was receiving a
premium wage rate of $18 an hour, then the employee should be paid $17 an hour as of the
date the premium wage expired.

• A facility must retain documentation of this scheduled change in premium pay

Register Now!

Robert Gordon (invited)
Director, MDHHS
Dr. Gordon oversees
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Children’s Protective
Services, food assistance,
public health and many
other statewide health
and human services
programs.

Larry Horvath
Director, LARA, BCHS
Larry provides regulatory
oversight for state
licensing of facilities,
agencies, and programs
including, but not limited
to, nursing homes,
hospitals, surgery centers,
and hospices.

Alexis Travis
Senior Deputy Director
for Aging & Adult
Services Agency,
MDHHS
Dr. Travis oversees an
agency that provides
statewide leadership,
direction and resources to
support Michigan’s aging,
adult services and
disability networks.

Situation Update

Region

New Cases
7 days

Percent
Change
7 days

Cumulative
Percent

New deaths 7
days

Percent
change 7 days

Cumulative
Deaths
Percent

Americas

973,599 (53%)

<1%

11,420,860 (54%)

29,250 (75%)

13%

414,326 (54%)

SE Asia

474,368 (26%)

9%

3,040,168 (18%)

7,306 (19%)

9%

59,875 (8%)

Europe

180,196 (10%)

<1%

3,754,649 (18%)

-2,728 (-7%)

-187%

214,092 (28%)

Africa

60,175 (3%)

-27%

945,165 (4%)

2,073 (5%)

-21%

18,476 (2%)

East Med

88,733 (5%)

10%

1,723,673 (8%)

2,624 (7%)

-3%

45,704 (6%)

West Pacific

43,984 (2%)

-5%

409,589 (2%)

575 (1%)

90%

9,293 (1%)

1,821,055

1%

21,294,845

39,700

-6%

761,779

Global

New - 7

Cumulative

Cumulative/mil

Deaths - 7

Cumulative

Cumulative/mil

US

360,607

5,528,565

15,887

7271

167,201

505

Brazil

313,078

3,275,520

15,410

6951

106523

501

India

436,672

2,589,682

1877

6601

49980

36

Russia

35,317

922,853

6324

754

15,685

107

Spain

22,952

342,813

7332

53

28,617

612

France

16,765

202,118

3096

76

30,277

464

Germany

7562

223453

2667

35

9231

110

UK

6604

316371

4660

-5208

41358

609

Italy

3335

253438

4192

189

35392

585

Japan

7931

54714

433

48

1088

9
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MI Safe Start – 8/18/2020 Update
Nursing Home Data as of 8/17
General Data as of 8/18
Total Confirmed – 93,662
Total Deaths – 6,340
Daily Confirmed – 477
Daily Deaths - 15
Cumulative Recovered - 67,778
Resident Confirmed - 8044
Residents Recovered - 6180
Resident Deaths - 2083
Staff Confirmed - 4178
Staff Deaths - 21

As of 8/9/2020

Resources and Updates
August 19, 2020

Interim Clinical Guidance for Management of Patients with
Confirmed Coronavirus
• Incubation period: up to 14 days with a median time of 4-5 days from exposure to symptom onset.
• 97.5% develop symptoms within 11.5 days of infection
• Symptoms: fever or chills, cough, shortness of breath or difficulty breathing, fatigue, muscle or body aches,
headache, new loss of taste or smell, sore throat, congestion or runny nose, nausea or vomiting, diarrhea
•
•
•
•
•
•

Fever, cough, shortness of breath more commonly among the hospitalized
Atypical presentations often occur
Persons with medical comorbidities may have delayed presentation of fever and respiratory symptoms
Fatigue, headache, and muscle aches most common in non-hospitalized, and sore throat and congestion may also occur
Some may have gastrointestinal symptoms before fever and lower respiratory symptoms
Loss of smell or taste may precede respiratory symptoms in non-hospitalized women or young persons

Interim Clinical Guidance for Management of Patients with
Confirmed Coronavirus
• Asymptomatic and pre-symptomatic infection
• Prevalence of asymptomatic infection and detection of pre-symptomatic infection is not well understood
• Patients may have abnormalities on chest x-ray before the onset of symptoms
• Asymptomatic and pre-symptomatic transmission
• Studies have documented transmission during pre-symptomatic incubation periods
• Relationship between viral shedding and transmission risk is not clear
• Illness severity
• Mild to moderate (mild symptoms up to mild pneumonia) 81%
• Severe (dyspnea, hypoxia, or >50% lung involvement on imaging) 14%
• Critical (respiratory failure, shock, or multi-organ dysfunction) 5%
• All persons who died were in the critical category, with overall case fatality rate of 2.3%
• Case fatality for persons in critical category was 49%

CDC – Updated Return to Work Criteria
• For confirmed positive staff or those with symptoms of COVID but were not tested
• More closely aligns with the decision memo about symptom based criteria
• Symptomatic staff should be prioritized for viral testing: negative test means most likely no infection; a
second test should be taken if a high suspicion of COVID exists
• If COVID ruled out, return to work decisions should be based on suspected diagnosis
• Return to work decisions should be made in the context of local circumstances; and in general a symptombased strategy should be used. The time period depends on the severity of illness and whether or not they
are severely immunocompromised
• A test-based strategy is no longer recommended (with exceptions) because in a majority of cases, it results in
excluding persons from work who continue to shed virus but are no longer infectious.

CDC – Updated Return to Work Criteria
• See Interim US Guidance for Risk Assessment and Work Restrictions for Healthcare Personnel
with Potential Exposure https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-riskassesment-hcp.html
• Symptom Based Strategy
• Staff with mild to moderate illness who are not severely immunocompromised
•
•
•
•

At least ten days from first symptoms
At least 24 hours since last fever without medications
Symptoms (cough, shortness of breath) have improved
Staff not severely immunocompromised and were asymptomatic throughout their infection may return to work
10 days after positive test

• Staff with severe to critical illness or who are severely immunocompromised
•
•
•
•
•

At least ten days and up to 20 days since first symptoms
At least 24 hours since last fever without medications
Symptoms (cough, shortness of breath) have improved
Consider consultation with infection control experts
Staff who ARE severely immunocompromised but who were asymptomatic throughout the infection may
return to work at least ten days and up to 20 days since first positive test

CDC – Updated Return to Work Criteria
Test Based Strategies
• Can be considered to allow staff to return to work earlier but many will have prolonged viral
shedding

• Consider for some staff (severely immunocompromised) in consultation with local infectious
disease experts if concerns exist that staff might be infectious for more than 20 days
• For Staff who are symptomatic
• Resolution of fever with meds AND
• Improvement in symptoms (cough and shortness of breath) AND
• Results are negative from at least two consecutive respiratory specimens collected more than 24 hours apart using a
molecular test (PCR)

• For Staff who are not symptomatic
• Results are negative from at least two consecutive respiratory specimens collected more than 24 hours apart using a
molecular test (PCR)

• On Return to Work
• Staff must wear a facemask (NOT CLOTH) at all times while in the facility until ALL SYMPTOMS are completely
resolved or at baseline. After this time, staff can return to facility policy/universal source control

CDC Updated Discontinuation of Transmission Based Precautions
– 8/10/2020
• Decision to discontinue precautions should be based on a symptom based strategy

• Time period depends on patient’s severity of illness and if immunocompromised
• Meeting criteria for discontinuation of precautions is not a prerequisite for discharge from a healthcare facility
• For patients, a test based strategy is no longer required with some exceptions
• 95% pf severely or critically ill patients, including some with severe immunocompromised, no longer had virus
detectable by PCR test 15 days after onset of symptoms. None after20 days
• Unknown why some shed virus for longer periods
• Patients with characteristics of severe illness may be most appropriately managed for 15 days – but must confer
with an infection expert

D/C Transmission Based Precautions for Suspected COVID
• Decisions to discontinue precautions can be made by having
negative results from at least one respiratory specimen using
molecular (PCR) viral assay
• Higher level of suspicion – may get a second test
• Patients suspected of having COVID but never tested, can use
symptom-based precautions
• The decision to send a patient home should be made by the
clinical team in consultation with local and state health
departments
• Discharges to NH or AL and precautions still required, must
have the ability to adhere to IPC recommendations and
preferably in a dedicated location

Illness Severity Criteria
• Studies used to inform guidance did not clearly define ‘severe’ or ‘critical’
• Using definitions from the NIH COVID 19 Treatment Guidelines (any point)
• Mild Illness: those who have any of the various signs/symptoms without shortness of breath, dyspnea, or
abnormal chest imaging
• Moderate Illness: evidence of lower respiratory disease by clinical assessment or imaging, and a SpO2 >94%
on room air
• Severe Illness: respirations >30; SpO2 <94% on room air or for chronic hypoxemia a decrease of >3%; or lung
infiltrates >50%
• Critical Illness: respiratory failure, septic shock, and/or multiple organ dysfunction
• Severe Immunocompromise: decided by treating provider – chemotherapy for CA, hematopoetic stem cell or
organ transplant, untreated HIV, combined primary immunodeficiency, prednisone >20 mg/day for 14+ days
• Advanced age, diabetes mellitus, or end stage renal disease, may pose a much lower degree of
immunocompromised and not clearly affect decisions about duration of Transmission based precautions

MMWR – Testing in Nursing Homes 8/14
• Two health department jurisdictions - testing in facilities without a previous
COVID case – prevalence of 0.4%
• Five health department jurisdictions targeted facility wide testing after
identification of one case – prevalence of 12%.
• For each additional day before completion of initial facility wide testing, an
estimated 1.3 additional cases were identified
• Facility wide testing rapidly following identification of a single case

LARA HFA/AFC FAQs
• Updated 8/11/2020
• EO 2020-69 is managed by MDHHS. Previous order by Gordon provides some guidance. Questions can be
directed to MDHHS-COVID19@Michigan.gov
• For COVID-suspected persons who do not need hospitalization, follow protocols and CDC recommendations as
if the resident was COVID positive.

• Minimize spread by
•
•
•
•
•
•

Review Guidance at https://www.cdc.gov/coronavirus/2019-ncov/infectioncontrol/control-recommendations.html
Increase availability of alcohol based hand rubs, reinforce strong hand hygiene practices, no touch receptacles for disposal
Use cloth masks when unable to secure disposable masks
Increase signage for vigilant infection prevention, such as hand hygiene and cough etiquette
Properly clean, disinfect and limit sharing of equipment between residents and areas of the facility
Provide additional work supplies to avoid sharing (pens, paper pads) and disinfect work place areas such as phones

LARA HFA/AFC FAQs
• EMS staff does not have to be screened
• Facilities should consult with discharging hospitals before taking a COVID positive/suspected resident
• Does the resident meet the criteria for discontinuation of precautions and disposition of hospitalization patients with COVID (just
reviewed)
• Has the patient gone at least three days (72 hours) without fever/no meds (this has not been updated)
• Does the facility have the needed PPE or medical staff available to meet the resident’s needs
• Can the facility reasonably quarantine the resident in a private room within the facility
• Hospital should provide guidance on any needed precautions to protect staff and other residents. If the hospital is recommending
staff use PPE, confer with hospital if these items are not available.
• Consider the MDHHS Transfer tool
• https://www.Michigan.gov//documents/coronavirus/hospitaltopostacutecaretransferform

LARA Guidance
• New staff should undergo TB screen if testing not available. Persons with postponed must be
scheduled to be tested as soon as emergency lifted. Same with pre-employment physicals/telehealth
but must be completed when possible.
• TB testing can be postponed for staff until after emergency
• EO 2020-150 allows for fingerprinting to be postponed until 10 days after the end of the emergency.
Those who can should be fingerprinted asap. Additional guidance can be found on the workforce
background check section’s website at
https://miltcpartnership.org/longtermcareportal/home/news/95?Title=EXECUTIVE%20ORDER%20202
0-61%20GUIDANCE
• That EO also extends certifications in basic and advanced life supports and first aid. For CPR trainings,
LARA will accept online trainings until the crisis is over. Then new staff must completed in person
training. Facilities must ensure new staff are competent in required trainings before being scheduled
alone.
• Licensing will be lenient on timeframes for references and verification of education, it is recommended
that facilities not allow a new staff person to work alone while gathering required paperwork.
• Fire drills can be postponed but must ensure proper training in emergency situations. Can run a drill
with staff only if possible.
• BFS has resumed inspections and renewals. They continue to conduct unannounced investigations of
allegations of a serious nature. Any alarms on fire panels should be addressed as soon as possible
• AFC and HFA staff are considered essential

LARA FAQs
Licensing and Renewals
• Licensing may contact facilities about upcoming renewals and determine with you
whether an onsite or virtual renewal is appropriate. Typically, the physical plant
inspection will be onsite
• Complaints will be investigated and will be conducted onsite as determined necessary
• Licensees must allow licensing staff in the building
• Licensing staff will have a supply of masks and glove they will use when inspecting

• If additional PPE is needed, that should be provided by the facility
Admissions
• Admissions are not banned; facilities should do a risk assessment and conduct a screening
assessment of any potential new resident prior to admission
• Facilities can quarantine new residents but should ensure that the resident/representative
is aware and information should be included within the admission paperwork (CDC)
• Symptomatic residents can be quarantined if that guidance was given by a doctor or
health professional or health department or if due to a positive COVID test. Not
considered a violation of resident rights.

LARA FAQs
• Resident movement into the community: stay at home order has long been lifted. Facility
should educate the resident on importance of social distancing, masks, as defined by
MDHHS.
• Facilities must allow families to visit persons on hospice but screen visitors prior to entry.
Protocols must be in place to protect other residents from exposure.
• Facilities can screen on return of residents, and depending on where they went, who they
were in contact with, the facility can require a quarantine upon return. Facility must allow
the resident to return to their home. Discharge notice – please review 2020-169.

• Questions about discharge notices can be sent to MDHHS-COVID19@Michigan.gov
• If you license is expiring, nothing is needed from you at this time. You will receive a
license extension letter and allow 2 weeks after license expires to receive the letter. Call
1/866-856-0126 if not received in order to request an extension
• Non-essential construction can only start if there is a separation of the work areas that
would not require workers in the resident area. If necessary for repairs, workers should be
screened before entering resident areas and prohibit entry if does not pass.
• No incident reports for AFCs are needed for COVID positive staff but notify licensing
consultant and complete other required reporting. HFAs must submit an incident report
if a staff person is positive.
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CDC Antigen Testing Guidance – 8/16/2020
• Diagnostic Testing: identifies current infection and is performed when a person has COVID symptoms or when a
person is asymptomatic but has been potentially exposed.
• https://www.cdc.gov/coronavirus/2019-ncov/hcp/testing-overview.html
• https://www.fda.gov/medical-devices/coronavirus-covid-19-and-medical-devices/faqs-testing-sars-cov-2 (FDA)

• Screening Testing: intended to identify persons who are asymptomatic and without known or suspected
exposure to COVID. Identifies persons who may be contagious so that it can be contained, especially in
congregate settings.
• https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-testing.html

• Surveillance Testing: ongoing, systematic collection to plan and evaluate for public health practice
• Performed on de-identified specimens and results not linked to a person
• Sample a percentage of city on a rolling basis as an example

CDC Antigen Testing Guidance – 8/16/2020
• Rapid antigen tests are commonly used in the diagnosis of respiratory pathogens, including
influenza viruses and RSV. FDA has granted emergency authorization for antigen tests for
COVID
• Antigen tests are immunoassays the detect the presence of a specific viral antigen
• Antigens are any foreign substance that produces an immune response – for COVID it is the
protein on the surface of the virus
• Molecular or PCR Testing looks for genetic material of the actual virus
• Antigen tests are inexpensive and can be used at point of care – approximately 15 minutes
• Less sensitive than viral tests
• Antigen testing is particularly helpful if person is tested in the early stages of infection when
viral load is generally the greatest or for persons with recent exposures
• Can be used for screening testing in high risk congregate settings where repeat testing can
quickly identify persons
• Limited data to guide the use of rapid antigen tests as screening tests on asymptomatic
persons to detect or exclude COVID 19
• Gold Standard continues to be the PCR Test – may need to follow up to antigen testing if the
result is inconsistent with the clinical context
• Time between testing should be less than two days/longer is not a confirmatory test

Antigen Testing

• Sensitivity is lower than PCR Tests – Antigen levels for some who have been symptomatic for more than five days
may drop below the limit of detection (negative, when PCR would have resulted positive)
• Specificity is generally as high as PCR – false positives are highly unlikely
• Concerns over positive/negative possibilities should be based on pretest probability – impacted by prevalence of
the infection in the community and the clinical context of the recipient (determine infection prevalence on a 7day rolling average over the past 7-10 days)
• Evaluation of the antigen test should consider the length of time the patient has experienced symptoms
• Negative antigen tests are considered presumptive. Confirm negative testing when pretest probability is high –
especially if the patient is symptomatic or has had a known exposure. Clinical discretion should be used to
determine whether to isolate.

• Currently two antigen tests are limited to diagnostic testing on symptomatic persons within the first five days of
symptom onset. Serial antigen testing could quickly identify persons with an infection and prevent further transmission

Antigen Testing
• If used (and not recommended) for screening testing in congregate settings, results should
be considered presumptive
• Confirmatory testing if positive may not be necessary if probability is high, especially if
there are symptoms or known exposure
• If pretest probability is low, persons with positive tests should isolate until confirmed by
PCR
• Confirmatory testing for negative tests in screening may not be necessary if probability is
low, the person is asymptomatic and has had no known exposures, or is part of a cohort
that will receive rapid antigen tests on a recurring basis.
• PCR tests are also considered presumptive when screening asymptomatic persons
• Reporting – to local health department, to individual or individual’s provider, and through
EMResource.

RT-PCR Tests

AntigenTests

Intended Use

Detect current infection

Detect current infection

What is detected

Viral RNA (Genetic Material)

Viral Antigens

Specimen Type

Nasal swab, sputum, saliva

Nasal swab

Sensitivity

High

Moderate

Specificity

High

High

Test Complexity

Varies

Easy

POC

Mostly not

Yes

Turnaround Time

15 minutes to >2 days

15 minutes

Cost/Test

Moderate

Low

• Pretest Probability: the likelihood of a patient having an infection before the test
result is known. Based on proportion of people in a community with the disease
at a given time and the clinical presentation of the patient
• Negative Predictive Value: probability that a negative is a negative (test)
• Positive Predictive Value: probability that a positive is a positive (test)
Pre-Test Probability Negative Predictive Positive Predictive
Value
Value

Impact on Test
Results

Low

Increased likelihood
of false positive

High

Low

Increase likelihood of
true negatives

High

Low

High

Increased likelihood
of true positive
Increase likelihood of
false negative

US Testing Data 8/17/2020

70,155,956/ 6,281,615

9%

MDHHS – Antigen Testing 8/12/2020
Antigen Testing Update
• Although antigen tests have less sensitivity and specificity than PCR testing, they are very rapid
and cost effective.

• Providers will need to have a CLIA certificate waiver.
• Tests are not meant to necessarily replace PCR testing, but can be helpful in certain situations.
They can provide a rapid result for
•
•
•
•
•

symptomatic persons in areas where there is high transmission,
in areas where there is an acute outbreak,
to triage care and services,
testing in congregate care settings where there are confirmed cases,
and in remote areas where access to laboratory testing may be difficult.

• The test is not meant as a screening for asymptomatic individuals .

SNF Testing FAQs
• Updated 8/14/2020
• Does the testing requirement for all new or returning residents during intake unless tested within
the last 72 hours include dialysis, doctor visits, or ER visits that do not result in hospital admission?
• No.

• Can facilities submit for reimbursement testing that occurred prior to issuance of the EO on June 15?
• Facilities may submit for reimbursement of initial testing costs that occurred as early as Governor Whitmer’s declaration of
state of emergency (March 10, 2020). Documentation in the facility’s testing plan must substantiate the initial testing time
period requested for reimbursement.

Guidance to Protect Residents of LTCFs (Readmission/Current
Stay - MDHHS
Continued hospitalization until a resident can be tested is counter to MDHHS testing criteria
Certified nursing homes must comply with CMS and CDC guidance related to infection control
LTCFs must implement symptom screening for all (except for EMS)

Guidance to Protect Residents of LTCFs (Readmission/Current Stay
• N95 respirators should be reserved for use during aerosol-generating procedures and should only
be used in a setting where the facility has a respiratory protection program with trained,
medically cleared, and fit-tested healthcare workers.
• When the supply chain is restored, facilities with a respiratory protection program should return
to use of respirators for patients with suspected or confirmed SARS-CoV-2 infection.
• Those that do not currently have a respiratory protection program, but care for patients with
pathogens for which a respirator is recommended, should implement a respiratory protection
program.
N95

S Mask

Cloth

Eye

Gown

Sterile
Gloves

Gloves

TBP

Y

Y

N

Y

Y

N

Y

Standard

Y

Y

N

Y

Y

N

Y**

On Entering

N

Y

Y

N

N

N

N

If N95 not available
If splashes, sprays likely
IN facilities with moderate to substantial community transmission or splashes likely
**For activities where contact with blood, body fluids and infection materials if AL, AFC. HFA, IL

CDC Guidance for Seniors 8/16/2020
• There is no way to ensure zero risk of infection
• Consider avoiding activities where taking protective measures may be difficult
• The more persons interacted with, the more close the interaction, and longer the interaction = higher risk
• In Person visits with family or friends?
•
•
•
•
•
•
•
•

Ensure no one has symptoms or exposures
Can you keep six feet distance? Don’t shake hands, don’t elbow bump or hug – wave
Will you be indoors or outdoors (outdoors preferred)
Length of time
Wear masks
Consider keeping a list of persons visited
Wash hands often
Limit contact with commonly touched surfaces

MSA 20-56
• Rescission of Portions of MSA 20-28 (Executive Order 2020-61)
• Effective for dates of service on or after July 13, 2020
• Provisions that temporarily suspended out of state licensure requirements are rescinded.
• Temporary coverage of COVID 19 tests ordered by RNs and LPNs working in designated health care facilities is
rescinded
• Temporary suspension of scope of practice, supervision, and delegation in designated health care facilities is
rescinded

• All other provisions of MSA 20-28 remain in effect
• CHAMPs Enrollment Revalidations – on hold
• Site visits for prospective and current providers suspended
• Fingerprinting suspended; (other guidance suggests not waiting)

CMS – CDC COVID Fundamentals
• The new CMS-CDC Fundamentals of COVID 19 Prevention for Nursing Home
Management series
•
•
•
•
•
•

13 topics that management must know
Housed on www.QIOProgram.org for 24/7 access
New pre-recorded trainings will be released every Thursday at 4:00 p.m. through September
CMS/CDC will have subject matter experts for live QA on biweekly sessions through January
Sign up for Programs - https://lp.constantcontactpages.com/su/wuN5Hjp
Sign up for QAs - https://zoom.us/webinar/register/WN_w16sb6o8TBa-PR7oAFNg2g

CMS Nursing Home Inspections
• Resuming routine inspections of all Medicare and Medicaid certified providers
• Infection Control Focused Surveys have ‘fortified healthcare facilities….to prepare
for and implement actions to prevent transmission of the virus
• Resumption of onsite revisit surveys, non-immediate jeopardy complaint surveys
and annual recertifications
• Will be providing guidance of enforcement cases 1) before March 23; 2) through
May 30 and 3) June 1 forward
• Will temporarily expand its desk review policy to include all non-compliance
reviews except for immediate jeopardy unless lowered to another level
• Providers have 10 days to submit POC for surveys ending before June 1 – if
burdened by COVID ask for extension
• Desk reviews cannot be completed without supporting evidence from the facility
• SAs have the discretion to include the clinical area of concern for any harm or
immediate jeopardy lowered to another level citation on the next onsite survey
conducted
• Complicated plan for suspended enforcement actions
• 15,158 focused surveys completed https://www.cms.gov/medicareprovider-enrollment-and-certificationsurveycertificationgeninfopolicy-and-memos-states-and/enforcement-cases-held-duringprioritization-period-and-revised-survey-prioritization
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