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Timeline data comparing nursing home policies and 

mortality rate timelines suggests COVID-19 transmission 

was most likely caused by employees entering the facility. 

Early in the COVID crisis health experts suggested a-

systematic people did not spread the disease. Later in the 

crisis health care experts changed their opinion and found 

asymptomatic people could transmit the disease, and 

therefore no specific information to assess whether or not 

they transmitted the disease.  Also there was a limited 

national testing early in the disease. Both factors may be 

relevant to employee spread. 

Nursing home deaths spiked proximately April 1-7. CDC 

guidance did not provide for employee testing or isolation 

until May 3rd. 

Family and friend visitation was ended on March 13th. There 

was no testing of family and friends visiting the facility prior 

to March 13th. There is no data on the infection rate among 

family and friends.

The March 25th CDC guidance and state directive against 

prohibiting discrimination of COVID-positive people is not 

supported by the data to be a significant factor. The peak 

mortality rate was early April, before COVID-positive people 
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could have reentered the nursing home, infected other people, 

incubating in other people, and caused death. Residents 

readmitted were on average 8-9 days past infection. Health 

experts believe the virus is not transmitted after 9 days and is 

mostly transmitted in pre-symptomatic stages to 1-4 days 

post infection. 

The directive against discrimination did not mandate nursing 

homes to accept COVID-positive residents. In fact, the 

opposite is true. By law, a nursing home was prohibited from 

accepting a COVID-positive person unless they could isolate 

the person in a manner protecting other people in the nursing 

home. It is an open question and currently a matter of 

investigation where the nursing homes did violate this 

provision of law. However even if they did, it is highly 

unlikely a COVID-positive readmission was a significant 

factor given the factors outlined above e.g. timeline, little 

likelihood of transmission post 9 days.  Health experts widely 

agree that they would advise against leaving an older patient 

in a hospital for a longer period than necessary as the risk to 

the patient increases dramatically. The longer the hospital 

stay, the more likely a patient could contract a secondary 

infection such as sepsis or staph infection. 
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Given these circumstances, a policy to leave a recovering 

COVID patient in a hospital rather than returning them to a 

nursing home that can safely treat them is problematic. There 

is no justification to justify the health risk of a recovering 

COVID patient IF the nursing home can effectively treat 

them in a protective environment, as required by law. As a 

matter of policy, the Department of Health has two options; 

either insure the nursing home comply with the law requiring 

isolation and protective care or create new facilities for 

senior residents to convalesce with populations that are 

recovering from similar disease or infections, if such a 

situation arises in the future. However, in any event, the data 

does not show that admissions or re-admissions of COVID-

positive individuals was a significant factor in the mortality 

rate in nursing homes.
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Background1 

 
Nations all across the globe have been significantly impacted by COVID-19. The 

situation rapidly and dramatically altered everyday life—requiring social distancing, closing of 

schools and businesses, and restricting access to hospitals and other congregate facilities. 

New York State was one of the earliest states affected by COVID-19, in large part, from 

inbound travel from Europe.2  On March 1, 2020, NYS identified its first case of COVID-19 in 

an international traveler.  On March 3, 2020, the first COVID-19 case with no travel-related risk 

factors was identified in Westchester, NY; contact tracing revealed additional ill contacts.  

Congregate settings, like nursing home, are particularly susceptible to infectious diseases 

like COVID-19 and many states in the nation had to grapple with this difficult situation. The first 

known positive COVID-19 nursing home resident was in Washington State, in Kirkland, who 

was transferred to a hospital on February 24, 2020 and later tested positive. In New York, the 

first exposure of the virus to nursing home residents followed on March 7, 2020, with the first 

known transmission of COVID-19 to a nursing home resident occurring on March 11, 2020, after 

a staff member first tested positive for COVID-19. 

The New York State Department of Health (NYSDOH) undertook took aggressive steps 

to prepare healthcare facilities for COVID-19 in order to prevent control the spread of COVID-

19 in nursing homes, including requiring temperature checks every 12-hours; mandating PPE; 

that all nursing homes test residents and staff; DOH inspections of facilities that have not 

 
1 The New York State Department of Health staff was supported by analysis provided by McKinsey & Company.    
 
2 Introduction and Early Spread of SARS-CoV-2 in New York City, Gonzalez-Reiche, et. Al. Pre-print 
https://doi.org/10.1101/2020.04.08.20056929 (Finding majority of 87 samples taken from Mount Sinai Hospital in 
March from diverse origins within New York City were genotypes to European variants of SARS-CoV-2. 

https://doi.org/10.1101/2020.04.08.20056929
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complied with these all federal and state directives. Moreover, the state created strict penalities 

for non-compliance, including losing their operating license.  

These activities began prior to, and early in the outbreak, and NYS issued orders, 

directives and guidance to nursing homes on a variety of topics, including, but not limited to, 

anticipating personal protective equipment shortages (February 2, 2020), infection control in 

healthcare facilities (February 26, 2020), specific nursing home infection control and health and 

safety guidance (March 6, 2020, March 11, 2020, & March 13, 2020), and discharge and 

admissions guidance (March 25, 2020).  In addition, on March 7, 2020, Governor Cuomo banned 

visitors from nursing homes in New Rochelle, NY, and visitors were banned statewide on March 

13, 2020—a dramatic step to protect residents. Enhanced infection prevention measures were 

directed to be implemented such as symptom and temperature checks for staff, facemasks for 

staff, and cancellation of congregate activities (March 13, 2020). NYSDOH surveyors and 

epidemiologists conducted thousands of calls, video assessments, and in-person assessments to 

support nursing homes and assess deficiencies.   

But, like in all 50 states, there were COVID-positive cases in nursing homes in New 

York State.  Below is an analysis of possible factors to determine whether they were the cause of 

increasing the infection rate or mortality rate in nursing homes. 

We analyzed:  

I. New York State’s rate of mortality in nursing homes compared to the rate of 

mortality in other states. 

II. The geographic location of the nursing home facility and community spread in 

that geographic location. 

III. Staff illness infection rate in the community of the nursing home’s location as a 

possible cause of exposure. 
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IV. Transmission from residents with COVID-19 who were admitted or readmitted to 

the nursing homes. 

V. Nursing home quality of care contributing to COVID-19 resident exposures. 

VI. The age of the nursing home residents as a factor for mortality. 

 

Analysis of COVID-19 Nursing Home Fatalities 

 

I. Analysis of the New York State Nursing Home Rate of Mortality vs. Other State’s 
Nursing Home Rate of Mortality 

New York State is one of the lowest rates of nursing home fatalities among states with at 

least 1,000 confirmed statewide fatalities.  As of May 24, 2020, 38% of COVID-19 fatalities in 

New York State were among nursing home residents.  In a rank ordering of COVID-19 related 

nursing home deaths of the 21 states with more than 1,000 confirmed statewide fatalities, New 

York ranked number 16, meaning it had a lower percentage than 15 of the 21 states when 

examining fatalities among nursing home residents as a share of total fatalities.  See Table 1 

below. 
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Table 1. Percentage of Nursing Home Fatalities of Overall COVID-19 Fatalities for States 

With >1,000 Fatalities, by State 

State 

Nursing Home Fatalities as a 

Percentage of Total 

Confirmed Deaths 

Minnesota 77.33% 
Pennsylvania 68.10% 
Massachusetts 63.05% 
Connecticut 62.64% 
Maryland 60.68% 
Virginia 59.58% 
Ohio 56.63% 
North Carolina 51.74% 
Illinois 51.10% 
New Jersey 49.58% 
Florida 49.07% 
Georgia 44.82% 
Indiana 43.44% 
Louisiana 42.77% 
California 41.13% 
New York 40.41% 
Texas 39.67% 
Michigan 32.60% 
Colorado 31.38% 
Arizona 10.15% 
Washington 2.73% 
Source: New York State Department of Health Analysis  

An examination by the New York Times found that New York State ranked 35th in the 

nation – meaning 34 states had greater number of fatalities (even with some states being ranked 

only for confirmed fatalities and some being ranked for confirmed and presumed fatalities).3 A 

50 state analysis of confirmed fatalities by the New York State Department of Health finds that 

New York is 37th in the nation as a percentage of total COVID-19 fatalities—meaning 36th states 

 
3 See the chart “Cases and deaths in long-term care facilities, by state” from Karen Yourish, K.K. Rebecca 
Lai, Danielle Ivory and Mitch Smith, “One-Third of All U.S. Coronavirus Deaths Are Nursing Home Residents or 
Workers,” New York Times (May 11, 2020). 
 

https://www.nytimes.com/by/karen-yourish
https://www.nytimes.com/by/kk-rebecca-lai
https://www.nytimes.com/by/kk-rebecca-lai
https://www.nytimes.com/by/danielle-ivory
https://www.nytimes.com/by/mitch-smith
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had higher percentages of nursing home fatalities compared to overall COVID fatalities (Table 

2).   

 

Table 2. Nursing Home Fatalities as a Percentage of Total COVID-19 Fatalities, by State 

Rank State Confirmed deaths  Statewide 

Deaths 

NH/LTC deaths as 

a percentage of 

total deaths  

1 New Hampshire                   273  331 82% 
2 Minnesota                1,064  1,376 77% 
3 North Dakota                     56  75 75% 
4 Rhode Island                   629  885 71% 
5 Pennsylvania                4,332  6,361 68% 
6 Massachusetts                4,899  7,770 63% 
7 Kentucky                   327  520 63% 
8 Delaware                    263  431 61% 
9 Maryland                1,830  3,016 61% 
10 Virginia                   945  1,586 60% 
11 Ohio                1,491  2,633 57% 
12 Kansas                   134  247 54% 
13 Oregon                     97  187 52% 
14 North Carolina                   608  1,175 52% 
15 Oklahoma                   189  366 52% 
16 Iowa                   351  680 52% 
17 Illinois                3,433  6,718 51% 
18 Connecticut                2,106  4,226 50% 
19 New Jersey                6,346  12,800 50% 
20 Florida                 1,502  3,061 49% 
21 West Virginia                     43  88 49% 
22 Mississippi                   477  983 49% 
23 South Carolina                   291  621 47% 
24 Georgia                1,168  2,606 45% 
25 Indiana                1,082  2,491 43% 
26 Utah                     66  152 43% 
27 Louisiana                1,289  3,014 43% 
28 Wisconsin                   305  719 42% 
29 California                2,176  5,290 41% 
30 Texas                   835  2,105 40% 
31 Arkansas                     72  208 35% 
32 Michigan                1,976  6,061 33% 
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33 District of Columbia                   153  527 29% 
34 Tennessee                   132  509 26% 
35 Colorado                   397  1,638 24% 
36 Nevada                     98  475 21% 
37 New York                3,506  24,661 14% 

Source: New York State Department of Health Analysis of Publicly Available Nursing Home Data, by State.  

I. The Geographic Location of the Nursing Home Facility and Community Spread in 
that Location. 

Within New York State there has been significant geographic variation in overall positive 

tests within the community (Figure 1) and nursing home cases and fatalities.  Regions most 

highly affected be COVID-19 also had the highest nursing home fatality rates.  There is a 

correlation between the overall community spread in a geographic location and the number of 

nursing home cases in that geographic location.  We explore these issues below.  

 

Figure 1: Persons Testing Positive for COVID-19 by County, June 10, 2020 

 
Source: New York State COVID Tracker, located at https://covid19tracker.health.ny.gov/views/NYS-COVID19-

Tracker/NYSDOHCOVID-19Tracker-Map?%3Aembed=yes&%3Atoolbar=no&%3Atabs=n, Accessed June 11, 2020. 

(Add More Info here) 

 

https://covid19tracker.health.ny.gov/views/NYS-COVID19-Tracker/NYSDOHCOVID-19Tracker-Map?%253Aembed=yes&%253Atoolbar=no&%253Atabs=n
https://covid19tracker.health.ny.gov/views/NYS-COVID19-Tracker/NYSDOHCOVID-19Tracker-Map?%253Aembed=yes&%253Atoolbar=no&%253Atabs=n
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II. Staff Illness Contributing to Nursing Home Infection Exposures 

New York State had its first case of coronavirus on March 1, 2020.  The date of the first 

employee Covid illness in nursing homes was March 16, 2020.  This is approximately three 

weeks before the peak of fatalities of nursing home residents, about April 1, 2020.  In March 

there was a general acceptance by the national healthcare professionals that asymptomatic people 

were not likely to spread the infection.  This was memorialized in March 7, 2020 federal CDC 

guidance which stated, “Asymptomatic HCP [healthcare personnel] in this category are not 

restricted from work.”4  This understanding of viral spread allowed many nursing home Covid 

positive employees to continue working.  The health care experts later learned that asymptomatic 

people were in fact capable of spreading the virus. 

To compound the situation, for nursing home employees that were symptomatic, but not 

tested, CDC recommended that they wait three days after the symptoms had passed to return to 

work and only seven days after the COVID-19-like symptoms first appeared.5  As more was 

learned about Covid, CDC guidance on isolation times was increased to 10 days.  However, by 

that point the disease was already in the nursing homes.  It is likely that a significant percentage 

of these symptomatic and asymptomatic employees spread the disease within the facility.  

The peak of nursing home fatalities was at the beginning of April.  Given the incubation 

period for COVID-19 as a median time of 4-5 days from exposure to symptoms onset, which can 

 
4 “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)” Centers for Disease 
Control and Prevention (March 7, 2020) located at 
https://web.archive.org/web/20200404194131/https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-
assesment-hcp.html.  
5 “Criteria for Return to Work for Healthcare Personnel with Confirmed or Suspected COVID-19 (Interim 
Guidance)” Centers for Disease Control and Prevention located at: 
https://web.archive.org/web/20200404023742/https:/www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-
work.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhealthcare-
facilities%2Fhcp-return-work.html. 

https://web.archive.org/web/20200404194131/https:/www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://web.archive.org/web/20200404194131/https:/www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://web.archive.org/web/20200404023742/https:/www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhealthcare-facilities%2Fhcp-return-work.html
https://web.archive.org/web/20200404023742/https:/www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhealthcare-facilities%2Fhcp-return-work.html
https://web.archive.org/web/20200404023742/https:/www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhealthcare-facilities%2Fhcp-return-work.html
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extend to 14 days, it is likely that employees infected in mid-March could have appeared in the 

nursing home for work, transmitted the virus which then manifested in the residents 

approximately 7-14 days later. As Figure 2 illustrates, peak in COVID-symptomatic nursing 

homes employees was in mid-March which is likely correlated to peak nursing home deaths in 

the first week in April.  Data does show that beginning mid-March the number of nursing homes 

with staff testing positive for COVID-19 more than doubled from 106-257 [NEED TO 

CONFIRM #].   

It should be noted that once national testing capacity increased the CDC on May 3, 2020 

changed its guidance to require people such as nursing home employees to utilize a test-based 

strategy and a 10-day isolation period before employees could return to work in a nursing home.  

Prior to May 3rd CDC was recommending that a positive but asymptomatic healthcare worker 

could return to work immediately with precautions such as a mask. 

A significant factor highlighting the likelihood of employee transmission to nursing home 

patients is data identified in May. The state conducted a large scale antibody test of nursing 

home employees.  A XXX sample found statewide XXX percent of employees had the 

antibodies. This means employees had the virus prior to the May antibody testing.  The infection 

rate was very high and varied.  Variance tracked with geographic areas of higher community 

spread.  As Table 3 illustrates the highest percent of nursing home employees testing positive for 

the COVID-19 antibodies were found in the most impacted regions. 
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Statewide _______ 

Long Island __________ 

Upstate ____________ 

Hudson Valley ____________ 

 

Table 3. Antibody Results of Nursing Home Employees, by County 

County Percent of Nursing Home Employees that 

Tested Positive for COVID-19 Antibodies 

Queens 64% 

Kings 58% 

Rockland 51% 

Orange 40% 

Nassau 38% 

Richmond 34% 

Source: Bio Reference Lab, which performed more than 4,800 antibody tests on nursing home employees 
across New York State 

  

This data suggests the primary Covid spread was due to employee transmission to 

patients.  

A secondary factor may be spread by family and visitors.  
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Figure 2. Nursing Home Staff Symptoms and Nursing Home Resident Fatalities Timeline 

 

Source: Facility Survey on staff sickness as 6/9 

 

As Figure 2 (?) also illustrates, nursing home fatalities were increasing in mid-March.  

New York State banned family and friends’ visitation on March 13, 2020.  Fatality peak was 

April 1-7. Given this timing, and given the COVID incubation period, it is possible that visitation 

by family and friends up to March 13th was a contributing factor.  There is no data on the 

infection rate of family and friends, so this is inconclusive.  

 All of this activity well pre-dated the March 25th readmission policy for COVID-positive 

residents (see point 5). 

III. Transmission from Residents with COVID-19 Who Were Admitted or 
Readmitted to the Nursing Homes 

One of the factors that has been suggested by some observers to contribute to nursing 

home fatalities is the admission or readmission of COVID-positive residents. However, data do 

not support this suggestion. Initially, there is no data to suggest that New York nursing home 

fatalities were disproportionate to any other state’s nursing home fatalities.  In fact, data shows 
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the opposite to be true as New York was 35th  by percentage in the number of nursing home 

deaths. (see Factor 1.) 

Second, New York State followed CDC guidance which stated that a nursing home 

should not DISCRIMINATE against a COVID-positive person (EMPHASIS ADDED).  

However, contrary to some press reports, neither CDC guidance nor the state DIRECTED that a 

nursing home accept a COVID-positive person.  In fact, the opposite is true.  By state law a 

nursing home could not accept a COVID-positive person unless the nursing home could provide 

“proper isolation and protective procedures.”  For clarity, Federal guidance and state regulations 

stated that nursing homes could not DISCRIMINATE AGAINST COVID-positive patients, 

BUT also could NOT ACCEPT them unless they could provide adequate care by isolation and 

protection of other residents and staff.  It was in the nursing homes’ sole discretion to determine 

if they would accept the COVID-positive person and if they could provide adequate care.   

Importantly, the state had various alternative facilities for COVID-positive nursing home 

patients if any nursing home declined to accept them.  The state had secured thousands of 

additional healthcare beds suitable for COVID-positive nursing home patients.  The state even 

created nursing home COVID-positive exclusive facilities across the state.  In New York City, 

the state created the Brooklyn Center in Brooklyn with 281 beds run by Maimonides and South 

Beach in Staten Island with 259 beds operational.   In Upstate, Catholic Health’s St. Joseph Post 

Acute Center (operating Under Father Baker Manor home) was made a COVID-only facility 

with 80 beds.  In addition, surplus capacity was made available at SUNY Downstate Medical 

Facility in Brooklyn and SUNY Upstate Medical in Syracuse.  Therefore, there was no reason 

for nursing homes to accept COVID-positive if they did not believe they could do so adequately 

and safely, as required by law, and as the state had many available alternatives.  The State 
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Department of Health and Attorney General’s office are doing an investigation to determine, 

among other things if nursing homes violated this law.  Statewide nursing home admission and 

readmission data from March 1 through May 8, 2020 show that 9,690 residents with confirmed 

or presumed COVID-19 positive were admitted or re-admitted from a hospital to a total of 371 

unique nursing homes.  This is on a total nursing home population of 600,000 (?).  The data do 

not demonstrate or correlate to a subsequent intra-facility transmission or increased mortality.  

For example, as Figure 4 illustrates, many nursing homes that did not admit any COVID-positive 

patients still had a high number of COVID related deaths.  In fact, 57 nursing homes that had 0 

readmissions, had significant COVID-19 fatalities and178 facilities had their first COVID-19 

fatality before or on the day of their first readmission suggesting that readmissions did not 

introduce COVID in the facility. 
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Figure 4.  Example of No Causation Between Cumulative Mortality Versus 

Admissions/Readmissions, Select Facilities  

 
Note: For a facility-by-facility examination of admissions versus fatalities see Appendix XX.  

 

Following the timeline under Figure 5 below, data invalidates a cause and effect between 

a March 25th  timeline and rate of mortality.  Nursing home resident fatalities peaked on the 

week of April 1-7, 2020.  The peak of nursing home admissions or readmissions was not until 

April 14, 2020.   

Figure 5: Nursing Home Fatality Curve and Admission Readmissions Over Time 

 
Source: Facility Survey as of 5/27/2020 for COVID+ readmissions and admissions 3/1-5/8 
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As the nursing home death peak occurred 7 days before the peak of readmissions of 

COVID-positive residents, it suggests no causation.  Also, a directive issued March 25th is 

highly unlikely, given the implementation timeline and viral incubation period, to cause death by 

April 7, 2020. 

Further, admissions and readmissions of residents with COVID-19 were still increasing 

when the number of nursing home deaths was already declining.  If the March 25, 2020 guidance 

was a major causative factor in nursing home deaths, the peak in deaths should have occurred 

after the peak in admissions, not before. 

In addition, the data suggests that people readmitted to nursing homes were most likely 

not contagious.  Per CDC data, COVID-positive individuals are likely not capable of 

transmitting the virus after 9 days from the onset of the illness. The CDC stated “the statistically 

estimated likelihood of recovering replication competent virus approaches 0 by 10 days.”  This 

comports with the CDC policies related to return to work and removal from isolation precautions 

after a positive COVID test. CDC isolation period was 10 days. Viral shedding after this date, it 

is widely noted, is unlikely to transmit the virus.  Length of stay data showed that for nursing 

home admissions and readmissions average length of stay for hospital visits were about 8-10 

days.  This is beyond the period of viral transmission. According to the CDC people are most 

infectious in the pre-symptomatic stage or 1-4 days after symptom onset.  Therefore, patients 

admitted or readmitted to nursing homes were likely not infectious.   

An additional complication is that health experts will opine that keeping a senior citizen 

in a hospital bed for multiple days longer than necessary poses a serious risk to the patient by 

being subject to a secondary infection such as sepsis or staph infection.  What policy would 

justify posing a high risk to the patient if they were not likely contagious and the nursing home 
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certified by law they would isolate them and protect the residents or in the event a nursing home 

could not accept them, the state could place them in one of the alternative health facilities the 

state had opened. 

 

IV. Nursing Home Quality Contributing to COVID-19 Resident Exposure 

We analyzed whether nursing homes that had a prior performance record of lower quality 

over the past several years had a higher death rate than nursing homes with a record of higher 

quality performance.  In fact, the data shows the opposite is true.  Using the Quality rating 

system developed by CMS, 5-Star Quality Rating System, nursing homes with higher CMS 

quality ratings were found to have higher mortality rates than those with lower quality ratings 

(Figure 6). 

 

Figure 6: CMS Quality Rating vs. Fatality Rate by Region 

 
Source: Facility Survey as of 5/27/2020 for readmissions and admissions 3/1-5/8, nursing homes Detail as of 5/26/2020. Facility 
ratings come from https://data.medicare.gov/Nursing-Home-Compare/Provider-Info/4pq5-n9py 

  

https://data.medicare.gov/Nursing-Home-Compare/Provider-Info/4pq5-n9py
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From the data, the apparent explanation for this phenomenon is that the location of the 

nursing home facility had a greater causal connection than the performance of the nursing home 

facility. 

Data show the predominance of nursing home deaths were in downstate New York and 

unrelated to the performance of the particular nursing home.  This supports the theory that 

community spread among employees or possibly visitation by family and friends were relevant 

factors rather than readmissions or facility quality. 

 

V. Age of the Nursing Home Resident as a Factor for Mortality 

Another factor was reviewed on impact of mortality – age of the resident.  As data show, 

older individuals are more susceptible to death from COVID-19 infection.  The analysis between 

resident age and mortality suggests a relationship between a higher median resident age and an 

increase in the mortality rate.  This is more pronounced in geographic areas where there were 

more nursing homes deaths.  Downstate New York, which had a higher mortality rate, 

demonstrates this point.  Upstate New York, with few nursing home residents, has less of a 

causal connection. 
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Figure 7: Age Versus Nursing Home Fatality Rate by Region 

 
Source: MDS 2019 - Analysis of age of the residents in the nursing homes 
 

CONCLUSION 

Several factors are clear from our analysis and research:  

- New York State has a lower percentage of deaths in nursing homes than most 
states, ranking 35th in comparison to other states.  

- Data shows nursing home quality is not a factor in mortality from COVID. 

- Data show community spread and employee transmission has the strongest 
correlation to nursing home fatalities. 

Timeline data comparing nursing home policies and mortality rate timelines suggests 

COVID-19 transmission was most likely caused by employees entering the facility. Early in the 

COVID crisis health experts suggested a-systematic people did not spread the disease and 

asymptomatic employees were allowed to work. Later in the crisis, health care experts changed 

their opinion and found asymptomatic people could transmit the disease.  Testing done by the 

state in May showed a very high percentage of nursing home employees had COVID antibodies.  
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In some facilities as high as 70 percent [GETTING CITATION].  By definition, with that high a 

percentage of employees positive it is a causal factor for spread to patients. 

Family and friend visitation was ended on March 13th. There was no testing of family and 

friends visiting the facility prior to March 13th. Again, asymptomatic visitors were allowed 

access. There is no data on the infection rate among family and friends. 

The March 25th CDC guidance and state directive against prohibiting discrimination of 

COVID-positive people is not supported by the data to be a significant factor. The peak mortality 

rate was early April, before COVID-positive people even reentered nursing homes in a 

significant number.  In one week it is highly improbable that a Covid positive readmission could 

have reentered the nursing home, infected other people, the virus incubated, and caused death.  

Residents readmitted were on average 8-9 days past infection. Health experts believe the 

virus is not transmitted after 9 days and is mostly transmitted in pre-symptomatic stages to 1-4 

days post infection.  

The directive against discrimination did not mandate nursing homes to accept COVID-

positive residents. In fact, the opposite is true. By law, a nursing home was prohibited from 

accepting a COVID-positive person unless they could isolate the person in a manner protecting 

other people in the nursing home.  It was in the sole discretion of the nursing home to accept or 

reject a readmission of a Covid positive person.  

There was no necessity that the nursing home accepted COVID-positive readmissions as 

the state had numerous COVID only facilities and beds available as viable alternatives for any 

patients the nursing homes chose not to accept.  It is an open question and currently a matter of 

investigation whether nursing homes did violate this provision of law. However even if they did, 

it is highly unlikely a COVID-positive readmission was a significant factor given the factors 
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outlined above e.g. timeline, little likelihood of transmission post 9 days.  Health experts widely 

agree that they would advise against leaving an older patient in a hospital for a longer period 

than necessary as the risk to the patient increases dramatically. The longer the hospital stay, the 

more likely a patient could contract a secondary infection such as sepsis or staph infection.  

Given these circumstances, a policy to leave a recovering COVID patient in a hospital 

rather than returning them to a nursing home that can safely treat them, or an alternate state 

facility, is problematic.  

Our analysis does point to employee transmission as the primary cause of transmission.  

If we had accurate information about Covid transmission at an earlier time, other steps would 

have been taken.  For example, asymptomatic employees should have been barred from facilities.  

If widespread testing was available earlier, all employees could have been tested earlier.  These 

are national issues that must be addressed as nursing homes as congregate settings will pose a 

continued risk for the Coronavirus or another public health threat in the future that attacks senior 

citizens.    
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Executive Summary

An in-depth analysis of self-reported nursing home data to the New York State

Department of Health (NYSDOH) suggests that COVID-19 fatalities in

nursing homes are directly correlated to infected nursing home staff—not

nursing home admission policies.

The NYSDOH analysis found:

The timing of staff infections correlates with the timing of peak nursing

home resident mortality across the state.

Nursing home employee infections were related to community spread.

Nursing home admissions from hospitals were not the driver of nursing

home infections or fatalities, in large part because most patients

admitted to nursing homes were no longer contagious. In addition, there

is no direct causal link between the peak date of admission and the peak

date of mortality.

Nursing home quality was not a factor in nursing home fatalities.

 

According to the data the nursing homes submitted, in many cases under the

penalty of perjury, 37,800 nursing home staff members—one in four of the

state’s approximately 158,000 nursing home workforce —were infected with

COVID-19 between March and early June. Of the 37,800 nursing home staff

infected, nearly 7,000 of them were working in facilities in the month of

March; during the same period, more than half of the state’s nursing home

facilities (344 nursing homes) had residents who became infected with the

virus. More than 20,000 additional infected nursing home workers were

known to be COVID-positive by the end of the month of April.  These

workforce infections are reflective of the larger geographic impact of the

virus’s presence across the state.

            NYSDOH further analyzed the timing of the COVID-positive staff

infections and the timing of nursing home deaths. The average length of time
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between COVID-19 infections to death is between 18-25 days.  Therefore, the

timing of staff infection directly correlating to nursing home mortality is

supported by the fact that the peak number of nursing home staff reporting

COVID-19 symptoms occurred on March 16th – 21 days prior to the date of

the peak nursing home fatalities, which occurred on April 8th.

NYSDOH also examined the potential impact of the NYSDOH’s

March 25th admission policy.  A preliminary survey conducted by NYSDOH

in May shows that approximately 5,492 COVID-positive residents were

admitted to facilities between March 25th and May 10th; this finding is

supported by an independent analysis done by the Associated Press on May

22nd.
[1]

 However, an analysis of the timing of admissions versus fatalities

shows that it could not be the driver of nursing home infections or fatalities. 

An individual nursing home-by-nursing home analysis of admissions versus

fatalities further supports this finding.

A causal link between the admission policy and infections/fatalities

would be demonstrable through a direct link in timing between the two –

meaning that if admission of patients into nursing homes caused infection –

and by extension mortality – there would be a direct causal link between the

peak date of admission and the peak date of mortality.  However, the peak date

COVID-positive residents entered nursing homes occurred on April 14th, a

week after peak mortality in New York’s nursing homes occurred on April 8th.

If admissions were driving fatalities, the order of the peak fatalities and peak

admissions would have been reverse.  

NYSDOH further analyzed the period of time patients stayed in

hospitals prior to admission to nursing home facilities.  Preliminary data show

that residents were on average admitted to nursing homes after 8-9 days of

hospitalization. Health experts believe that individuals infected with the virus
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are most infectious 2 days before symptoms appear and that they are likely no

longer infectious 8-9 days after symptom onset – thus, by the time these

patients were admitted to a nursing home after their hospital stay, they were no

longer contagious.
[2]

NYSDOH also considered the impact of visitation into nursing homes

as a cause of

infections.  A review shows that prior to nursing home visitation being

suspended completely on March 13th, there was no tracking or testing of

family and friends who were present in the facility, and any asymptomatic or

symptomatic visitor could have been granted access. Given what we now

know about how widespread the virus was in New York prior to testing

availability in February and early March, there is a high likelihood that

COVID positive visitors entered nursing homes, although there is no specific

data to support this assumption, and so ultimately, this is inconclusive.
 
Brian Conway
Senior Vice President, Communications
phone: 212.506.5477
email: conway@gnyha.org
 
GREATER NEW YORK HOSPITAL ASSOCIATION
GNYHA is a dynamic, constantly evolving center for health care advocacy and expertise, but our
core mission—helping hospitals deliver the finest patient care in the most cost-effective way—
never changes.
 
web: www.gnyha.org
twitter: www.twitter.com/gnyha
 

[1]
 Bernard Condon, Jennifer Peltz, and Jim Mustain, Over 4,500 virus paen� ts sent to NY

nursing homes” Associated Press (May 22, 2020) located at
hp� s://apnews.com/5ebc0ad45b73a899efa81f098330204c.
[2]

 He, Xi et al, Temporal dynamics in viral shedding and transmissibility of COVID-19, Nature
(April 15, 2020) located at hp� s://www.nature.com/arcles/� s41591-020-0869-5.
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prohibited. If you have received this transmission in error, please nof� y the sender immediately by
telephone and electronic mail, and delete the original communicaon and an� y a_ achment from any
computer, server or other electronic recording or storage device or medium. Receipt by anyone other
than the intended recipient is not a waiver of any a_ orney-client, physician-paen� t or other privilege.



Trip Report 
February 13-15, 2020 

Tokyo, Japan 
 

 
Day 1  
 
While in line to board the plane to Tokyo, I received word that I had been selected to be part of 
the long-awaited, however uncertain, WHO mission to China.  It was noted that substitutions 
were not possible, and, at the direction of Dr. Fauci, it was decided to cut short my travel to 
Tokyo and arrange for me to travel to Beijing.  During the flight, and thanks to on-board Wi-Fi, 
initial arrangements were made to effect this change.  This took an extraordinary effort by 
NIAID ( ); FIC; WHO (Geneva and Beijing); State (US Embassies in Tokyo and Beijing); 
Chinese Embassies in the US and Japan; and the Chinese MoFA  
 
Upon our arrival,  and I took a taxi directly to the Chinese Embassy to Japan, 
arriving at approximately 8:30 at night.  I was very fortunate to have with me as she 
could communicate well with the taxi driver, the guards outside the Chinese Embassy, and 
eventually with the Chinese Counsel.  We waited in the dark outside the Embassy for about 45 
minutes. During this time, communications took place between the US Embassy to Japan; the 
US Embassy to  China; the Chinese MOFA in China; and then back to the Chinese Embassy to 
Japan, after which , the Consul-General came out, took my passport and  
instructed me to  call him the next day around 9 AM.  Again, it was very fortunate that  
was with me – the Counselor did not speak much English but appeared to be fluent in Japanese. 
 
Once we arrived at the hotel, we met with  and spoke by phone with . 
He indicated that  and his team would meet with us at 2 PM the next day since  

 would be in Yokohama dealing with the cruise ship issue until mid-day.   Because my 
updated schedule required that I depart for Beijing at 6 PM  that night, we were able to move 
the meeting to 1 PM.  We also contacted the local Gilead team and, with  
permission, arranged for them to attend the meeting as well. 
 
 Day 2 – 
 
The day began with a trip to the Chinese Embassy around 9:30 to pick up my passport and visa.  
We were met outside the Embassy by the Consul-General who had everything ready.  On the 
way back we looked to buy some hand sanitizer (only dilute bleach was available).  Of note, 
every store that would have carried face masks was out of stock. 
 
We left for the meeting at the hospital around 12:15 PM, arrived soon after, and were met by 
the Gilead team who helped us access our destination within the hospital.  The National Center 
for Global Health and Medicine (NCGM) Hospital is a large facility with an outstanding 
reputation in ID/HIV research.  In fact,  is the head of their research unit.  

 (INSIGHT investigator) leads the HIV unit and  heads all IDs other 
than HIV.  Of note,  called me that morning to express his support for doing a study and 
indicated there could be some resistance to an RCT (proved not to be the case).   was 
currently in Bethesda (NCI) and I put him in touch with  and  in the hopes he 
could meet them before he headed back to Japan the following week. 
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At the meeting, following introductions,  provided an update on the COVID-19 
situation in Japan.  He noted that they first began to see scattered cases (I think approximately 
50) in the country in early January – all of which had some connection to Wuhan.  He noted that 
attention on Japan sharply increased with the cruise ship outbreak and as patients diagnosed 
on the cruise ship were taken to different hospitals around the Tokyo region.  At that time, he 
felt there were approximately 100 patients and asymptomatic carriers in the country with 
numbers in the community increasing over the last 1-2 weeks.  In addition to the patients from 
the cruise ship, they were continuing to see scattered cases around the country.  Patients are 
being admitted to 20-30 hospitals scattered throughout the country. The government of Japan 
had arranged for 4 flights from Hubei.  Among the passengers on those flights he noted about 
2% were PCR+.  His overall impression is that about 50% of infected individuals do not show 
symptoms and that most of the individuals with symptoms other than a URI have something on 
chest CT.  He noted that clinical symptoms start as a URI (common cold, pharyngitis, nasal 
congestion) that can evolve over the course of a week or so to resolve or go on to pneumonia.  
He made a comment about low Ct values even in the absence of symptoms.  At the time of our 
meeting there had been only 1 death in Japan, an 80 y/o woman, and also  1 patient who was 
being intubated that day.  He also noted the case of a taxi driver who was felt to be responsible 
for multiple infections – with 5-10% of the 100 or so people who attended a taxi driver party 
becoming infected.  He noted the public health goal remains elimination.  Regarding patient 
management, Kaletra is commonly used at 5-10 institutions in patients who develop respiratory 
failure.  He indicated there was some interest in exploring convalescent plasma.  When asked 
about children, he noted 30-50 had been screened by PCR and all were negative. 
 
In discussing the specific considerations for a clinical trial, he noted that there are 6 hospitals in 
the area with specialized beds for patients with COVID-19 and that 2-4 of them might be good 
sites for a clinical trial.  He indicated that each hospital was running an average census of 
around 10.  Regarding the protocol,  indicated a desire to include anyone aged 55 
or older with a positive PCR and to allow concomitant use of Kaletra.  There were no concerns 
with randomization.   Plans were made for the Japanese leadership to identify the members of 
a protocol team with the necessary subject matter expertise (I gave them the template for 
Prevail) and to arrange for visits with the potential sites and the PMDA (Japanese regulatory 
agency). 
 
 
 
At approximately 2:30 PM I left in a cab for the airport and, after picking up two 2020 Olympic 
tee shirts, boarded the ANA flight for Beijing.  Of note, everyone on the flight except me was 
wearing a mask  
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Trip Report 
February 15-24, 2020 

China 
 
 
Day 1 (Saturday) 
 
Upon arrival in Beijing, the airport was extremely quiet and again, everyone was wearing a 
mask (except me).  The airport is very large, very clean and was very empty.  One takes a tram 
from the gates to baggage claim / immigration.  The entry screening is  efficient and state-of-
the-art equipment appears to be used for facial recognition and temperature scanning.  Upon 
clearing customs, I was met by a WHO representative and went by car to the Holiday Inn 
Express. 
 
Day 2 (Sunday)  
 
The day began at breakfast where I met two other members of the team: the Chair,  

 (Canadian currently special assistant to the DG WHO) and  (Australian living 
in Singapore since 2003).   had been in China for several days obtaining background 
information and working with the in-country WHO team to prepare for the visit of the 
delegation. 
 
At 10:45 AM we met in the lobby of the hotel and walked to the WHO offices (about 15 minutes 
– near the Pizza Hut).  Following a round of introductions (members of the group as noted in 
attachment X) we received briefs by  on the goals of the mission, by  on the current 
status of COVID-19 globally, and by  on the situation in China.  For this and 
most of the other briefings I have extensive notes and will provide only the highlights here 
focusing on information not generally available at the time. 
 
Background and Goals of the Mission:  Nerves in China are very raw.  High-level officials in 
Hubei have been fired.  We are in the middle of a political earthquake and there will be 
enormous scrutiny of our work.  Extraordinary measures, at great cost, have been put in place 
in China.  A key question for the Chinese is when can they get out of this situation and move 
from the current extreme policies to something more relaxed; i.e. from mitigation and 
containment to sustainability; from elimination to prevention and control –noting that this is a 
global decision.  He noted the response on social media is somewhat more frantic than the 
mood of the policy makers and that the policy makers want to engage with the team; that the 
currently reported CFR (2%) is almost certainly the ceiling CFR and that outside Wuhan, systems 
of containment seem to be working well.  One key message to try and develop is that this is not 
SARS, but it also is not flu.  indicated he saw our job as involving 5 work streams: 
 
1.  Response management / risk communication 
2.  Epidemiology and control 
3.  Natural history, case management, treatment 
4   Virology / Diagnostics 
5.  Animal – human interface  
 
The plan is for us to evaluate a total of 3 provinces:  Beijing by everyone; Guangdong by half the 
group (second highest attack rate [1.5/100,000 compared to 60/100,00- for Hubei]); and 
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Sichuan by half the group (low attack rate).  Following these evaluations, we would all meet in 
Guangdong, generate the report on Friday and be able to leave on Saturday.  (This was later 
modified to a 2-day extension to allow a subset [    to visit Wuhan). Of note, 
once we leave Beijing we cannot re-enter Beijing without first undergoing a 14-day quarantine.  
During some random discussion it was noted that compared to flu, COVID-19 has a later onset 
of severe disease, has a greater impact on the older age group and that viral shedding can be 
seen from 12 hours before to 48 hours after the appearance of symptoms.  It was clear the 
different people in the room had access to different sources of non-public information that 
they were willing to share, albeit with a degree of discomfort. 
 
Current Status of the Outbreak 
 
Globally:  up to 355 cases associated with the cruise ship; some of the initial cases outside the 
US have no clear epi link; US to start random testing for COVID-19 on ILI cases today.  There is a 
2-log difference in viral titers between saliva and NP swabs; there was a super spreader event in 
Singapore; mortality figures in healthcare workers are 30% for SARS, 20% for MERS, 2% for 
COVID-19.  The median incubation period is 5-6 days; for hospitalized patients the case fatality 
rate (CFR) is 15%, for anyone with symptoms it is 1.5%., for those over 65 it is 2.7%.  The time 
for onset of symptoms to death is approximately 3 weeks.  2-3% of patients have diarrhea, the 
Ro in Hubei is estimated to be 2-2.5, and in other Provinces it is <1. 
 
China:  There is a large migrant population in Wuhan as it is the site of multiple universities.  
The Huanan seafood market is the largest in Wuhan and near the train station.  It is estimated 
that five million people travelled out of Wuhan prior to the lockdown.  There is inconsistency in 
the data being reported because it is coming from multiple different data systems.  According 
the Chinese CDC (CCDC) the country can provide 150,000 test per week (we will hear 
substantially different numbers about capacity later). 
 
Following the briefs, we had a little time to return to the hotel before being picked up at 6:30 
PM to travel to the National Health Commission for our first formal briefing by national officials 
and the team from Hubei (by videoconference).   
 
The venue for the meeting was the National Health Commission, a stately building, much as 
what one would anticipate for a government building.  The meeting room had an enormous 
video screen, the furnishings were mostly wood, and things were very organized and extremely 
punctual.  In fact, the second a speaker finished the next speaker was introduced. 
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Ministry of Agriculture and Rural affairs noted that no COV-19 had been found in poultry, pigs, 
cattle, dogs or cats.  He also noted that the sequences of livestock coronaviruses are <69% 
identical to that of COV-19 and thus they were unlikely to be the animal source. 
 
Customs talked about the measures at the border including the fever screening and health 
declaration forms. 
 
Forestry and Grassland Administration talked about all hunting being suspended, that trade and 
transportation of wildlife was prohibited, and that close surveillance was underway for 
abnormal death of wildlife. 
 
The National Medical Products Administration (NMDA; FDA equivalent) noted the emergency 
approval of test products under a 2009 law.  The first 3 RT-PCR kits were approved on 01/26 
and at present the national testing capacity was 1,650,000 tests/day, from the perspective of 
product availability.  A variety of tests were noted to be in development.   
 
A representative of the Traditional Chinese Medicine (TCM) community noted that there were 
100 TCM hospitals among 20 of the provinces, with one of them in Hubei.  There is an effort to 
integrate TCM with western medicine and TCM is being used in 80% of COVID-19 cases with 
“quite effective” results. 
 
The CCDC representative noted the 1st case was reported 12/27/19 (although cases were 
subsequently identified reaching back to early December).  As noted earlier the response was 
rapid leading to identification of the agent and development of a diagnostic test.  570 Huanan 
Market samples (sewage) had been tested for COV-19 and 30 were found to be positive 
(unfortunately there was no effort to amplify mammalian DNA or RNA so no clue here as to the 
source; we later learned from the visit to Wuhan that there are fairly good records on what 
animals were where in the market so future investigations looking for the animal source may be 
fruitful).  26 of the first 27 cases noted some exposure to the market (different data presented 
later).  Patients with a history of hypertension were noted to have more severe disease.  The 
CFR was 2.9% in Hubei, 0.4% elsewhere and 0.3% among healthcare workers (HCW) in Hubei. 
 
At this point there were a few presentations by the WHO team.  I gave a brief overview of NIH 
research activities (greatly aided by  most recent summary) after which there was a 10-
minute tea break. 
 
After the break we heard a presentation from Hubei starting with the Provincial Vice-Governor.  
He indicated the situation was still grim with 843 new cases on 02/15.  On the brighter side, the 
rates of cure and discharge were increasing.  The Province had 208 designated hospitals, 
100,000 medical workers, and 220,000 samples had been tested, of which 20% were positive.  A 
representative of the Hubei CDC reviewed the epi, noting there had been 6 cases prior to 
December 12 and that the first (12) cases were diagnosed outside of Hubei on January 20.  
Cases in the province began to decline around February 1, and a peak in the epi curve on that 
date reflects Feb. 1 being used as the date used for individuals who noted they first felt sick 
early in February.  The number of individuals attending fever clinics had decreased from 34,000 
on 02/01 to 16,000 on 02/14.  Nosocomial infections were relatively rare with most cases 
occurring in the ERs and the chest and fever clinics.  A survey of 1382 HCWs noted a 
seroprevalence of 6% (some of which is community-acquired) with 3 individuals experiencing 
mild pneumonia.  There were no examples of a relapse (or reinfection).  For non-severe cases 
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the recovery time is on the order of 2-4 weeks; 4-6 weeks for severe disease; with a period of 
about 4 weeks from symptom onset to critical illness for those who become critically ill.  Of 
note, the earliest recognized case did NOT visit the seafood market. 
 
Day 3 (Monday) 
 
The day consisted of site visits in Beijing.  The first stop was the Beijing Ditran Hospital (former 
First Infectious Diseases Hospital of Beijing) followed by the Anhuali Community Center and 
then the CCDC. 
 
The hospital was founded in 1946 and moved to its present site in 2008   (Of note, there 
appears to be substantial new construction in the healthcare sector, and probably elsewhere, 
beginning around this time; likely a positive by-product of a large trade surplus.)  It has 758 
beds, 1300 employees and focuses on HIV/ID/TCM and clinical trials.  In 2003 they cared for 
329 patients with SARS, many of whom had protracted hospitalizations.  They began an 
emerging infectious diseases screening program in 2014 and deployed medical staff to Guinea 
and Sierra Leone to help with the Ebola outbreak.   
 

 
 
The opening comments by the Ditran Hospital Director noted the importance of the 
international community joining hands to deal with the COVID-19 outbreak.  The hospital saw 
its first case on 01/19, at its peak was seeing 32 new cases per day and currently is seeing in the 
range of a case a day.  President Xi made a visit to the hospital to highlight their work in COVID-
19.  They have seen a total of 375 cases with a current census of 90; there have been 4 deaths; 
50% of their patients have an epi link to Wuhan.  They have substantial lab capacity, are a major Pr
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have been discharged, 38 have improved to mild disease, 9 are still critical and 2 have died.  
There have been no HCW infections.  Among the investigational agents they have used are 
inhaled interferon, ribavirin, Kaletra, convalescent plasma, chloroquine, favipiravir + interferon 
(55 patients).  In response to intense questioning about an individual patient who had been 
referred from Hong Kong by , an immediate videoconference was established with 
several teams to discuss the case in more detail.  The doctors seemed a bit defensive about the 
case, which obviously was extraordinary to the point of considering lung transplantation.  It was 
noted (?at post-mortem) that there was evidence of lung hemorrhage (?related to ECMO) and 
that a Ct = 35 was derived from a BAL of this patient.  The chief MD claimed to have requested 
to be part of the WHO study on remdesivir but was refused.  He noted that WHO R & D 
consultation was the first time he was aware of the drug. (At a later meeting with the city 
officials I noted we would be happy for him to be part of the study.) From a research 
perspective there seems to be a strong preference to be a single center as opposed to part of a 
multi-center trial.  A common refrain was “we are too busy saving patients’ lives to deal with 
research” – I indicated (on several occasions) the concerns about indiscriminate use of 
investigational products and the role of research during an outbreak. 
 
The hospital was built in 2010 (another common theme – many new, state-of-the art facilities 
built around this time).  It was very impressive with 6 buildings including a P3 lab capable of 
doing initial PCR testing (confirmatory testing done by CCDC). 
 
The next stop was the Shenzhen CDC (these function in the way we would see a state public 
health lab but are much more connected to the central CCDC, with frequent mention of how 
often they follow national guidelines).  This was another beautiful state-or-the-art building with 
impressive conference facilities.   did the briefing and gave an overview of the 
epi in Shenzhen.  They had seen a total of 416 cases of whom 152 had been discharged, 262 
were still hospitalized and 2 had died.  Of 2409 individuals who had been placed in quarantine 
because of contacts, 3 developed infection, only 2 of whom developed symptoms.  Screening of 
40 cases of ILI did not reveal any positives.  71% of the cases were imported from Hubei.  
Overall 416/21,503 NP swabs; 2/3 anal swabs; and 13/44 bloods have been positive for COVID-
19.  The CDC provides support to 662 community health center and performs confirmatory PCR 
testing for 41 local labs.  As of 01/20 approximately 50% of the cases were noted to be severe 
or critical; as of 02/17 this figure had dropped to approximately 10%.   
 
Their number of cases began to decline around 02/06 and plans are being made to gradually 
increase the level of activity in society, starting with the lowest prevalence areas – bringing 
back about 300 000 people at a time until reaching the total number of 10,000,000 expected 
back.  It was noted that there have been no wild animal markets it the area since SARS.  A 
comment was made toward the end of the presentation that some groups working on COVID-
19 may be unwilling to share their unpublished data for fear of compromising publication 
(some things are universal). 
 

 

 

Pr
od

uc
ed

 to
 S

ele
ct 

Su
bc

om
mitte

e 
on

 h
e 

Co
ro

na
v r

us
 P

an
de

mic 
Pu

rsu
an

t 
o 

Ove
rsi

gh
t R

eq
ue

st 

Do
 N

ot
 D

isc
lo

e 
W

i h
ou

t P
er

miss
i n 

fro
m D

ep
ar

men
t o

f H
ea

th
 a

nd
 H

um
an

 S
er

v c
es

 

SSCP_NIH002546



Pr
od

uc
ed

 to
 S

ele
ct 

Su
bc

om
mitte

e 
on

 h
e 

Co
ro

na
v r

us
 P

an
de

mic 
Pu

rsu
an

t 
o 

Ove
rsi

gh
t R

eq
ue

st 

Do
 N

ot
 D

isc
lo

e 
W

i h
ou

t P
er

miss
i n 

fro
m D

ep
ar

men
t o

f H
ea

th
 a

nd
 H

um
an

 S
er

v c
es

 

SSCP_NIH002547



Pr
od

uc
ed

 to
 S

ele
ct 

Su
bc

om
mitte

e 
on

 h
e 

Co
ro

na
v r

us
 P

an
de

mic 
Pu

rsu
an

t 
o 

Ove
rsi

gh
t R

eq
ue

st 

Do
 N

ot
 D

isc
lo

e 
W

i h
ou

t P
er

miss
i n 

fro
m D

ep
ar

men
t o

f H
ea

th
 a

nd
 H

um
an

 S
er

v c
es

 

SSCP_NIH002548



Pr
od

uc
ed

 to
 S

ele
ct 

Su
bc

om
mitte

e 
on

 h
e 

Co
ro

na
v r

us
 P

an
de

mic 
Pu

rsu
an

t 
o 

Ove
rsi

gh
t R

eq
ue

st 

Do
 N

ot
 D

isc
lo

e 
W

i h
ou

t P
er

miss
i n 

fro
m D

ep
ar

men
t o

f H
ea

th
 a

nd
 H

um
an

 S
er

v c
es

 

SSCP_NIH002549



Pr
od

uc
ed

 to
 S

ele
ct 

Su
bc

om
mitte

e 
on

 h
e 

Co
ro

na
v r

us
 P

an
de

mic 
Pu

rsu
an

t 
o 

Ove
rsi

gh
t R

eq
ue

st 

Do
 N

ot
 D

isc
lo

e 
W

i h
ou

t P
er

miss
i n 

fro
m D

ep
ar

men
t o

f H
ea

th
 a

nd
 H

um
an

 S
er

v c
es

 

SSCP_NIH002550



Pr
od

uc
ed

 to
 S

ele
ct 

Su
bc

om
mitte

e 
on

 h
e 

Co
ro

na
v r

us
 P

an
de

mic 
Pu

rsu
an

t 
o 

Ove
rsi

gh
t R

eq
ue

st 

Do
 N

ot
 D

isc
lo

e 
W

i h
ou

t P
er

miss
i n 

fro
m D

ep
ar

men
t o

f H
ea

th
 a

nd
 H

um
an

 S
er

v c
es

 

SSCP_NIH002551



(CRISPR-CAS, RNA knockdown, RNAi, Induced T and NK cell therapy); and TCMs.  For vaccine 
development their main antigen is a stabilized pre-fusion form of the surface gene NB2.  Their 
lead vaccine candidate is an AD5 recombinant.  They have begun small animal studies and hope 
to get to monkeys by the end of the month; pre-clinical safety studies in March and phase 1 
testing in humans in April (acknowledging this may be overly ambitious).  They note a 
production capacity of 1-10 million doses / year. 
 
IgM turns positive 3d post-symptoms, 7d post-exposure.  They were not developing monoclonal 
antibodies but suggested that was likely happening elsewhere.  They bemoaned not having the 
PER C-6 cell line for their rVirus vaccine work.  This is a transformed retinal cell line that appears 
developed by Crucell, licensed to Merck. 
 
One of their missions is to facilitate inter-sector research and they have a relationship with the 
#2 Hospital.  They are interested in international collaborations   In a display room they showed 
us some of the products that had come from the lab as well as a 3D-video of remdesivir docking 
into an RNA polymerase molecule. 
 

 
 
Following the briefings at the lab we visited a wet market.  The market we visited consisted of 
60 booths, contained no bushmeat, serves 10,000 families and is open every day.  They have 
had no live animals in the past 29 years and there has been no slaughter of live animals in 
Guangdong since SARS.  The meat products undergo a series of random tests on site looking for 
pesticides and infectious agents.  They get about 3 positives for pesticides each month. 
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20 teams totaling 2147 people (we learned later these province-provided teams have basically 
taken over operations at individual healthcare settings in Wuhan).  They have also sent medical 
supplies.  Additionally, Guangdong has provided help to other outbreaks, including support to 
Guinea during the Ebola outbreak. 
 
The meeting between WHO DGTedros and President Xi was noted as an important moment in 
the fight against COVID-19.  Governor Ma noted that China appreciated the recent supportive 
comments from WHO (could have been reflecting different comments from the US).  He went 
on to express that China overall, like Guangdong is open to sharing and working together with 
the international community.  He indicated that he hoped WHO could do something about the 
false attacks on China through the internet on platforms like Facebook. 
 
Towards the end Governor Ma stressed that this was a war of the entire Chinese people against 
COVID-19 in a war that would be driven by science.  They are now looking for the final victory. 
 
His remarks were followed by those of the WHO lead, , who noted that we are 
dealing with a unique virus and that China has mounted a unique response.  He said that it was 
important to get the engine of Guangdong running again, that one part of our mission is to 
guide the global response, and he stressed the importance of global unity and a solidarity with 
science. 
 
The evening ended earlier  at 9:21PM. 
 
Day 6 (Thursday) 
 
The day began with a visit to the  Guangdong CDC for a briefing on the situation in the 
Province.  The Guangdong CDC was established in 1952.  It moved to its current site in 2012 and 
is a WHO Coordinating Center.   It is another relatively new, expansive and beautiful set of eco-
friendly buildings.   It has a staff of 325 which seems low for the size of the complex.  Upon 
entering there is a large portrait with a representation of smallpox.   
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There have been 88 cases in children (<15) with a mean age of 7.  48 have been discharged; 17 
with mild disease; 23 with normal disease. 
 
While not 100% sure, the OR for death for underlying disease was 4.8; for age 60-70 it was 27 2. 
 
Regarding disease progression; among 1246 with mild disease:  143 progressed to severe 
disease; of these 18 to critical, and of these 2 deaths.  Predictors of progression included age, 
obesity and T>39.0. 
 
A range of 0-4 days was noted between 1st PCR and onset of symptoms.  A range of 1-15 days 
between exposure and first positive PCR.   
 
Relatives have been noted to be at the highest risk of transmission with an attack rate of 
approximately 10%.  The secondary attack rate in a household has dropped from 10% - 3%.  The 
interval between the primary and secondary infections is approximately 5 d.   
 
57 patient samples have been sequenced and show a 99% homology to the Wuhan strain.   
 
The largest amount of virus in NP swabs is noted 5-10 d following the onset of symptoms.  
Critically ill patients are noted to have the highest viral loads with values above 10,000,000 
copies/ml.  Stools have been noted to be positive in critically ill patients. 
 
They have recently noted a decline in cases and most of the recent cases are imported.  They 
reported details on one cluster of 10 cases from a restaurant where the position of chairs at the 
index table and neighboring tables correlated with infection.  Infections were seen at 3 tables; 
the dinner lasted 2 hours. 
 
The incidence of COVID-19 in their ILI surveillance has not changed (essentially 0).  Of 15,538 
pneumonia cases from 01/01-14 there has been one COVID-19, 0 SARS/MERS, 4 COV-43, 182 
influenza. 
 
Of 340,000 persons screened in 947 fever clinics; 355 (0.14%) have been positive for COV-19. 
Another figure given was 1300/1,500,000 (0.08%).  Fever screening of 38,841 individuals in the 
community from 02/03-02/17 identified 27 cases (0.1%).  At another time the numbers for 
330,000 were reported as 0.5% positive on 01/30; 0.15% positive on 02/06; and 0.03% positive 
on 02/16 – an overall positive rate of 0.14% (consistent). 
 
Disease is categorized as: 
Mild – (guessing documented positive with few, modest or no symptoms) 
Normal – pulmonary infiltrates 
Severe – 1 of:  RR>30; %sat <93; PaO2/FIO2 < 300. 
Critical – 1 of respiratory failure; endo organ failure; need for ICU 
 
Presentations by 3 CDC scientists: 
 
  – feces PCR+ day 17-33; higher pfu in stool than NP; IgG begins to increase d. 
10-17. 
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TCMs have been provided to 1235 (93%) of confirmed cases.  10 specific measures have been 
identified for medical treatments.   
 
There are 3 expert teams (96 persons) that are overseen by Prof. Zhong Nanshan. 
 
There are 12 criteria to confer high priority to a patient:  among them age >50, obesity, co-
morbidity.  There are novel isolation beds in 9 hospitals. 
 
SARS-COV2 was isolated from a BAL on 01/27; chloroquine study was started 01/29; 168 have 
been enrolled, among them 93 are now PCR- with decreased pulmonary symptoms. They are 
also looking at anti-inflammatories; favipiravir; developing diagnostic tests; and developing 
vaccines with mRNA, adenovirus and protein platforms. 
 
Emergency legislation was passed to protect the health and safety of the people; multi-lingual 
health information has been released; WeChat groups have been established; 24-hr hot lines 
are in place.  Incentives have been provided for research and development and PPE has been 
stockpiled. 
 
The Mayor of Guangzhou provided an overview of activities in his city. 
 
Guangzhou is a city of 22 million people, 10 million of whom are short-term residents.  The city 
supports 2.3 million different entities; 73.5 million airport passengers annually; 500,000 cruise 
passengers; 500,000 rail passengers.  It is the 3rd largest medical hub in the country with 8 
medical centers and 9 of the top 10 national hospitals.  It has 5 COVID-19 designated hospitals. 
 
They identified their first patient on 01/21 at which time a command center was established; 
on 01/28 schools were closed and gatherings not permitted as of 01/29. 
 
They have seen a total of 339 cases; 51 severe and 17 critical.  157 had been discharged; 182 
hospitalized and thus far no deaths.  Of the 17 critical cases, 8 have improved; of the 51 severe 
cases 38 have improved with 11 discharges. 75% of cases are from outside the city.  They noted 
the recovery of a 2-month-old. 
 
They operate off 178 guidelines and 49 plans and circulars.  There are prevention guidelines for 
schools; health videos throughout the city with the 4 Do’s and 4 Don’ts.  In a survey of the 
community, 99.7% expressed willingness to work with government in containment efforts. 
 
They have received 90 million yeun (6 million USD) in donations as a reflection of the 
outpouring of community support.   
 
There are 4300 quarantine beds available; 615 persons are currently in observation.  Overall 
there have been 101,000 in home quarantine of which 89% have been released. 
 
As of 01/26 there has been a requirement to wear masks when out of the house; on 01/24 (eve 
of lunar new year) visitor resorts, etc. were closed. 
 
Chloroquine is the most frequent prescription for pneumonia.  4.2 million masks; 11,000 
thermometers are being produced per day. 
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Day 7 (Friday) 
 
We began working on the report in joint breakout groups.  I was assigned to the research group 
with  (Hong Kong University) and  (Chinese Academy of Medicine).   

 was a substantial senior figure and  was extremely bright and paid exquisite 
attention to detail, making sure anything we said was consistent with other messaging (not in a 
bad way – more wanting to make sure numbers were correct).  To generalize, she was much 
more afraid of including something wrong than omitting something important.  Consequently, 
our report ended up being a bit shorter than I might have liked.  Our final work product is in the 
WHO-China joint report.  We finished the first draft this day. 
 
Day 8 (Saturday) 
 
Continued working on reports,  returned to Hong Kong   Part of our group (  

  travelled to Wuhan with 3 members of the Chinese group. 
 
Day 9 (Sunday) – Finalized initial draft of report. 
 
Day 10 (Monday) – Group returned from Wuhan; final discussion and departure. 
 

  Nigerian CDC) was the first to report out on the trip to Wuhan.  He noted that 
Wuhan is a city the size of Lagos and that they observed an amazing public health response 
with the city shut down; their movement was restricted to the block just outside the hotel; 
things appeared much more severe than what had been seen elsewhere; there was an extreme 
level of community mobilization with everyone committed to the effort (something one might 
not see in most places of the world).  He noted they visited two hospitals.  The first was quite 
modern and the venue for severe cases with MDs and RNs providing the care and working in 
shifts of 4 hrs/day for 3 days before a break (assuming 14 days).  The other hospital was a 
makeshift hospital in a stadium.  This hospital was for mild cases; had morning exercises led by 
someone in PPE; contained mostly public health admissions given that most were fairly well 
and in the hospital for an average of 2-3 weeks.  Multiple teams had come from outside Wuhan 
and appeared to be well-integrated to the overall system. 
 

 (Infection control expert from Robert Koch Institute, Germany) also noted the impressive 
lockdown and compared the city to a ghost town.  He noted that 40,000 HCW had come in from 
other provinces – compared to the 800 local HCW prior to the outbreak.  Bed capacity had been 
increased by around 50,000 and ventilators had been brought in from other provinces.  From 
01/25-27 they were seeing 500/day in the fever clinics; at present it was down to 50/day.  They 
were performing approximately 200 CT scans/day.  Discharge criteria included no fever; 
improved respiratory symptoms; improved CT and 2 negative swabs.  He felt there was a good 
surveillance program for HCW and noted that hospital traffic went through 3 areas:  patient 
areas to “polluted/semi-polluted areas” to clean areas.  In a meeting with the Wuhan CDC it 
was noted that bed capacity had been increased by 50,000 with the new hospitals; that the 
severe cases were managed in real hospitals while mild cases were managed in the makeshift 
hospitals (sports arenas) and contacts were managed in hotels.  They reported no recent HCW 
infections and no outbreaks in the normal hospitals over the last 10 days. 
 

 also talked about how when they arrived (midnight) they were met at the train station and 
their hosts apologized that the hotel was not fancy because all the better hotels were fully 
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occupied with HCWs and individuals under observation.  He noted the hotel was adequate and 
a bargain at 200 yuan (14 USD)/night.  Again, he noted the rapid expansion of 50,000 bed 
capacity; 40,000 HCW from outside Hubei and the fact that they were able to do 30,000 PCR 
samples/day.  He reported they had 1827 5-person teams dedicated to their epidemiologic 
efforts.  One stadium served as a makeshift hospital for 1000 patients with mild disease.  Of 
their most recent 58 HCW infections, 15% were from inside the hospital; 75% community; 37 
MDs, 12 nurses, 9 others.  Of 1382 HCW tested, 87 (6%) were found to be positive.  Of these 
only 4 were asymptomatic and only 1 stayed asymptomatic.  There were felt to be 8 reasons for 
the earlier higher numbers of HCW infections:  No early protection; no training in infection 
control; rapid expansion of cases; protection limited to certain areas of the hospital; overflow 
from the fever clinics to other areas; lack of adequate PPE supplies; second-line professionals 
not ID oriented; overworked staff.  All of these have now been addressed. 
 

 (WHO lead, outbreak response leader) described Wuhan as a ghost city with skyscrapers.  
Its population of 15,000,000 had been put on a total lockdown for 10 days.  30,000 individuals 
were being managed in stadiums.  There was a good understanding of what needed to be done 
by the community and a positive, strong relationship between the patients and the HCWs.  Due 
to the lockdown, families had been separated – however, this seemed to be accepted as 
needed for the good of the many. 
 
He noted that most of the clusters that were able to be evaluated were in families.  He also 
noted there was a strong sense by the people in Wuhan that with time they might be able to do 
a better job of figuring out exactly which animals were most likely to have been the vector 
given that there was fairly precise tracking of what sellers were at what stalls in the market and 
the fate of the animals could be traced.  They know the identities of the earliest cases (early 
December) and there is an opportunity to do a better job of combining information from those 
doing the human epi with those who have precise knowledge of the layout of the market and 
the fate of the animals.   
 
Despite the recent drop in cases there are still 51,000 infected people across China.  One 
mystery is why some young, healthy people do progress (seems an ideal opportunity for host 
genomic studies).   was impressed by the profound sense of humanity accompanying this 
outbreak and that it was a matter of national pride to control the outbreak.  He indicated the 
newly built hospitals (covered by the US media) were a bit outside the city and were real 
hospitals, caring for the more severely ill patients and that the national treatment guidelines 
were at version 6. 
  
He was able to talk to  (Remdesivir study PI) on the phone.  He noted that patients had 
to be transferred to select hospitals to be part of the RCT.  At that time, 221 patients had been 
enrolled on the severe study; 48 on the mild.  He noted it was difficult to enroll due to a fall in 
the number of new cases.  He did not have any difficulties using the ordinal scale but the fact 
there were different teams from outside Hubei at different hospitals created an operational 
challenge for the research. 
 

 (China Lead, National Health Commission) noted they were close to identifying and 
caring for all the patients in Wuhan; that there was adequate testing capacity; and that a well-
established system for stratification of patients was in place with good allocation of medical 
expertise.  He did then say it remained a critical moment for the country.   
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No COVID cases among residents or staff for 28 days (currently 146 nursing homes would
qualify*)
The nursing home must be in full compliance with all state and federal requirements,
have access to adequate tesng� , have agreements with laboratories to process tests, and
have no staffing shortages.
A formal copy of visitaon plan mus� t be posted to website and broadcast to visitors 

Visitaon is limit� ed to outdoor areas, except under certain circumstances where visitaon ma� y
be inside in a well-venla� ted space with no more than 10 individuals
The number of visitors must not exceed ten percent (10%) of the resident census at any me�
and only one visitor will be allowed per resident at any one me.�
Visitors must wear proper PPE and must be screened for signs and symptoms of COVID-19 prior
to visitaYon
The Department can halt visitaon a� t the nursing home at any me due t� o community or facility
spread of infecon or when the Departmen� t idenfies tha� t the NH has failed to comply with
visitaon r� equirements.

 
Pediatric Nursing Homes

Same criteria as for allowing visitaon as N� ursing Homes except, pediatric nursing homes in all
regions of the state are eligible, regardless of phase
Same procedures for visitaon as nur� sing homes plus:

Visitaon is limit� ed to parents or legal guardians of the resident and immediate
family ages 18 and older. 
Two visitors per resident are permi� ed at one me (c� ompared to one for nursing homes)

 
Adult Care Facili;es

Visitaon crit� eria is the same as for nursing homes plus ACF must have undergone an infecon�
control survey since May 1, 2020 and must have been found to be in substanal c� ompliance

Currently 328 ACFs would qualify*
When those criteria are met, ACFs may have the same visitaon as nur� sing homes plus:

resume congregate acvies tha�� t do not include eang and drinking�
allow salon services that abide by NY Forward guidance specific to salons and barbershops

 
*Number of facilies c� ould change as pending staff and resident test results come back



Thursday, November 28, 2024 at 10:03:19 Eastern Standard Time

Page 1 of 1

Subject: RE: on track for noon?
Date: Monday, June 22, 2020 at 12:29:51 PM Eastern Daylight Time
From:
To:

Can you shoot over?  He’s asking
 
From:  
Sent: Monday, June 22, 2020 11:55 AM
To: 
Subject: Re: on track for noon?
 
I will get you what I have. Howard’s people will need to fill in section and McKinsey isn’t done
yet, but I will get you where it is.
 
From: 
Date: Monday, June 22, 2020 at 11:54 AM
To: 
Subject: on track for noon?
 
 




