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 Based on review of facility documentation, the facility failed to ensure that staff testing for COVID-19 was conducted in
 accordance with CMS and CDC guidance. The findings include: Interview with the Director of Nursing Services (DNS) on 9/3/20 at
9:30 AM indicated that the facility was testing all staff in accordance with the guidance and noted that the facility
 was COVID-19 free. The DNS further identified that she/he felt it was very important to continue staff testing in order to
 decrease the risk of staff resident transmission. Interview with the Administrator on 9/3/20 at 10:00 AM identified that
 all the staff were tested   on   a weekly basis to prevent COVID-19 from entering the facility. The Administrator
 identified that this is very important to prevent a resurgence of COVID-19. Interview on 9/3/20 at 10:20 AM with the
 Infection Control Nurse (LPN #1) indicated she/he performed staff testing and was responsible for ensuring that all staff
 members were tested   on   a weekly basis. LPN #1 provided a spread sheet with all employee names and the dates of their
 testing during 8/16/20 through 8/29/20. Interview with the DNS on 9/3/20 at 11:00 AM identified the facility had a staff
 member that tested   positive in June 2020 but did not have any current staff or residents that were positive for COVID-19. The DNS
identified that she reviewed the employee testing list on a weekly basis to ensure that all the staff were tested
  . The DNS further noted that the staff were very good about getting tested   on   a weekly basis on their scheduled day
 and time and if an employee was going to be off on their scheduled testing day, then the staff member was supposed get
 tested   on   the previous day. The DNS indicated weekly testing of COVID-19 was done by LPN #1 with oversight from the
 Infection Preventionist RN #1. Review of the employee roster on 9/3/20 with the DNS and LPN #1 identified that during the
 week of 8/16/20 through 8/22/20 seven employees were not tested   for COVID-19 and during the week of 8/23/20 through
 8/29/20 thirty-one employees were not tested   for COVID-19. Further review noted that all of the employees not tested
   had worked at least once during the period of 8/16/20 through 8/29/20 and thereafter. Further interview with the DNS on
 9/3/20 at 2:00 PM indicated she/he did not realize that many employees were not tested   during the week of 8/23 through
 8/29/20. The DNS was unable to explain why these staff members were not tested  . Further interview with LPN #1 on 9/3/20
 at 2:05 PM identified she/he had double checked all the test results and confirmed that the data provided was accurate. LPN #1
indicated that during the week of 8/23 through 8/29/20 she/he was out sick a few days and could not explain why there
 were 31 employees who were not tested  . Further interview with the Administrator on 9/3/20 at 2:20 PM identified she/he
 was not aware that they were not 100% compliant, but identified that it is a priority to have all the employees tested
   weekly because they are the ones that would be bringing COVID-19 into the facility and spreading COVID-19 to the
 residents. A review of the facility's testing report for weekly testing on 9/3/20 identified that for the week of 8/16/20
 through 8/22/20 the facility staff testing completion rate was 80% and during the week of 8/23 through 8/29/20 was 60.6%.
 The facility had a total of 34 employees (none of which had previously tested   positive for COVID-19) that were actively
 working in the nursing home between 8/16 through 8/29/20 and thereafter. The facility failed to conduct staff testing in
 accordance with CMS guidance, Executive Order 7AAA and Blast Fax 2020-87. The facility policy on Resident and staff testing was
requested but not provided.
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