
I n one of the most comprehensive looks at nursing home safety during the
pandemic, a Milwaukee Journal Sentinel investigation has found that 1 in
3 Wisconsin facilities violated coronavirus protocols, including by asking

COVID-positive staff to keep working, not screening visitors for symptoms and not
isolating infected residents.

Even when inspectors were present, employees at several facilities didn't always
wear face masks. Two homes substituted flannel shirts or plastic aprons for gowns,
despite having an ample supply. At least five nursing homes didn’t tell residents or
their families about coronavirus cases for days or weeks.

According to the Journal Sentinel review of hundreds of state and federal inspection
reports from March 2020 to January 2021, officials cited 133 of Wisconsin’s 360
nursing homes for coronavirus-related violations, with some of them incurring
multiple violations.

Two-thirds of the violations occurred in August or later, months into the pandemic,
showing that even with more time and better access to masks and testing,
some nursing homes still failed to take basic measures to prevent the spread of the
virus.

The most common failure was incorrect use of masks, gowns and other personal
protective equipment, found in over 70% of cited nursing homes. Nearly 30% of
cited homes didn't follow quarantine or isolation protocols for residents or staff,
didn’t enforce social distancing or commingled COVID-19 positive and negative
residents.

To gauge the scope of the problem outside Wisconsin, the
Journal Sentinel also analyzed inspection reports in Cook
County in Illinois, home to Chicago, from March through
December 2020. The paper found the numbers there were
similar: 1 in 3 nursing homes had coronavirus-related
violations.

In at least one Cook County case, inspectors linked the
deaths of three residents to safety lapses.

Toby Edelman, senior policy attorney with the nonprofit
Center for Medicare Advocacy in Washington, called the
Journal Sentinel findings "very scary."

"These things shouldn’t be happening," Edelman said.
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With visitors largely banned for the better part of 2020, the
inspection reports show how homes reacted as COVID-19
tore through their facilities, many of which were already understaffed and ill-
equipped to handle infectious diseases.

At a nursing home in Wisconsin’s Northwoods, employees told inspectors that
residents were sitting in their own urine because a coronavirus outbreak had
reduced the number of staff able to work. "It was frustrating because we continued
to take admissions," an employee said.

Nationwide, more than 131,000 nursing home residents have died with COVID-19,
according to the latest federal data, making up nearly a quarter of all U.S. deaths
from the pandemic. That includes the deaths of more than 1,800 Wisconsin nursing
home residents.

Many resident watchdog groups argue that enforcement in the long-term care
industry is too lax. From March to August 2020, federal regulators said they issued
$15 million in fines to 3,400 U.S. nursing homes for coronavirus-related violations
— an average of $4,411 per facility. 

But in response to the Journal Sentinel investigation,
long-term care industry representatives said the
regulatory system is overly punitive and often holds
nursing homes to higher standards than hospitals.

John Sauer, president of the long-term care trade group
LeadingAge Wisconsin, said the inspection system has
become “overwhelming and demoralizing” for staff and
administrators, who were forced to adapt to a barrage of
new federal and state regulations.

Sauer said the vast majority of citations from March to
December last year were low-level infractions. The

Journal Sentinel analysis found that of the coronavirus-specific lapses, regulators
characterized less than 10% as causing or likely to cause serious injury, harm or
death.

"I don't want to offer apologies for bad care," Sauer said. However, he added, "I'd
rather see a regulatory system that says we’re going to work with these problem
facilities and figure out a way to improve quality as opposed to treating all providers
as though we’re here to find fault."

In an interview Thursday, Wisconsin Department of Health Services Deputy
Secretary Julie Willems Van Dijk said nursing homes faced "an incredibly difficult
situation."

More: Wisconsin nursing homes worried about PPE shortages as coronavirus
cases climb

In an effort to support them, the department funneled $105 million in federal relief
funds to struggling facilities, set up contracts with two national staffing agencies for
extra workers and expedited emergency training for certified nursing assistants, she
said.

Still, with vaccinations in nursing homes now largely
complete, many advocates and industry leaders agree it
is time to take stock of how to reform the industry.

"We can no longer be defensive or settle for good
enough," said Susan Ryan, senior director of the Green
House Project, a Maryland-based nonprofit that
advocates for smaller and more homelike nursing
facilities. "We have to push forward, and we have to go

beyond good enough."

In Chicago’s Cook County, inspectors tied infection control failures to three deaths
at Atrium Health Care Center, a 145-bed nursing home near Evanston where up to
four people are housed in one room.

According to an inspection report, Atrium staff found a resident wheezing and
feverish with dangerously low oxygen saturation levels in mid-April, later
confirming the resident was positive for COVID-19.

But there was no evidence the facility increased monitoring or quarantined the
resident’s three roommates to prevent them from coming into contact with others,
according to inspectors.

Over the next 10 days, all three of the resident’s roommates tested positive, plus
four other residents in the facility, the report showed. However, inspectors found no
record that Atrium staff increased monitoring of the seven residents’ temperatures,
oxygen levels and other vitals, despite federal and state guidelines that required
checks every four to eight hours.

Three of the seven residents — none of whom were the roommates of the first
resident to fall ill — ended up dying with COVID-19 over the next two weeks.

One of the residents, a 66-year-old, was found lethargic and unresponsive to verbal
stimuli two days after testing positive, according to inspectors. After being sent to
the ER, the resident was diagnosed with respiratory failure and severe sepsis, dying
a week later.

Staff members discovered a second resident, a 78-year-old, also unresponsive. Staff
administered CPR and called 911, but the resident died the same day. Inspectors
said the resident had gone five days without evidence that his vitals had been
monitored as required.

A third resident who was positive for coronavirus was found unresponsive after
eight days of no evidence that staff increased monitoring of his vitals, inspectors
said. The 65-year-old was pronounced dead 12 minutes after paramedics arrived. 

Atrium did not return calls and emails for comment. But when interviewed by
inspectors, administrators "confirmed that increased monitoring by nursing staff
could have potentially avoided the residents’ outcomes," the report said.

Inspectors cited the facility for failing to restrict residents who were exposed to
COVID-19 from coming into contact with unexposed residents and for failing to
increase monitoring of positive residents.

In addition, inspectors found that Atrium administrators allowed eight employees,
including six nursing assistants, to keep working after testing positive — some for
up to three days.

According to the inspection report, Atrium’s director said the facility’s layout did
not allow for staff to limit their interaction to positive residents and employees.

When inspectors asked why infected employees were allowed to keep working,
Atrium’s director responded that the facility struggled with lack of staffing.

"It was probably just overlooked at the time," she said.

At least five nursing homes had stockpiles of PPE that they were not giving to staff
to use, inspections found, while dozens of other facilities were lax about testing staff
or screening employees and visitors.

Tomah Nursing and Rehabilitation in Tomah in the southwestern part of the state,
was cited on four separate occasions, including for failing to ensure access to PPE in
September.

Employees told inspectors that nursing home officials were locking the equipment
in a storage area that they didn't have access to. As a result, one staff member said,
employees resorted to using garbage bags as gowns.

They couldn't wait for the proper gowns to be made available, the staff member
said, because they had 14 residents on quarantine and needed to answer call lights.
"We did the best that we could," the staff member said.

When contacted by the Journal Sentinel in mid-December, Anthony Abela, director
of operations at Atrium Centers, which operates Tomah, did not directly address the
employees' claims in the inspection report. Abela said in a statement only that the
facility "spared no expense in obtaining a substantial amount of available PPE."

Abela said Tomah’s staff members, "while not perfect, have worked extremely hard
during this pandemic and have had to adjust to new protocols."

But several days after the Journal Sentinel inquiry, Tomah was cited for several
more violations. Inspectors found the nursing home waited eight hours to send a
lethargic COVID-positive resident with low oxygen levels to the hospital, despite a
visiting nurse practitioner’s order.

According to inspectors, the resident deteriorated during those eight hours,
becoming delirious, unresponsive and going into respiratory failure before
eventually dying.

During the same inspection, regulators found a second COVID-positive resident at
Tomah died after she became dehydrated and developed a severe infection in her
mouth.

Given an opportunity to respond to the second inspection, Atrium
Centers spokesman Mike Deverso said the company stood by the statement it
released in December.

More: Nearly 300 Wisconsin nursing home residents died from COVID-19 in four
weeks, 10 times more than the month before

In other facilities, staff seemed unsure about what PPE they were supposed to wear.

At Oak Park Oasis in Chicago, inspectors found that some employees failed to wear
gowns and gloves in isolation rooms and were not properly monitoring the
breathing of residents, possibly exposing three patients who later contracted and
died from COVID-19, records show.

When inspectors asked one nursing assistant why he failed to wear gloves and take
off his isolation gown before leaving a resident's room, the assistant "just shook his
head and walked" to the nurse’s station, according to an inspection report.

According to the report, a frustrated regional nurse consultant told inspectors that
the facility was "fully stocked" with PPE and that staff had recently been trained on
donning and doffing equipment.

"It’s like teaching children," the consultant said.

Gary Mack, a spokesperson for Oak Park Oasis, said the facility is appealing the
inspector's conclusion that the failures created an "immediate jeopardy" situation,
which means that residents were seriously harmed or likely to be harmed. 

"The company took and still does take the coronavirus pandemic extremely
seriously," Mack said. 

Dozens of Wisconsin nursing homes also struggled with testing staff and screening
visitors.

At a nursing home in Juneau County, inspectors found that the facility had not
tested any staff or residents from July to October. In September, the level of
coronavirus infection in the county was so high that the facility — 60-bed Crest
View Nursing Home — should have been testing all staff twice a week. According to
the inspection report, the facility received a rapid testing machine in September but
did not use it.

Kathy Behnke, a spokeswoman for Mile Bluff Medical Center, which owns and
operates Crest View, said in an email that the facility did not initially have "the
appropriate materials, policies and waivers in place" to do the testing. When asked
to clarify what materials, she declined to go into detail.

In suburban Milwaukee, Care Age of Brookfield stopped taking visitor temperatures
for two weeks in July, inspectors found.

During that time, 187 people signed in without their temperatures being checked.
According to the inspection report, the administrator decided not to
check temperatures because the screening questionnaire already asked about fever.

One of the most critical issues facing nursing homes both before and during the
pandemic was understaffing.

The Journal Sentinel’s analysis found that at least a dozen of 133 nursing homes
with coronavirus-related violations — or about 9% — mentioned understaffing as an
underlying issue resulting in lapses.

In Wisconsin’s rural north, seven employees at the Bay at Nu-Roc Health and
Rehabilitation Center in the Town of Laona told investigators that the nursing home
was understaffed due to the pandemic, with residents sitting in their own urine and
stool and waiting for showers, according to an August inspection report.

But staff members told inspectors that administrators continued to accept new
admissions.

"I don't think (they) listened to me," said one employee, according to the inspection
report. "I flat out said we didn't have enough staff."

An outbreak in the spring that lasted into the summer infected 50 residents and
four staff members, according to federal data. Three residents died from COVID-19.

Corina Krueger, the regional director of operations for Champion Care, which
operates the Bay at Nu-Roc, told the Journal Sentinel that the understaffing
complaints were unfounded.

Krueger said the facility was not cited for insufficient staff. Instead, inspection
records show, the Bay at Nu-Roc was cited for violating grievance procedures
because an administrator failed to document and follow up on employee complaints
about understaffing.

In a statement, the home's administrator, Megan Bachand, said she takes all
complaints seriously. She acknowledged the nursing home has had staffing
challenges but said officials were working to recruit and retain staff with bonuses,
hazard pay and other incentives.

At least 13 Wisconsin nursing homes allowed employees with symptoms or with
confirmed COVID-19 to work before their isolation period was over, inspectors
found.

During an outbreak in October, officials at Manorcare Health Services, now known
as Meadowbrook at Appleton, called employees who were positive with COVID-19
and asked them to return to work, according to an inspection report.

One of them was a nurse who worked the day she tested positive and the day after.
On the third day, when she got to work, she complained of fatigue so bad that she
could not remember the drive into work, she later told an inspector.

She was not sent home.

Not only was she allowed to work that day, she was asked to work a longer, 12-hour
shift, according to the report. She told the inspector she had been working two
weeks straight, including double shifts.

Two other sick Manorcare employees refused to come into work when asked.

Almost all, if not all, of Manorcare's nearly 50 residents contracted COVID-19
within a six-week period last fall, according to federal data.

In the inspection report, Manorcare officials said they declared a staffing emergency
in October and didn’t have enough staff to take care of the residents. Officials said
positive employees could only work on the COVID-19 unit. They claimed only
employees with mild or no symptoms were allowed back to work.

In an email to the Journal Sentinel, administrator Dan-a Kohn said
thatMeadowbrook at Appleton did not take ownership until Jan. 1 and that since
then, no resident has tested positive for COVID-19. In the email, Kohn, who was
also administrator under Manorcare's ownership, did not directly address the
violations found by inspectors.

More: 'The first step toward normal': COVID-19 vaccine arrives at Milwaukee-area
nursing homes

More: Wisconsin nursing homes see a 97% drop in COVID-19 cases since the first
week of vaccinations

Across the state, an outbreak at Prairie Maison, a nursing home in Prairie du Chien,
was linked to an aide who worked on Nov. 6 and 7 while sick with symptoms of
COVID-19, according to the inspection report. The aide reported on a screening
form that she had a cough, a sore throat and shortness of breath on Nov. 6, but no
one was monitoring the forms.

On Nov. 9, she tested positive for COVID-19, as did two other aides she worked with
on Nov. 6 and 7. A resident they worked closely with tested positive on Nov. 12,
setting off an outbreak that would infect 13 more residents by mid-December,
according to the report and federal data.

Rita Moore, the home's administrator, said that in response to the citation, the
facility took steps to modify its screening process, including re-educating employees
about symptoms of COVID-19 and when to stay home and putting someone in
charge of monitoring the screening forms.

Throughout the pandemic, Wisconsin has regularly been among the worst states for
staffing shortages, based on data submitted weekly by nursing homes to the federal
government. Last November, roughly 1 in 3 Wisconsin nursing homes reported to
federal regulators they were short-staffed. Even now, roughly 1 in 4 facilities are
reporting shortages of nurses and aides.

R. Tamara Konetzka, a health sciences professor at the University of Chicago, said
understaffing can lead to risky choices, such as allowing employees to work in
multiple facilities or float between positive and negative residents.

Her research shows that having more staff does not appear to help keep COVID-19
out of nursing homes, and that case rates in nursing homes are closely tied to rates
in the surrounding community. But higher staffing levels are correlated with a
reduction in the number of deaths, she found.

"Good infection control matters, and having enough staffing matters," Konetzka
said.
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'Probably just overlooked'

Inspectors said Atrium Health Care Center in Chicago failed to frequently monitor the
temperatures and oxygen levels of seven COVID-positive residents. Three were later
found unresponsive and died.
GOOGLE MAPS

The pandemic's deadly toll on nursing homes

At the peak of the pandemic in Wisconsin, 169 nursing home residents died in one week with COVID-

19, according to federal data. 
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'It’s like teaching children'

Tomah Nursing and Rehabilitation was cited on four separate occasions, including for
failing to ensure access to PPE in September.
GOOGLE MAPS

A regional nurse consultant at Oak Park Oasis in Chicago was frustrated about staff not
donning and dofRng PPE correctly. "It’s like teaching children," the consultant told
inspectors in April.
GOOGLE MAPS

During two weeks in July at Care Age of BrookReld, 187 visitors signed in without their
temperatures being checked, according to inspectors.
GOOGLE MAPS

Source: Wisconsin Department of Health Services; U.S. Centers for Medicare and Medicaid Services • Get the data •
Created with Datawrapper

Nursing homes with COVID-19-related violations
About 1 in 3 Wisconsin nursing homes have violated coronavirus safety protocols during the pandemic.
Hover or click on points to see homes across the state that have been cited by health inspectors. 

Read violation reports and search further information here.
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'We didn’t have enough staff'

Staffing woes in Wisconsin nursing homes

Even before COVID-19, many nursing homes in the U.S. and especially in Wisconsin ran short-

staffed. 
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Common COVID-related lapses

The Journal Sentinel found that 133 nursing homes in Wisconsin had a COVID-related citation. Each

citation can contain multiple underlying issues. Reporters broke out each citation into more speciYc

categories. For example, the analysis found that 98 of the cited homes — or 74% — had issues with

PPE. 

PPE

Hand hygiene/disinfecting

98

48

Garbage bags as PPE. Infected
staff on duty. Residents found

unresponsive. Wisconsin
nursing homes during the

pandemic.
Daphne Chen, Sarah Volpenhein and Olivia Cohen, Milwaukee Journal Sentinel
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Long-term care representatives have long argued that Medicaid’s reimbursement
rates are low, leading nursing homes to short-staff and overcrowd their facilities,
even before the pandemic. Federal regulators, they say, should help struggling
nursing homes with strike teams and extra training, instead of fining and punishing
them.

University of Pennsylvania geriatrician Dr. Joshua Uy,
who helped lead a state task force supporting more than
300 nursing homes across Pennsylvania during the
pandemic, said the federal government holds nursing
homes to a higher standard than most hospitals.

For example, he said, hospital staff are allowed to move
between positive and negative rooms and can wear
surgical instead of N95 masks in coronavirus units.

"You’re asking nursing homes to do hospital-level
monitoring with nursing home-level resources," Uy
said.

But many resident advocates said they do not trust that
nursing home corporations are investing in staffing and

care.

"The nursing homes, particularly the for-profit ones, are not going to put their
money where their mouth is," said Patricia McGinnis, director of the nonprofit
California Advocates for Nursing Home Reform. 

Some advocates pointed to success stories as evidence
that rampant coronavirus spread is not inevitable.

Researchers from the University of North Carolina
studied a chain of small alternative nursing homes
called Green House homes. These facilities house a
maximum of 12 residents who each get their own
bedroom and bathroom.

Each Green House home also gets its own dedicated
team of nursing assistants who not only handle medical
care but also take care of laundry, cleaning and cooking
— reducing the number of staff that have to circulate
through each home.

Using data from January to July 2020 for the hardest-
hit homes, UNC researchers found that Green House homes had half the
coronavirus infection rate of small traditional nursing homes. Large traditional
nursing homes, with more than 50 people, had infection rates nine times that of
Green House homes. In addition, researchers found COVID-19 mortality rates in
traditional nursing homes were two to four times that in Green House homes.

"Smaller is better," said Susan Ryan, senior director of the Green House Project.
"We learned that pretty clearly during the pandemic."

Advocates also pointed to places like Maryland Baptist Aged Home, a Black-owned
facility in West Baltimore that serves predominantly low-income Black and Latino
residents, who have been disproportionately affected by the virus. The nursing
home has reported no coronavirus cases among residents or staff throughout the
pandemic — a feat that administrators attribute to locking down early and
performing temperature and oxygen checks three times per day.

On the other side of the country, one of the largest skilled nursing facilities in the
nation, Laguna Honda nursing home in San Francisco, reported no COVID-19
deaths until December, 10 months into the pandemic. The nursing home has 715
residents and more than 1,700 staff members.

"They paid hazard pay. They tested people. They had adequate PPE," said
McGinnis. "They did all the things you should do when there’s an outbreak like
this."

Milwaukee Journal Sentinel data reporter Andrew Mollica contributed to this
story. Olivia Cohen is a freelance correspondent in Chicago.

Contact Daphne Chen at dchen@gannett.com. Follow her on Twitter at
@daphnechen_. Sarah Volpenhein is a Report for America corps reporter who
focuses on news of value to underserved communities for the Milwaukee Journal
Sentinel. Email her at svolpenhei@gannett.com. Please consider supporting
journalism that informs our democracy with a tax-deductible gift to this reporting
effort at JSOnline.com/RFA.

How the story was reported

Journal Sentinel reporters downloaded every inspection report filed on the
Wisconsin Department of Health Services website from March 2020 to January
2021 for each of Wisconsin's 360 skilled nursing facilities. Reporters then wrote a
computer program to filter for nursing homes that were likely violating COVID-19
protocols specifically.

Journal Sentinel reporters then read each inspection report to confirm the
violations were related to COVID-19 and broke out the general violation types into
more specific categories. Some citations involved two or more separate issues, such
as PPE and hand hygiene.

Reporters did a similar analysis of nursing homes in Cook County in Illinois from
March to December 2020.
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