Our family exists to care for yours.

e

Herltage Hall of Leesburg = 122 Morven Park Road, NW Leesburg VA 20176 = (P) 703.777.8700

June 26, 2020

Commonwealth of Virginia Department of Health

Division of Long Term Care Services

9960 Maryland Drive — Suite 401

Attn: Wietske G. Weigel-Detano, Long Term Care Supervisor
Richmond, VA 23233-1463

Ms. Weigel-Delano,

Attached to this cover letter is Heritage Hali-Leesburg’s Plan of Correction and our credible
allegation of compliance. The Plan of Correction addresses the corrective action, identification
of deficient practices, systemic changes, and monitoring that will be implemented to address
deficient practices identified during our annual survey.

If you are in need of additional information or further assistance please contact me at
703-777-8700,

Sincerely, RECE'VED

Mary Vorpahl, LNHA
Administrator

- %

@)

HERITAGE HALL

HEALTHCARE AND REHABILITATION CENTERS
Managed by g AMERICAN HEALTHCARE. LLC
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E 000 | initial Comments E 000
An unannounced abbreviated Emergency F880 ] .
Preparedness COVID-19 Focused Survey was Corrective Action(s): )
conducted remotely and onsite on 06/09/2020, The attending physicians for residents #1,
The facility was in substantial compliance with 42 #2, #3, #4, #5, #6, #7 and #8 have been

CFR Part 483.73, Requirement for Long-Term non:ﬁedlthat the residents did not practice
Care Facilities ' social distancing nor did they wear a

mask immediately prior to and during the

F o00 INITIAL COMMENTS F 000 meal observations on 6/9/20.
' The issue was corrected immediately.

An unannounced COVID-19 Focused Survey Dining tables in the memory care unit
was conducted remotely and onsite on have been moved to ensure 6ft separation,
06/09/2020. Corrections are required for Tape indicating 6 ft separation has been
campliance with F-880 of 42 CFR Part 483 placed on the unit floor to assist staff in
Federal Long Term Care requirement(s). recognizing the 6 ft distance.
On 06/09/2020, the census in this 164 certified Identification of Deficient Practice(s) &
bed facility was 107. Of the 107 current residents, Corvective Action(s): .
58 residents had tested positive for the COVID-18 All residents may have the potential to be

affected by improper infection control
techniques related to social distancing and
mask usage during meals.

A review of all staff who assist residents
with meals has been completed to identify
residents/staff at risk. Negative findings
will be addressed upon identification and
one on one in servicing will be completed.

virus, The survey sample consisted of 11 current
! resident reviews (Residents #1 through #11.)

F 880: Infection Prevention & Control F 880

88=E | CFR({s): 483.80(a)(1)(2)(4){e)(f)

§483.80 Infection Control
The facility must establish and maintain an

infection prevention and control program Any/all negative findings will be
designed to provide a safe, sanitary and corrected at time of discovery and ‘;-
comfortable environment and to help prevent the disciplinary action taken as needed. — Y}_‘
development and transmission of communicable ‘ %
diseases and infections. Systemic Change(s): o > E
The facility policy and procedures have -]

§483.80(a) Infection prevention and control been reviewed and no changes are
prograrr:, . warranted at this time. All facility staff %
The facility must establish an infection prevention will be inserviced by the infection

| and control program (IPCP) that must include, at preventionist on the facility policy and

| a minimum, the following elements: procedure for maintaining social

i distancing and mask usage during meals.
| §483.80(a)(1) A system for preventing, identifying,

QRY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
. !
K administnston b 126 [5>-O

cy sfaternent endiﬁg with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is detelmined that
other safeguardjprovide sufficient protection to the patients . (See instructions,) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documentis ara made available to the facility, If deficiencies are cited, an approved plan of comection Is requisite to continued
program participation. ¥
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- and communicable diseases for all residents,

i staff, volunteers, visitors, and other individuals

| providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)}(2) Written standards, policies, and
procedures far the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i} When and to whom possible incidents of
communicable disease or infections should be
reporied;

{ii¥) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(v}When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isclation,
depending upon the infectious agent or organism
involved, and

(B} A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

! {v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the

HERITAGE HALL LEESBURG
L1 . LEESBURG, VA 20176
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F 880 | Continued From page 1 ! F 880
| reporting, investigating, and controlling infections ] o .
| feporting gating, 9 ' Monitoring:

The DON will be responsible for
monitoring compliance. The DON, ,
and/or designee will perform 3 random
weekly Dining room audits during meal
times to monitor for proper infection
control practices and social distancing
during resident meal times and while
assisting with feeding resident to maintain
compliance. Any/all negative findings
will be corrected at time of discovery and
one-on-one inservice training will be
completed with staff member. Detailed
findings of the audits will be reported to
the Quality Assurance Committee for
review, analysis and recommendations for
change in facility policy, procedure,
and/or practice.

Completion Date: July 3, 2020
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F 880 Continued From page 2 F 880/
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annual review of its
i IPCP and update their program, as necessary.
: This REQUIREMENT is not met as evidenced
| by:
| Based on observation, staff interview and facility
| document review it was determined that facility
staff failed to implement infection control
procedures to prevent the transmission of ;
communicable disease during a COVID 19 |
outbreak for eight of eleven residents in the [ |
| survey sample, (Residents #1, #2, #3, #4, #5, #5, [
#7 and #8). Observation revealed Residents #1, [ [
#2 and #3 seated together in the facility common
area prior to and during the lunch service not
| practicing social distancing or wearing masks per |
COVID 19 CDC [Center for Disease Control] .
guidance. Observation revealed Residents #4, I i
| #5, #6, #7 and #8 seated together in the facility !
| common area prior to and during lunch service |
not practicing social distancing or wearing masks. |
Observation failed to reveal staff attempting to i
redirect residents to alternate seating to allow for [
six feet of distance and separation between
residents.

The findings include:

Remote review of the Line List for COVID-19 (1) Q
Qutbreaks in Long Term Care Facilities, se
submitted by the facility for review by fax on 8’
6/9/2020 revealed 58 residents had tested . Jf ;1 :
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positive for the COVID-19 virus and 10 had
expired. The following documented entry for
Residents #1, #2, #3, #4, #5, #6, #7 and #8.

Remote review of the facility's "Dementia (2) Unit
test results," revealed a documented listing of
residents on the Dementia unit. The listing
documented 22 residents with test dates of
5/19/2020, result dates of 5/20/2020, with all
results listed, "Result- Neg (negative).” The list
included Residents #1, #2, #3, #4, #5, #6, #7 and
#8, as tested for COVID 19 on 5/19/20 with
negative results on 5/20/20,

On 6/9/20 at 11:15 a.m., an observation was
conducted of the facility's Dementia unit. Two
common areas connhected by a foyer with an exit
door were observed to the right of the entrance to
the unit. An approximately 640 square foot room
was located to the right of the entrance to the
unit, which contained three round tables
approximately four feet in diameter to the left wall
of the room against the outside window. The
room also contained 2 {two) square tables placed
side by side measuring approximately four feet by
four feet each located near the inside window on
the right side of the wall and 1 {one) round table
approximately four feet in diameter near the right
side of the wall as well. Observation revealed
eleven residents sitting in the room, none of the
residents were wearing masks. Three residents
were observed seated individually at the three
round tables beside the outside window on the
left side of the room. Three residents were
observed seated together at the round table near
the inside window on the right side of the room.
LPN (licensed practical nurse) #1 identified the
three residents observed as Resident #1, #2 and
#3. Observation revealed Resident #2 seated

F 880
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| with their back to the wall facing the room in

| between Resident #1 and Resident #3 at the

| table. Residents #1, #2 and #3 were distanced
less than four feet from each other while seated
at the table by using the approximately two by
four ceiling tiles above the residents as a guide.
Residents #1, #2 and #3 were not wearing
masks. Five residents were observed to be
seated at the two square tables placed together
near the inside window. LPN #1 identified the five
residents observed as Resident #4, #5, #6, #7
and #8. Resident #4 was observed to be seated

| at the end of the table closest to the inside

| window facing the room with Resident #5 to the

| right and Resident #6 to the left. Resident #7

| was seated beside Resident #6 and Resident #8

' was seated beside Resident #5 as identified by
LPN #1. Observation revealed Residents #4, #5,
#6, #7 and #8 were distanced less than 4 feet
from each other while seated at the table by using
the approximately two by four ceiling tiles above
the residents as a guide. Residents #4, #5, #6,
#7 and #8 were not wearing masks. Observation
failed to reveal staff attempting to redirecting
residents to alternate seating to allow for six feet
of distance and separation between residents.

On 6/9/20 at 11:35 a.m., an observation of the
lunch tray delivery was conducted on the
Dementia unit. Ali the residents remained seated
in the common area as described above, The
facility staff served the lunch trays to the residents
and assisted the residents requiring assistance
with eating. At 12:11 p.m., Residents #1, #2 and

| #3 had left the common area; Residents #4, #5,

| #6, #7 and #8 remained seated at the tables

| together in the common area as described above.

| Remote review of Resident 1's clinical record
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revealed, Resident #1 was admitted to the facility
with diagnoses that include, but are not limited to
diabetes (3) and dementia. Resident #1's most
recent MDS (minimum data set), a quarterly
assessment with an ARD (assessment reference
date) of 04/24/2020, coded Resident #1 as being
severely impaired of cognition for making daily
decisions. Resident #1 was coded as requiring
extensive assistance of one staff member for
activities of daily living. The comprehensive care
plan for Resident #1 dated 03/13/2020
documented in part, "Date Initiated 3-13-2020.
Focus- [Name of Resident #1] is at risk for
alteration in Psychosocial well-being related to
restriction on visitation do [sic] to COVID-19."
Under “Interventions," it documented "Encourage
alternative communication with visitors. Monitor
for psychosocial changes., Observe and report
any changes in mental status caused by
situational stressor. Provide opportunities for
expression of feelings related to situational
stressor."

Remote review of Resident 2's clinical record
revealed, Resident #2 was admitted to the facility
with diagnoses that include, but are not limited to
dementia and osteoporosis (4). Resident #2's
most recent MDS (minimum data set), an
admission assessment with an ARD (assessment
reference date) of 03/16/2020, coded Resident #2
as moderately impaired of cognition for making
daily decisions. Resident #2 was coded as
requiring limited assistance of one staff member
for activities of daily living. The comprehensive
care plan for Resident #2 dated 03/13/2020
documented in part, "Date Initiated 3-13-20.
Focus- [Name of Resident #2] is at risk for
alteration in Psychosocial well-being related to
restriction on visitation due to COVID-19." Under
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"Interventions,” it documented “"Encourage
alternative communication with visitors, Monitor
for psychosocial changes. Observe and report
any changes in mental status caused by
situational stressor. Provide opportunities for
expression of feelings related to situational
stressor.”

Remote review of Resident 3's clinical record
revealed, Resident #3 was admitted to the facility
with diagnases that include, but are not limited to
dementia and unspecified psychosis (5).
Resident #3's most recent MDS (minimum data
set}, a quarterly assessment with an ARD
(assessment reference date) of 04/20/2020,
coded Resident #3 as scoring a 6 (six) on the
brief interview for mental status (BIMS) of a score
cf 0 - 15, & - being severely impaired of cognition
for making daily decisions. Resident #3 was
coded as requiring extensive assistance of cne
staff member for activities of daily living. The
comprehensive care plan for Resident #3 dated
03/13/2020 documented in pant, "Date Initiated
3-13-2020. Focus- [Name of Resident #3] is at
risk for alteration in Psychosocial well-being
related to restriction on visitation do [sic] to
COVID-19." Under “Interventions,” it documented
"Encourage alternative communication with
visitors. Monitor for psychosocial changes.
Observe and report any changes in mental status
caused by situational stressor. Provide
opportunities for expression of feelings related to
situational stressor."

Remote review of Resident 4's clinical record
revealed, Resident #4 was admitted to the facility
with diagnoses that include, but are not limited to
dementia and hypertension (high blood pressure).
Resident #4's most recent MDS (minimum data

F 880
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set}, a quarterly assessment with an ARD
(assessment reference date) of 05/06/2020,
coded Resident #4 as severely impaired of
cognition for making daily decisions. Resident #4
was coded as requiring limited assistance of one

| staff member for activities of daily living. The
comprehensive care plan for Resident #4 dated

! 03/13/2020 documented in part, "Date Initiated

| 3-13-20. Focus- [Name of Resident #4] is at risk

| for alteration in Psychosocial well-being related to
restriction on visitation due to COVID-18." Under

| "Interventions," it documented "Encourage

i alternative communication with visitors. Monitor

| for psychosocial changes. Observe and report

| any changes in mental status caused by
situational stressor. Provide opportunities for
expression of feelings related to situational
stressor."

Remote review of Resident §'s clinical record
revealed, Resident #5 was admitted to the facility
with diagnoses that include, but are not limited to
muscle weakness and cognitive communication
deficit (6). Resident #5's most recent MDS
(minimum data set), a quarterly assessment with
an ARD (assessment reference date) of
04/22/2020, coded Resident #5 as severely
impaired of cognition for making daily decisions.
Resident #5 was coded as requiring extensive
assistance of two or more staff members for
activities of daily living. The comprehensive care
plan for Resident #5 dated 03/13/2020
documented in part, "Date Initiated 3-13-20.
Focus- [Name of Resident #5] is at risk for
alteration in Psychosocial well-being related to
restriction on visitation due to COVID-19." Under
"Interventions," it documented "Encourage
alternative communication with visitors. Monitor
for psychosocial changes. Observe and report

|
!
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any changes in mental status caused by
situational stressor. Provide opportunities for
expression of feelings related to situational
stressor.”

Remote review of Resident 6's clinical record
revealed, Resident #8 was admitted to the facility
with diagnoses that include, but are not limited to
dementia and hypertension. Resident #6's most
recent MDS (minimum data set), a quarterly
assessment with an ARD (assessment reference
date) of 04/22/2020, coded Resident #6 as
scoring an 11 on the brief interview for mental
status (BIMS) of a score of 0 - 15, 11 - being
moderately impaired of cognition for making daily
decisions. Resident #6 was coded as requiring
extensive assistance of one staff member for
activities of daily living. The comprehensive care
plan for Resident #6 dated 03/13/2020
documented in part, "Date Initiated 3-13-20.
Focus- [Name of Resident #6] is at risk for
alteration in Psychosocial well-being related to
restriction on visitation do [sic] to COVID-19."
Under "Interventions," it documented "Encourage
alternative communication with visitors, Monitor
for psychosocial changes. Observe and report
any changes in mental status caused by
situationat stressor. Provide opportunities for
expression of feelings related to situational
stressor.”

Remote review of Resident 7's clinical record
revealed, Resident #7 was admitted to the facility
with diagnoses that include, but are not limited to
dysphagia (7) and cognitive communication
deficit. Resident #7's most recent MDS
(minimum data set), a quarterly assessment with
an ARD (assessment reference date) of
03/24/2020, coded Resident #7 as severaly
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impaired of cognition for making daily decisions,
Resident #7 was coded as requiring extensive
assistance of one staff member for activities of
daily living. The comprehensive care plan for
Resident #7 dated 03/13/2020 documented in
part, "Date Initiated 3-13-2020. Focus- [Name of
Resident #7] is at risk for alteration in
Psychosocial well-being related to restriction on
visitation do [sic] to COVID-19." Under
"Interventions,” it documented "Encourage
alternative communication with visitors. Monitor
for psychosocial changes. Observe and report
any changes in mental status caused by
situational stressor. Provide opportunities for
expression of feelings related to situational
stressor.”

Remote review of Resident 8's clinical record
revealed, Resident #8 was admitted to the facility
with diagnoses that include, but are not limited to
cognitive communication deficit and dysphagia.
Resident #8's most recent MDS (minimum data
set), a quarterly assessment with an ARD
{assessment reference date) of 05/25/2020,
coded Resident #8 as severely impaired of
cognition for making daily decisions. Resident #8
was coded as requiring extensive assistance of
one staff member for activities of daily living. The
comprehensive care plan for Resident #8 dated
03/13/2020 documented in part, "Date Initiated
3-13-2020. Focus- [Name of Resident #8] is at
risk for alteration in Psychosocial well-being
related to restriction on visitation do [sic] to
COVID-19." Under "Interventions,” it documented
"Encourage alternative communication with
visitors. Monitor for psychosocial changes.
Observe and report any changes in mental status
caused by situational stressor. Provide
opportunities for expression of feelings related to

F 880
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Continued From page 10
sitvational stressor."

On 6/9/20 at 12:19 p.m., an interview was
conducted with LPN #1 regarding dining on the
Dementia unit. LPN #1 stated that it was a
challenge with the dementia residents to keep
them distanced on the unit. LPN #1 stated that
the residents did not have assigned seating and
sat wherever they liked during meals. LPN #1
stated that they tried to distance the residents six
feet apart but it was hard to do because the
residents moved themselves and they chose to
come to the common areas. LPN #1 stated that if
a resident moved close to another resident, and
was not distancing adequately from the other
residents, they (staff) explain to them (resident) to
keep their space, but it was hard because they
did not understand. LPN #1 stated that on the
unit they tried to keep the same routine for the
residents and that they had implemented
additional monitoring of residents and enhanced
cleaning of the unit during the COVID 19
pandemic. LPN #1 stated that the staff made
sure that they had their masks on at all times and
that they monitored the residents each morning.
LPN #1 stated that all residents had tested
negative (for COVID 18), a while ago and that
gave them (staff), more peace of mind.

On 6/9/20 at 1:40 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the director of nursing. When
asked about the communal dining on the
Dementia unit, ASM #2 stated that all communal
dining was ceased a while ago except for on the
Damentia unit. ASM #2 stated that the common
area on the unit did not really allow for social
distancing and that they had been unable to
prevent the residents from being in one another's
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space. ASM #2 stated that it would be gravely
difficult to separate residents 6 (six) feet during
meals. ASM #2 stated that the staff had been
trying to maintain the same routine for the
residents on the Dementia unit and kept things as
steady they could. ASM #2 stated that they had
increased cleaning the area several times a day
with a hydrogen peroxide based product and that
all staff were wearing N95 masks on the unit as
well as enhanced hand-washing procedures.
ASM #2 stated that all of the residents on the
Dementia unit had tested negative for COVID and
all of the staff that worked on the unit had tested
negative as well. ASM #2 stated that she was
aware that anyone's test results could change in
a day.

Review of the facility policy,
"COVID-18-Pathogens-Cleaning and Disinfecting
Policy and Procedures, Date Effective April 1,
2020" documented in part, "There is much to
learn about the novel coronavirus that causes
coronavirus disease 2019 (COVID-19). Based on
what is currently known about the virus, spread
from person-to-person happens most frequently
among close contacts {within about 6 {six) feet)

"

Review of a document provided by the facility
titled, "Considerations for Memory Care Units in
Long-term Care Facilities/CDC (Centers for
Disease Control), May 12, 2020" revealed in part
the following, "Infection Prevention and Control
{IPC) Guidance for Memory Care Units ...In
addition to the current IPC guidance for long-term
care facilities, nursing homes and assisted living
facilities providing memory care should consider
the following: Routines are very important for
residents with dementia. Try to keep their

F 880
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environment and routines as consistent as
possible while still reminding and assisting with
frequent hand hygiene, social distancing, and use
of cloth face coverings (if tolerated). Cloth face
coverings should not be used for anyone who has
trouble breathing, or is unconscious,
incapacitated, or otherwise unable to remove the
mask without assistance ... Limit the number of
residents or space residents at least 6 (six) feet
apart as much as feasible when in a common
area, and gently redirect residents who are
ambulatory and are in close proximity to other
residents or personnel ..."

Review of CMS (Centers for Medicare and
Medicaid Services) memo QS0-20-28-NH dated
04/24/20 documented in part, *... Residents are
not forced to eat in their rooms. Residents may
still eat in dining rooms; however, nursing homes
should adhere to social distancing, such as being
seated at separate tables at least six feet apart.
We note that social distancing should be
practiced at all times (not just while dining). We
further note that eating in dining areas with
appropriate social distancing only applies to
residents without signs or symptoms of a
respiratory infection, and without a confimed
diagnosis of COVID-19. Facilities should refer to
CDC guidelines for managing residents with signs
ot symptoms of a respiratory iliness.”

On &/9/20 at approximately 1:40 p.m., ASM
(administrative staff member) #1, the
administrator, ASM #2, the director of nursing and
ASM #3, the regional director of clinical services
were made aware of the findings.

No further information was provided prior to exit.
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References:

1. COVID-19- is caused by a coronavirus called
SARS-CoV-2. Coronaviruses are a large family of
viruses that are common in people and may
different species of animals, including camels,
cattle, cats, and bats. Rarely, animal
coronaviruses can infect people and then spread
between people. This occurred with MERS-CoV
and SARS-CoV, and now with the virus that
causes COVID-19. The SARS-CoV-2 virus is a
betacoronavirus, like MERS-CoV and
SARS-CoV. All three of these viruses have their
origing in bats. The sequences from U.S. patients
are similar to the one that China initially posted,
suggesting a likely single, recent emergence of
this virus from an animal reservoir. However, the
exact source of this virus is unknown. This
information was obtained from the website:
hitps:/iwww.cdc.gov/coronavirus/2019-ncov/fag. ht
mi#How-COVID-19-Spreads

2. Dementia- A loss of brain function that occurs
with certain diseases. It affects memory, thinking,
language, judgment, and behavior. This
information was obtained from the website:
htips://imedlineplus.gov/ency/article/000739.htm.

3. Diabetes mellitus -A chronic disease in which
the body cannot regulate the amount of sugar in
the blood. This information was obtained from
the website:
hitps:/iwww.nim.nih.gov/medlineplus/ency/article/
001214.htm.

4. Osteoporosis - condition that makes your
bones weak and more likely to break. This
information was obtained from the website:
hitps:/fAwww.nim. nih.govimedlineplus/osteoporosi
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5. Psychosis occurs when a person loses contact
with reality. The person may have false beliefs
about what is taking place, or who one is
(delusions), see or hear things that are not there
{hallucinations). This information was obtained
from the website:
htips:/medlineplus.gov/ency/article/001553.htm.

6. Cognitive communication deficit- Cognitive
deficits are changes in thinking, like difficulty
solving problems. This category also includes
dementia and memory problems, as well as many
kinds of communication challenges. This
information was obtained from the website:
hitps./feww . stroke.org/en/about-stroke/effects-of-
stroke/cognitive-and-communication-effects-of-str
oke

7. Dysphagia A swallowing disorder. This
information was obtained from the website:
hitps:/Awww.nim.nih.gov/medlineplus/swallowingdi
sorders.html.
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