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ACCORDIUS

HEALTH
QOctober 27, 2020 AT HARRISONBURG

Office of Licensure and Certification
9960 Mayland Drive, Sulte 401
Henrico, Virginia 23233-1485

Att: Ms. Nicole Keenay, LTC Supervisor

Dear Ms, Keeney,

Enclosed please find “Corrective Actlon” for deficiency during survey ending 10/14/2020 at Accordlus
Health Harrisonburg.

If you have any questions or concerns, please don't hesitate to contact me at 540-433-2791 or

CSoper@®accordiusgc.com

hanks, f r attgntion to this matter and Have a great day!

Celia Soper LNHA M5
Interim Administrator
Accordlus Harrisonburg
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An unannounced Medicare/Madicaid Focuaed
Infaction Control survey was eonducted from
10/13/2020 through 10/14/2020. Corraeclions ane
required for tha faciity to be in complianca with
42 CFR Part 483,80 infection control regulations,
and the CMS and Centere for Disoase Control
(CDC) recommended practices for COVID +19,

Thae cansus in this 117 certifisd bad facllity was
89 at the {ime of the survey. There wera four
COVID pogitive residents In the facility.

The survey sample consisled of three realdent
reviews.

f 886 | COVID-19 Teeling-Residents & Staft

$8cF | CFR{s): 483.80 (h)(1)-(8)

§483.80 (h} COVID-18 Tasting, The LTC facility
musl test residents and fadllity staff, including
individuals providing services under arrangement
and volunteers, for COVID-19. At 8 minimum,

for all residents and facility ste¥, including
individuals providing servicas under arrangement
and voluntsers, the LTC facifity must:

§483.80 (h)((1) Conduct testing based on
parametere eet forth by the Secretary, including
but not

limited to:
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An unannounced Emergancy Praparedness
COVID-19 Fogused Survay was conducted from
10/13/2020 throuph 10/14/2020. The tacility was
In compllance with EOD24 of 42 CFR Part 483.73,
Requiremanis for Long-Temn Care Facllities.
F 000 | INITIAL COMMENTS F 000 F885

Corrective Actlon(s):

The Pocility has been testing twice a week
since Qctober 8, 2020, this is with
residonts and stafY regardiens if resuits
from prior test is back or not.

The IP was re-cducated on the Policy of
testing stafTand residents and the proper
PPE {gowns, N93, gloves, shields). The
IP started wearing proper PPE for all staft
testing immediately.

Identification of Deflelent Practice(s)
and Corrective Action(s):

FBEG| AN residents were affected and will be
tosted twice & week per CMS guidelines
when an outbreak hay occurred. Al staff
wihl be tesred twice a wesk while and
outbreak is ocourring in the facility and
will follow the County of Rockingham
positivity rates to determing how often
steff will test going forward regardiess if

results wre back o7 pot, ECE' ED

All residents wero affected with the
improper PPE usage while testing slofT, CT 2 ?
The IP hes started to utilize proper PPE

(gowns, gloves, N95, shiclds) for sl staff
testing sinee October 15, 2020, DHI LC
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other ufaaul provide sufficlent prolectia

sk (*) danotes m deficioncy which the Institulion may be excussd from cameciing providing R is determined than
o the patients. (Soa Instauctions.) Exoepl for nursing homas, the findings sured above am disciosable 90 duys
foliowing tha daie of survey whother or not a plan of comediion ia provided. For nursing homaa, (he akove fndings snd plane of comedtion are disclogable 14

dys following the dets thess documanis a-e mads avellable ¢ the facilly. |f deficioncies are ditad, an epproved plan of oarrection is mqulsila 1o contnued

pregeem parlsipalon.
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(ii) The identification of any individual specifiad in
this puragrgph diag npaod with The Policy and Procedures for COVID
COVID-18 in the fecility; testing were reviewed and no changes
were wartanted at this time.

(iii) The idenlification of eny individual specified in
this paragraph with symptoms

conslstent with COVID-19 or with known or
suspected exposure o COVID-19;

(iv) Tha critaria for conducting testing of
asymptomatlc individuals specified In this
paragraph, such as the positivily rate of
COVID-18 in a county,

{v} Tha response time for test resuils; and

(Vi) Other factors apecified by the Secratary that
help ldentify and prevent the

tranamission of COVID-19,

§483.80 (h)((2) Conduct tasting In @ manner thet
is consistent with current etandards of practioe for
conducting COVID-19 tests;

§463.80 (h)((3) For each Inslence of tesiing:

{) Document that leslng was completed and the
results of each ataff test, ang

(1) Document in the resident records that tosting
was offered, compleled (as appropriate

to the resident's testing status), and the resulls of
each test,

§483.80 (h){(4) Upon the identification of an
Individual specifiad in this paragraph with
symploms

consistent with COVID-19, or who tests posilive
for COVID-19, take actions 1o prevent the
transmission of COVID-19.

§483.80 (h)((5) Have procedures for addressing
residents and stafl, including Individuals providing
services under amangement and volunteers, who

A list of employees being tegted will be
completed each testing day to ensure all
stefT are being tosted per the CMS
guldelines.

All nursing staff who perform COVID
testing on steff or residents will be
educated by the DON on the policy and
the proper PPE usage (gowns, N93s,
gloves, shields) while testing for COVID.,

Monitoring:

The DON or designee will monitor the
county positivity rate weekly and the
employee list to ensure the CMS
guidelines are being met and all active
employee are being tasted timely.

The DON or designee will audit at least
two times per test day for 30 days then
reduce fo onc time per test day for 60
duys to ensure proper PPE was wom
while testing.

All negative findings will be corrected at
time of dlscovery, Detsiled findings of
this audit will be reported to the Quality
Assurance Committee for review,
analysis, and recommendations.

Date of Compliance: October 26, 2020
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F 888 | Conlinued From page 2
refuse testing or are unable fo be lested.

§483.80 (h){(6) When necessary, such g in
smargancies due to lesting supply shorluges,
contact state

and local health departments to aasist in tesling
efforts, such as obtaining testing supplies or
processing test reaulls.

This REQUIREMENT I not met as evidenced
by:

Basad on staff Interview and facllity document
ravisw, the lacllity to perform facllity wide testing
based on their county positivity rate greater then
10 %, and failed to conduct lasting and specimen
collection from facllity steff in a menner consietent
with current standerds of practice,

Findings ware:

1. An Interview with the facllity administrator end
the DON (director of nursing) was conducted on
10/14/2020 at approximatsly 8:15 a.m. The
administrator stated thal they waere using the
CMS webaile lo obtaln county posiiivity rates. She
reportad the following percentages:

08/27/2020 - 09/09/2020: 14.3%
09/03/2020 - 08/16/2020: 20.5%
08/10/2020 - 09/23/2020: 13.3%
08/17/2020 - 08/30/2020: 12.9%
08/24/2020 - 10/07/2020: 14,3%

She was asked about tesling frequency. She
stated "We shouid have been teating twice a
week but wa coukin't get the resulls back so we
testad weekly...we had (ha tests scheduled but
would have to cancel at the lest minute because
we didn'l hava results...lhat's what corporete said

to do." She was esked when testing hed been

F 888
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Continved From page 3
done and the resulls. She gave the following
information:

08/15/2020: Testad ah staff and residenta, 100%
negative

08/18/2020: Test scheduled but cancaled
becauss ail results were not back from 09/15
testing

0%22/2020: Testad ail stalf and residents, 100%
negative

09/25/2020. Tesi schadulad but canceled
bacause all resulls were not back from 09/22
lesting

06/29/2020: Tested all staff and residents- 2
pousitive stoff members

10/02/2020: Tast scheduled but cancelsd
because all rosulis were not back from 09729
tssting

10/05/2020: Tastad all staff and residents- 2
positive residents

10/08/2020: Teated all staff and residents- 2
posliive resldants, 1 resident resylts still panding
10/12/2020: Tasted all staff and residants-
results are pending

At approximately 9:35 a.m., the infection
preventionist was Interviewad. She slated that
they had received guidanca from (Name of
company} to not (est If resuits were not back. She
was asked what the compeny was. She slated,
"They help facililies that have done poorly on
previous survays...lhey interpreted [the CMS
momo of 08/28/2020) page 5 (she then read the
first paragraph) to mean that we didn't test if
results were not back.” She was agked If based
on the paragraph she read, did the facility have
documentation {hat they had conlacted the lab
ond the localistale health department regarding

the timeframe {0 oblain results. She staled,

F 888
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Continued From page 4
"[name of adminisirator] has emails." The
documentation was requested.

The fecllity policy regarding COVID testing
documented on page 3, "Rouline Tesling of
Staff", itemn 2-c. "if the community COVID-19
activity is high and the counly positivity rate in tha
past week I3 >10%, the minimum testing
frequency of staff will be twice a waak*. (*This
tasting fraquency presumes svailabliity of Point of
Care testing on-sila at the nursing home or where
off-site testing turnaround | <48 hours. )"

Item 3 of the sama policy stated, “Should the 48
hour tumareund time not ba met dua to
community tesling supply shortages, limited
access or inabllity of laboratorias to procoss tests
within 48 hours, the facility will document its
efforts to obisin quick tumaround test results with
the idantified laboratory or taboratories and Ite
contact with the locsl and state hoalth
depariments.”

A maeeling wae held with the adminlstrator and tha
OON at approximataly 10:35 a.m. The
sdministrator was asked why testing had not
been done prior to Seplamber 15, 2020, She
slated they couldn't get the neaspharyngeai
swaba from the lab, they "...gat enough to do
testing on the 15th." Sha was asked If she had
documentation regarding the lack of suppliss and
had sha contacted the local and state health
depariment. She atated, “No ma'am. | wes not
aware that | was supposed 10." She also stated, “|
don't have it In writing but we ware told not to do
testing If we didn't have our test results back.”
She was asked for clarification regarding the
COVID lesling pollcy, specifically the esterisked

F 886

fentence on page 3. She was asked if the facllty
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had POC testing svailable that could have been
used lo do lesting when the nesopharyngesel
swabs were not available. She stated, "Yas, we
could have used those, but we were foid by
corporate (o only use those on symplomatic staff
or residants.” She wag asked about frequency of
losting since the posilive slaff resuits on
08/28/2020. Sha statad, "The lab got additional
equipment 30 they can run more tests, o we get
our resulls quicker. We can do testing now every
3-7 daye.”

No further information wes obtainad prior to the
exil conference on 10/14/2020.

2. An Intorview with the tacliity sdministrator ang
the DON (ditactor of nyrging) was conducted on
10/14/2020 ot approximately 8;15 a.m. The
facility staff were asked when lesting was
completed in the facillly, The administrator slated
that all staff and all residents ware tested on
Monday, 10/12/20 (the day before) and that no
other testing would be completed unlil Thursdey,
10/15/20 unlass someone becama symptomatic
ang napded a point of care lest.

On 10/14/20 at B:17 AM, the ICP (infection
control prevantionist) was interviewed regarding
the procedure for testing and spaciman collection
of residents and slalf. The ICP stated thet she
was ihe one who performs {esling end specimen
collection on all staff members and that it wae
completad on 10/12/20. The ICP was asked 1o
describe the process from start 10 finlgh to include
whet PPE (parsonal protective aquipment) would
be used during the collection process. The ICP
slated, ...set up in the lobby...N-85, goggles,
gloves, varify consant for testing...da the
sweb.,.remove gloves, hand hyglene..." The IGP

was then asked if 3 gown was womn during

F 888
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Continued From page 6

iesting. Tha ICP efated, "l do not wear @ gown
when doing stelt." The ICP was asked why. The
ICP stated that, they test over an 8 hour pariod
and thet she would go through a lot of PPE, "If |
changad a gown avery time.” The ICP gtaled that
they do wear gowns and all PPE when testing
rasldonts and that if staf? or residents are
symptomatic that all PPE was wom. The ICP did
not siate that Ihere wae a shortage of PPE, but
slaled that this was done In an efort to conserve
PPE.

Al 0:88 AM, the sdministrator stated, “We've not
fun out, but have run low at imes [refarring to
gowns]" and further stated that they gel a
shipment each week.

The facility's policy and procedure, fitied
"Coronavirus Testing" documented, ...the facility
will mainlain proper infection control and usa
recemmended personal prolective aquipment
(PPE), which includes N85 or higher-lavel
rasplrator (or facemask if & resplratot Ia not
avalleble}, eye protaction, gloves, and & gown,
when collecling spacimens...”

According to tha Canters for Disease Control,
"Intarim Guidsllnes for Collecling, Handling, and
Tesling Clinical Spucimens for COVID-19", dated
October 8, 2020: "For healthcare parsonna)
collacting specimens o within 6 feel of pellents
suspected to be infectad with SARS-CoV-2,
maintain proper infection control end use
recommanded personal protective equipment
(PPE), which includes an N5 or higher-level
respirator (or facemask If @ respirator is not
available), eye protection, gloves, and a gown,
when collecting specimens.” (1)

F aas
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Ne further Information and/or documentation was
presented prior to the exit conference at 11:15
AM on 10/14/20,
1 '
hitps.//www.cdc.govicoronavirus/2019-ncov/iabig
uvidelines-clinical-spacimane.himl
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