Printed: 02/21/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

BELVOIR WOODS HEALTH CARE CENTER AT 9160 BELVOIR WOODS PKWY
FORT BELVOIR, VA 22060

(44) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX [([EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY}
K 000| INITIAL COMMENTS K 000

The facility is occupying one story of a three story
structure

with a construction type of Il (111).

The facility is a fully sprinklered building.

An unannounced Life Safety Code recertification
survey was conducted 2/13/18 in accordance
with 42 Code of Federal Regulation, Part 483:
Requirements for Long Term Care Facilities. The
facility was surveyed for compliance using the
2012 Life Safety Code Existing Regulations. The
tacility was not in compliance with the
Requirements for Participation Medicare and
Medicaid.

The findings that follow demonstrate
non-compliance with Title 42 Code of
Regulations, 483.70(a) et seq (Life Safety from
Fire.)
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Alcohol Based Hand Rub Dispenser (ABHR)
ABHRs are protected in accordance with 8,7.3.1,
unless all conditions are met:

* Corridor is at least 6 feel wide

* Maximum individual dispenser capacity is 0.32
gallons (0.53 gallons in suites) of fluid and 18
ounces of Level 1 aerosols

* Dispensers shall have a minimum of 4-foot
horizental spacing

* Not more than an aggregate of 10 galions of
fluid or 135 ounces aerosol are used in a single
smoke compartment outside a storage cabinet,
excluding one individual dispenser per room

* Storage in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers are not installed within 1 inch of an
ignition source

* Dispensers over carpeted floors are in
sprinklered smoke compartments
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Any deficiency statement ending with an asterisk (*) dencles a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards pravide 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 correction is provided. For nursing homes, the abeve findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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* ABHR does not exceed 95 percent alcohol

* Operation of the dispenser shall comply with
Section 18.3.2.6(11) or 19.3.2.6(11)

* ABHR is protected against inappropriate access
18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460,
482, 483, and 485

This REQUIREMENT is not met as evidenced
by.

Based on interview the facility failed to

perform a Risk Assessment.

This has the possibility to affect 100% of the
residents.

The Findings Include:

On 2/13/2018 al approximately 10:07 AM,

it was identified by interview the facility failed to
keep records for the testing of Alcohol Based
Hand

Rub Dispensers .

Corridors - Construction of Walls
CFR(s): NFPA 101

Corridors - Construction of Walls

2012 EXISTING

Corridors are separated from use areas by walls
constructed with at least 1/2-hour fire resistance
rating. In fully sprinklered smoke compartments,
partitions are only required to resist the transfer of
smoke. In nonsprinklered buildings, walls extend
1o the underside of the floor or roof deck above
the ceiling. Corridor walls may terminate at the
underside of ceilings where specifically permitted
by Code,

Fixed fire window assemblies in corridor walls are
in accordance with Section 8.3, but in sprinkiered
compartments there are no restrictions in area or
fire resistance of glass or frames.

If the walls have a fire resistance rating, give the
rating if the walls terminate at
the underside of the ceiling, give brief description
in REMARKS, describing the ceiling throughout
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the floor area.

19.3.6.2,19.3.6.2.7

This REQUIREMENT is not met as evidenced
by:

Based on observation the facility falled to
maintain smoke barrier construction.

This has the possibility to affect 25% of the
residents,

The Findings Include:

On 2/13/2018 at approximately 10:05 AM hours, it
was Identified by observation that there was
penetration above ceiling at smoke doors by
medical records.

K 901| Fundamentals - Building System Categories K 901
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Fundamentals - Building System Categories
Building systems are designed to meet Category
1 through 4 requirements as detailed in NFPA 99.
Categoties are determined by a formal and
documented risk assessment procedure
performed by qualified personnel.

Chapter 4 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:

Based on interview the facility failed to

perform a Risk Assessment.

This has the possibility to affect 100% of the
residents.

The Findings Include:

On 2/13/2018 at approximately 10:30 AM

it was Identified by interview the facility failed to
perform a Risk Assessment Procedure.

FORM CMS-2567(02-99) Previous Versions Obsolete 9QHH21 H continuation sheet Page 3 of 3




