Printed: 06/20/2019

DEPARTMENT OF HEALTH AND HUMAN SEHV]CES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) ‘PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY

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

NAME.GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

CHESAPEAKE HEALTH AND REHABILITATION 688 KINGSBOROUGH SQUARE
CHESAPEAKE, VA 23320

(X4} 12> . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF.CORRECTION x5
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DEFICIENGY)
K 000} INITIAL COMMENTS K 000

Descrigtion of structure: The facility is 1

story/stories frame structure with a construction

type-of I (00O0)

K-100

Sprinkier status: Fully Sprinkiered _
: The brief'storage room has been.

An unanneunced recertification Life Safety Code cleared of excessive storage of
sutvey was conducted 06/18/2019 in combusti .
accordance with 42 Code of Federal Regulation, ombustible material
Part 483: Requirements for Long Term Care ‘The brief storage room will be

Fagiiities, The fac:lllty was surveyed for

complianhce using the L8C 2012 Existing maintained to be free of empty

regulations. The facility was foiund not to be in: cardboard boxes.

compliance with the Requirements for _ _

Participation Medicare and Medicaid. Upon delivery of the supplies, the
K.100] General Requirements - Other k100 Central Supply Coordinator will

§8=Dj CFR({s): NFPA 101 break down empty cardboard boxes
h and place them in the designated

General Bequirements - Other .
q trash container for removal. The

List inthe REMARKS section any LSC Section

18.1-and 18.1 General Requirements that are not Central Supply Coordinator will
addressed by the provided K-tags, but are notify the Housekeeping Director by
deficient. This information; along with the lacing.a work order in-tk o
applicable Life Safety Gode or NFFPA standard pacing @ work .ordgr " the-

citation, should be included on Form CMS-2567. computerto remove thq trash

This REQUIREMENT is not met as evidenced container of the empty boxes, and
by: assure that the container is returned

Based upon observations the electrical _
equipment rooms are not maintained clear of
combustible material.

1o the-brief storage room;

The brief storage.room will be
monitored on a weekly basis by the

Findings-include
DON/designee to assure that boxes

On 06/19/19 between 12:00 PM and 3:00 PMit is. are removed timely.
observed that there is excessive storage of
combustible material stored in the brief room. The This monitoring will be continued on

above deficiency was observed by the Director of.
Maintenance..

" LABORATONY DIRECTOR'S OR PHOVID SUPF‘LIEH =PRESENTATIVE'S: SEGNATUREQ FITLE /Xﬁ] DATE:
Mﬂ( é

Any daflmanc'y statement endin; wﬂh an c@emk{ d(;}mtes a dailclency which the institution may be. excused fram correcting providing it dete;z( ined that
|

an-on going basis

other safaguards. provide sufhc protacidn fothe. patishts, (Seeinstructions.) Excapt for nursing homes; the findings stated above are diéclosable 90.days
following the-date of survey whether or nokg plan. of correction is:providad; For nursing homes, the-abova findings and plans of correction are disclosable 14-
‘days following the date thesé documents are made available {0 the facility, If dsficiencies:ars cited, an dpproved plan of correction is requisita to continued

program participation.
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. 1X8) .

X4y 15y SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF GORRECTION XS
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSE IDENTIFYING INFORMATION). TAG CROSS-REFERENCED TO THE APPROPRIATE
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K 355} Continued From page 1 K355 |. ... ..
K 355! Portable Fire Extinguishers Kas5| K355
=Di CFR{s}: NFPA 101 L _ .

55 (s) The K-fire extinguisher in'the ADL
Portable Fire Extinguishers kitchen has been inspected.
Portable fire extinguishats are selected, installed, _
inspected, and maintained in accordance with’ All fire extinguishers have been
NFPA 10, Standard for Portable Fire inspected
Extmgmshers ' 7 l .
18.3.5.12,19.3.5.12, _NFPA 10 4 A schematic of the building showing 19
'[I]';ns REQUIREMENT is not met as evidence the focations of all fire extinguishers
Based upon observations; there is evidence that will be given to the contract
the fire extinguishers are not being maintained company at:time of inspection. They-
propetly. will turn in paperwork showing all
Findings include: ‘have heen inspected.
On 0819/ between 12:00 PM and 3:00 PM, it Maintenance department will check
was observed that the K-Fire Extinguisher Jocated inspection dates when they do their
in the Rehab ADL kitchen was out of date: The monthly check of the fire
-a_bqve deficiency was obsetved by the Director of extinguishers.
Maintenance. '

K 741} Smoking Regulations K 741 | This will be monitored by the

$S=Dj CFR(s): NFPA 101 Maintenance Director.
Smoking Regulations
Smoking regulations shall be adopted and-shalj
include not iess than the’ followmg prowsmns
(1) Smoking shall be protiibited in any foom,
ward, of compartment where flammable quulds
combustible gases, ar oxygen is used or stored
and.in any other hazardous location, and such
areashall be posted with signs that read. NO
SMOKING or shall be posted with the
international symbol for no smoking.
(2} In health care oceupancies where smoking is
prohibited and signs are prominently placed at all
major-entrances, secondary signs with language
‘that prohibits. smoking shall not be required.
(3} Bmoking by patients.classified as not
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| STATEMENT OF DEFIGIENGIES (%3] PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTAUCTION (X3) DATE SURVEY
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35=0| CFR(s); NFPA101

Gas Equipment - Cylinder and Gontainer Siorage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X6).
PREFIX |(EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY]  PREFI% {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO:THE APPROPRIATE
DEFICIENCY)}

K 741} Continued From page 2 K741
responsible shall be prohibited. :
(4) The requn‘ement of 18.7.4(3) shall rot-apply K741
where the patient is. under direct supervision, '
(5) Ashtrays of noncombustible material and safe Appropriate Non Combustible
design.shall be provided in all areas where smoking containers will be.
smaking is permitted. o o
(6) Metal containers with self-closing cover purchased to replace existing
devices into which .ashtrays can be emptied shall containers.
be readily available to afl arsas where smoking'is
permitted. Self-closing covered metal
18.7.4,19.7.4 containers to empty ashtrays will be
This REQUIREMENT is not met as evidenced purchased to replace existing
by: containers
Based upon observations a self closing metal . .
container was not readily available.. A fire extinguisher we be purchased

and mounted in the designated
Findings include. smoking area.
On 06/19/19 between 12:00 PM-and 3:00-PM it Area will be cleaned daily and
was observed staff and residenis smoking behind menitored by Maint .
the facility. Observed numerous cigarette butis on ronitored by Maintenance Director
the ground in the general area of the smckers, and Housekeeping Director.
observed cigarettes being extinguished on the
brick vall, bench and on the ground. It was:
cbserved that ah ashtrays of noncombustible
material of safe -design was not provided-in the
smoking area and an metal container with a-self
closing cover device into which ashirays can be
emptied was not readily available. It was
observed that a fire extinguisher was not readily
available in'the smoking area. The The above
deficiency was. observed by the Mairitenance
Director.
K923} Gas Eguipment - Gylinder .and Container Storag K923
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PROVIDER'S PLAN OF CORREGTION

(45)

ventitated in-accordance with 5.1.3.3.2'and

5.1.8.8.3.
»>300 but <3,000 cubic feet

‘Storage Iscations #re outdoors.in an entlosure or

within an enclosed interfor space of nen- or

limited- combustible construction, with deor (or
gates outdoars) that can be secured. Oxidizing
gases are not stored with flammahbles, and are

'separated from combustibles by 20 faet {5 feet if
sprinklered) or enclosed in a cabinet of

noncombustible construction having.a minimum
1/2 hr. fire protection rating.

Less than-or equal to 300 cubic feet

In & single smoke compartment, individual

cylinders available for immediate use in patient

care areas with an aggregate valume of less than
of equal to 300 cubic feet are niot required to be
stored'in an_e_nclosure Cylinders must be
‘handied with precautions as specified in 11.6.2,
A precautionary sigh readable from.5 feétis on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO-SMOKING.*

Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cyiinders with
integral. pressure gauge, a threshold pressure
considered empty is established. Empty cylinders
are marked to avoid confusion. Cylinders stored
in the open are protected, from weather,

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6,5 (NFPA 99}
This HEQUIREMENT is not met as evidenced
by:

Based:upan observations improper.cylinder:
storage

Findings include

K923

02 storage will have no more than
12 full 02 tanks at one time.

All Empty 02 tanks will be stored in
a separate room in the facility

A sign will be added to the outside
of room which reads oxidizing gases
stored withini no Smoking,

This will be monitored on a random
weekly basis by Nurse Unit
Managers.

(Xdy 10 SUMMARY:STATEMENT OF DEFIGIENGIES [»} (45)
PREFIX [{EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION.
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFIGIENGY)
K 923| Continued From page 3 K 923
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K 923 Continued From page 4 K923
On 08/19/19 between 12:00 PM-and 3:00 PM it
‘was obsetved that more then 300 cubic feet of
full and empty size E oxyen tanks in storage. The:
above deficiency was observed by the Director of
Maintenance.
i
i
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