- PRINTED: 12/17/2019
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 CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED

495264 8. WING 12/13/2019

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

YSIDE OF POQUOSON HEALTH AND REHAB 1 VANTAGE DRIVE
EAYSIGED g A POQUOSON, VA 23662
(X410 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
i
K 000 | INITIAL COMMENTS K 000
|
i Description of structure; 1 Story Building
{ Constructon Type Il (111)

; Sprinkler status: Sprinklered |

|
| An unannounced Life Safety Code initial Survey Lo
| was conducted on 12-13-19 to verify compliance
in accordance with 42 Code of Federal Address the corrective actlon taken for the identified problem:
| Regulation, Part 483.150 and 410 to 480 The s  Unsealed wire, pipe, and condult penetration In flre
i facility was surveyed for compliance using the rated ceilings of the ceiling, including the Electrical room,
| LSC 2012 Existing regulations. The facility was IT room and Mechanical room will be caulked with the
| not in compliance with the Requirements for proper fire draft.

| Participation Medicare and Medicaid.

Address how facility will identify other residents potentlally
affected by deficlent practice:

|
i
é The findings that follow demonstrate
|

| non-compliance with Title 42 Code of e Residents In the facility may be affected.

| Regulations, .

! 483.90(a) et seq (Life Safety from Fire). Address what MEASURES will put in place or SYSTEMATIC CHANGES
K161 | Building Construction Type and Height K 161 made to ensure the deficient practice will not recur:

e The Malntenance Director will conduct a complete
: survey of the ceiling to ensure the deficient practice will

! Building Construction Type and Height not recur.

ss=E | CFR(s): NFPA 101

, 2012 EXISTING e  The Maintenance Director will conduct a weekly walk

| Building construction type and stories meets through and when any changes are made.

{ Table 19.1.6.1, unless otherwise permitted by e  The documented and reviewed during Moring Meeting
19.1.6.2 through 19.1.6.7 Process Weekly.

19.1.6.4, 19.1.6.5
Indicate how the facility will monitor its performance to make sure
Construction Type that solutlons are sustained:

1 | (442), | (332), Il (222) Any number of o Results of the weekly Inspections will be reported in the
facllity’s monthly Quality Assurance Performance

stories
. non-sprinklered and Improvement (QAPI) meetings.
' sprinklered
| Date of Compliance:
| 2 I(111) One story
i non-sprinklered 1/13/2020

Maximum 3 stories

| | |
LABQRATORY DIRECTOR'S O'R PROVIDERY/SUPPLIER REPRESENTATIVE'S SIGNATURE 4 Tl:I'LE = (X6) DATE

Any deficiency statement ending w&ﬁ: an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is deterfnined {hat
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not a plan of correction is provided. For nursing homes, the above 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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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
495264 B. WING 12/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BAYSIDE OF POQUOSON HEALTH AND REHAB 1 VANTAGE DRIVE
POQUOSON, VA 23662
4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ox8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| DEFICIENCY) |
1
| . | ‘
K161 Continued From page 1 | K161 |
|

sprinklered
I I
3 Il (000) Not allowed |
| non-sprinklered :
|4 I (211) Maximum 2 stories !
| sprinklered i ;
'5 IV (2HH) '
| 8 V (111) ‘
7 i1 (200) Not allowed
non-sprinklered
8 V (000) Maximum 1 story
! sprinklered
| Sprinklered stories must be sprinklered
throughout by an approved, supervised automatic
system in accordance with section 9.7. (See

1 19.3.5) [

| Give a brief description, in REMARKS, of the j

' construction, the number of stories, including :
basements, floors on which patients are located, |

! location of smoke or fire barriers and dates of

| approval. Complete sketch or attach small floor

I plan of the building as appropriate.

I This REQUIREMENT is not met as evidenced
by:

i Based on observation, it was revealed that the

| construction type of the building was not being

| maintained.

| Findings include:

‘ On 12-13-19 between the hours of 11:00 am and |
1:00 pm it was revealed that there were unsealed
wire, pipe, and conduit penetrations in the fire

| rated ceilings of the building, including the

; Electrical room, IT room, and Mechanical room.

| Some of existing penetrations had been sealed

‘ with improper "fire draft" caulk.

|
|
|
|
;l
'!
|

FORM CMS-2567(02-99) Previous Versions Obsolete Event |D;FECE21
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PRINTED: 12/17/2019

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
11495264 B. WING 12/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1 VANTAGE DRIVE
BAYSIDE OF POQUOSON HEALTH AND REHAB POQUOSON, VA 23662
x40 | SUMMARY STATEMENT OF DEFICIENCIES ! ID PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
I , DEFICIENCY) |
I !
K161 | Continued From page 2 K 161 ! ‘
| The Director of Maintenance confirmed these .
findings.
K211 i Means of Egress - General | K211 K211
s5=D  CFR(s). NFPA 101

| Means of Egress - General

| Aisles, passageways, corridors, exit discharges !

| ] ¥ ¥ 1 | . . . N

| exit locations, and accesses are in accordance ' ! Address the corrective action taken for the identified problem:
i

" with Chapter 7, and the means of egress is

continuously maintained free of all obstructions to | | e  The rear corridor by t

: full use in case of emergency, unless modified by peen cleaned. Signs will be posted to clear area
| 18/19.2.2 through 18/19.2.11. with means of egress.

{18.2.1,19.2.1, 7.1.10.1

-tla-c'ls REQUIREMENT is not met as evidenced Address ho \: fch,mtz w“:: t-,:i:nﬂfy other residents potentlally

i , , B I : b ent pra :
Based on observation, it was revealed that the ! SCCE QeSS
| means of egress is not being maintained. :

he maintenance, laundry and kitchen has
to be compliant

° Residents In the facility may be affected

| Findings include:

i .
% i Address what MEASURES will put In place or SYSTEMATIC

At approximately 11:10 am it was revealed that - ; :
: the r%par corridoryby the maintenance, laundry and | CHANGES made to ensure the deficient practice will not recur:

kitchen was being used as a storage room for - vey of rear

clothing racks, linen, equipment and other items. o The facility will conduct a complete SUrvey

corridor to ensure the means to egress |s clear,
corridor will be documented and reviewed

The Director fo Maintenance confirmed these e  The rear ! l
findings. during Morning Meeting process weekly.
K 222 Egress Doors : fes Indicate how the facility will monitor its performance to make sure

ss<E | CFR(s): NFPA 101

that solutions are sustained: '
Results of the weekly Inspections will be reported in the

facility’s monthly Quallty Assurance Performance
Improvement (QAPI) meetings.

Egress Doors

Doors in a required means of egress shall not be
equipped with a latch or a lock that requires the | 5 :
use of a tool or key from the egress side unless
using one of the following special locking

L
I
| |

| arrangements: \ Date of Compliance:
| CLINICAL NEEDS OR SECURITY THREAT
| LOCKING 1/13/2020

. !
FORM CMS-2567(02-99) Previous Versions Obsolete - Event ID: FECE21 Facility ID: VA0024 If continuation sheet Page 3 of 10




PRINTED: 12/17/2019

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
495264 B. WING 12/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
E OF PO SON HEALTH AND REHAB L WARTAGEIBECHE
BAYSID e L tEHA POQUOSON, VA 23662
(X4 1D | SUMMARY STATEMENT OF DEFICIENCIES ID | PROVIDER'S PLAN OF CORRECTION y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
i | DEFICIENCY) |
: : | I
K222 Continued From page 3 ‘ K 222i |
' Where special locking arrangements for the I ;
" clinical security needs of the patient are used, | |

. only one locking device shall be permitted on
each door and provisions shall be made for the
rapid removal of occupants by: remote control of
locks; keying of all locks or keys carried by staff at
all times; or other such reliable means available
to the staff at all times.
18.2.2.2.5.1, 18.2.2.2.6,19.2.2,2.5.1, 19.2.2.2.6
| SPECIAL NEEDS LOCKING ARRANGEMENTS
Where special locking arrangements for the
safety needs of the patient are used, all of the |
Clinical or Security Locking requirements are
| being met. In addition, the locks must be
electrical locks that fail safely so as to release |
upon loss of power to the device; the building is i
protected by a supervised automatic sprinkler |
| system and the locked space is protected bya |
complete smoke detection system (or is :
constantly monitored at an attended location _
within the locked space); and both the sprinkler |
and detection systems are arranged to unlock the |
doors upon activation.

DELAYED- EGRESS LOCKING
ARRANGEMENTS :

Approved, listed delayed-egress locking systems

i installed in accordance with 7.2.1.6.1 shall be
permitted on door assemblies serving low and
ordinary hazard contents in buildings protected
throughout by an approved, supervised automatic |
fire detection system or an approved, supervised
automatic sprinkler system.
18.2.2.2.4,19.2.2.2.4

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies
installed in accordance with 7:2.1 .6.2 shall be

FORM CMS-2567(02-99) Previous Verslons Obsolele Event ID: FECE21

K222
Address the corrective action taken for the identifled problem:

. The rear exit door alarm will be adjusted to alarm when pushed.

. New sign will be posted at exit door MDS office double door. Door
will be adjusted for releasing process.

. New sign will be posted at exit door on Porch Lounge.

®  Sprinkler room door will be adjust for proper alarm settings.

Address how facllity will identify other residents potentially
affected by deficlent practice:

. Resldents In the facility may be affected

Address what MEASURES will put in place or SYSTEMATIC
CHANGES rnade to ensure the deficient practice will not recur:

. The facllity will conduct a complete survey of exterior
doars to ensure proper operation.

¢ The exterior doors will documented and reviewed during
Morning Meeting Process weekly.

Indicate how the facility will monlitor its performance to make sure
that solutions are sustained:
° Results of the weekly Inspections will be reported In the
facllity’s monthly Quality Assurance Performance
Improvement (QAPI) meetings.

Date of Compliance:

1/13/2020

l

Facility 1D VA0024 If continuation sheet Page 4 of 10



PRINTED: 12/17/2019

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
495264 B. WING 12/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
YSIDE OF POQUOSON HEALTH AND REHAB ANTAGE
BA a POQUOSON, VA 23662
X4 1D | SUMMARY STATEMENT OF DEFICIENCIES | iD PROVIDER'S PLAN OF CORRECTION 5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
|' | DEFICIENCY)
f
K222 Continued From page 4 : K222
| permitted.

118.2.2.2.4,19.2.2.2.4
ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS ; i
Elevator lobby exit access door locking in '
accordance with 7.2.1.6.3 shall be permitted on
door assemblies in buildings protected throughout
' by an approved, supervised automatic fire .
| detection system and an approved, supervised | ;
automatic sprinkler system. ; , '
18.2.2.2.4,19.2.2.2.4 |
| This REQUIREMENT is not met as evidenced i
| by:
| Based on observation, it was revealed that the
| delayed locking egress doors were not being
| maintained. |

‘ Examples of findings include:

On 12-13-19 between the hours of 11;00 am and
‘ 1:00 pm it was revealed that the delayed egress
| doors in some areas needed maintenance

including: ) [

1) The rear exit door alarm does not start
| immediately when pushed per 7.2.1.6.1.1 (3) (c)
\ of NFPA 101 Life Safety Code: 2012 but only after
' three or more seconds.
' 2) The MDS Office double exit magnetic locking
doors only says "Emergency Exn Only" with no . !
| reference to time delay or keep pushing. Only | : i
one door readily engages the releasing process. | | i
|
|

3) The Porch Lounge 15 second exit signage is
| missing. |

|

| |
i 4) The sprinkler room exit magnetic lock has no ‘ |
| sound in first three seconds. |

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FECE21 Facility ID: VA0024 If continuation sheet Page 5 of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/17/2019
FORM APPROVED
OMB NO. 0938-0391

s8=D | CFR(s): NFPA 101

i Doors with Self-Closing Devices

closes all such doors throughout the smoke

* Required manual fire alarm system; and
* Local smoke detectors designed to detect

smoke detection system; and

* Automatic sprinkler system, if installed; and
* Loss of power.

18.2.2,2,7,18.2.2.2.8, 19.2.2,2.7, 19.2.2.2.8

|by

facmty is not maintaining the doors with self
| closing devices.
|

| Findings include:

| 2) Activities room door does not latch and
missing closer.

o

Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless held open by a release
device complying with 7.2.1.8.2 that automatically

compartment or entire facility dpon activation of:

| This REQUIREMENT is not met as evidenced

| Based on observation, it was revealed that the

During the hours of 11:30 am and 1:00 pm it was
revealed that door closers had been removed
| from some hazardous area enclosures including:

1) Records room door closer has been removed.

. smoke passing through the opening or a required |

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
495264 B. WING 12/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BAYSIDE OF POQUOSON HEALTH AND REHAB EVANTAGE BRIE
POQUOSON, VA 23662
X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CORRECTION I x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"o | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| ! | DEFICIENCY) .
1 | | |
K 222 Continued From page 5 ! K 222
The Director of Maintenance confirmed these K223
: flndlngs.. , .o Address the corrective action taken for the identifled problem:
K 223  Doors with Self-Closing Devices . K223

. The facllity will repair the Records room Door and install

acloser.

e  The facility will repair door closer and adjust doors to
latch.

© The facillty will repair door closer to Medical Records
Rooms

Address how facility will identify other residents potentially
affected by deficlent practice:

. Residents in the facllity may be affected

Address what MEASURES wlill put in place or SYSTEMATIC
CHANGES made to ensure the deficlent practice will not recur:

° The facility will conduct a survey of the interior room
doors to ensure proper operatlon,

¢  The results will be documented and reviewed during the
Morning Meeting Process weekly; identifylng door closer
and adjustments to the doors.

| indicate how the facllity will monitor its performance to make sure
| that solutions are sustained:

. Results of the weekly Inspections will be reported in the
facility’s monthly Quality Assurance Performance
Improvement (QAPI) meetings.

Date of Compliance:

1/13/2020 |

[

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: FECE21

Facility ID: VA0024
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PRINTED: 12/17/2019

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
1 495264 B. WING 12/13/2019

STREET ADDRESS, CITY, STATE, ZIP CODE
1 VANTAGE DRIVE

NAME OF PROVIDER OR SUPPLIER

BAYSIDE OF POQUOSON HEALTH AND I?EHAB POQUOSON, VA 23662
x40 | SUMMARY STATEMENT OF DEFICIENCIES | 10 ' PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) I 7AG CROSS-REFERENCED TO THE APPROPRIATE DATE
| ) | . DEFICIENCY)
T |i
. {
K 223  Continued From page 6 ! K223,
| . . . ] |
; 3) Medical Records room door closer is missing.

The Director of Maintenance confirmed these i

findings.
K 345  Fire Alarm System - Testing and Maintenance K 345 K345
§8=D CFR(s): NFPA 101 Address the corrective action taken for the identified problem:
' Fire Alarm System - Testing and Maintenance | e The annual fi
| ; . Aadui ’ . re alarm test will be update with speclfi
| Afé':rgéarén %fﬁem 1S tefteddand mralr';tamr?ﬁc;lm g | locations of alarm devices including smoke detectorlsc
ac nce an approved program co yin duct detectors, pull statl h t '
| with the requirements of NFPA 70, National ! e F SffSs 1RGN StrOBES Snd Hoor
 Electric Co.de, and NFPA 72, National Fire Alarm | e The facllity will have the sensitivity report will be
| and Signaling Code. Records of system : completed
| acceptance, maintenance and testing are readily |
| available. ' _
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72 Address how facility will identify other residents potentially
This REQUIREMENT is not met as evidenced affected by deficient practice:
by:

| Based on record review, it was revealed that the o Residents in the facility may be affected
| facility is not maintaining the fi{§e alarm system.

| i Address what MEASURES will put in place or SYST

| Findings include: On 12-13-19 at approximately made to ensure the deficlent :racucz will not recE;TATlc SRS
! 11:10 am it was revealed that the annual fire

" alarm test did not have the specific locations of
| the alarm devices including smoke detectors,

| duct detectors, pull stations, horn strobes, and
| door closers. There was no sensitivity report in

‘ the past two years available.

® The facility will ensure the annual fire alarm test follows
the guidelines and include speclific locations and
sensitivity report.

Indicate how the facility will monitor its performance to make sure
| . . ‘ that solutions are sustalned:
‘].'he. Director of Maintenance confirmed these ®  Results of the weekly inspections will be reported in the
findings. | facllity’s monthly Quality Assurance Performance
K 761 Maintenance, Inspection & Testing - Doors K761, Improvement (QAPI) meetings.
ss=E - CFR(s): NFPA 101 | !

Maintenance, Inspection & Testing - Doors | Date of Compliance:

| Fire doors assemblies are inspected and tested | | ate of Fompliance:
annually in accordance with NFPA 80, Standard '

 for Fire Doors and Other Opening Protectives.

|

FORM CMS-2567(02-99) Previous Versions Obsolete Event |D:FECE21 Facllity ID: VA0D24 If continuation sheet Page 7 of 10

1/13/2020

5. D¢



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/17/2019
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
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
495264 B, WING 12/13/2019
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

BAYSIDE OF POQUOSON HEALTH AND REHAB

1 VANTAGE DRIVE
POQUOSON, VA 23662

| maintenance program.
 Individuals performing the doof inspections and |
| testing possess knowledge, training or experience |
' that demonstrates ability.
Written records of inspection and testing are
maintained and are available for review,
19.7.6, 8.3.3.1 (LSC)
5.2, 5.2.3 (2010 NFPA 80)
This REQUIREMENT is not met as evidenced
by:
| Based on observation, it was revealed that the |
: facility is not maintaining the facility doors.

|
. Findings include:

 On 12-13-19 during the hours}jbf 11:00 am and
' 1:30 pm it was revealed that doors were hard to |
| open or had other problems including:

| X

| 1

i 1) Dining room doors do not always close
| completely and latch.
|

| 2) The kitchen storage door is hard to open and
close. |

i 3) Door to room 110 was covered with paper
(corrected at the time of the swvey). I

4) Room 100 door is hard to close.

| 5) Door to sprinkler room is hard to open and

(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES | ID | PROVIDER'S PLAN OF CORRECTION . (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
| ! | DEFICIENGY) ;
' |
K761 Continued From page 7 _ K761
| s . . |
Non-rated doors, including corridor doars to : !
patient rooms and smoke barrier doors, are 5
| routinely inspected as part of the facility i
K761

Address the corrective action taken for the identified problem:

. Dining Room will be adjusted with a closer.
Kitchen storage door wlll be adjusted.

® - Room 100 door will be adjusted.

° Door to Sprinkler Room door will be adjusted.
. Director of nursing door will be adjusted.

. Cross corrldor will be adjusted.

° Admissions office door will get a new Jack and cord removed

Address how facility will identify other residents potentially
affected by deficient practice:

. Residents In the facility may be affected

Address what MEASURES will put in place or SYSTEMATIC CHANGES
made to ensure the deficient practice will not recur:

. The facility will conduct a complete survey of the building
to ensure the doors are working properiy.
° The door inspections will be documented and reviewed
during morning meeting process weekly,
Indicate how the facility will monitor its performance to make sure
that solutions are sustained:
. Results of the weekly inspections will be reported in the
facllity’s monthly Quality Assurance Performance
Improvement (QAPI) meetings.

Date of Compliance:

close.
6) Door to Director of Nurses is hard to open and 1/13/2020
close.
i i | |
FORM CMS-2567(02-99) Pravious Verslons Obsolete Event ID:FECE21 Facllity ID: VA0024 If continuation sheet Page 8 of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
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1 VANTAGE DRIVE
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(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x8)
PREFIX (EACH DEFIZIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATOR' OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K761 | Continued Frem page 8 K761

7) Cross corridor fire smoke doors to main exit
are not latchir.g.

| 8) Admissions office door has phone cord
through the dcorway making the door hard to K918
close, and pinching cord. i
Address the corrective action taken for the identifled problem:

The Director of Maintenance confirmed these e  The facility will have a continuous four-hour generator
findings. load bank test conducted.
K 918 | Electrical Systams - Essential.Electric Syste K918 e  The identifled electrical panels wlll be properly labeled.
ss=E | CFR(s): NFPA 101 e The cover was replaced on the open junctlon box behind

. the Laundry dryers.
Electrical Systems - EssentialElectric System

| Maintenance and Testing Address how facillty will identlfy other residents potentially
The generator or other alterngte power source affected by deficlent practice:

and associated equipment is capable of supplying
service within 10 seconds. If the 10-secord
criterion is not met during the monthly test, a
process shall be pravided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switchss are performed in accordance
with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, znd exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete

| simulated cold start and automatic or manual
transfer of all EES loads, andjare conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
clrcuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer raquirements. Written records of
maintenance and testing are maintained and

° Residents in the facllity may be affected.

Address what MEASURES will put in place or SYSTEMATIC CHANGES
made to ensure the deficient practice wilt not recur:

e ' Four-Hour load bank testing for the generator will be
added to the preventative malntenance and testing
contract as well as the facility maintenance schedule.

o - All electrical panels wlill be inspected, exlisting labeling
will be tested for accuracy and new labeling added where
needed.

o i The facility will institute a quarterly Inspection all of all
electrical panels

Indicate how the facllity will monitor Its performance to make sure
that solutions are sustained:
. Results of the quarterly inspections will be reported in
the facility’s monthly Quality Assurance Performance
Improvement (QAPI) meetings.

Date of Compllance:

1/13/2020
_— — —

= |
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| readily available. EES electrical panels and

| circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing

| the possibility of damage of the emergency power

| source is a design consideration for new

| installations.

| 6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA

| 111,700.10 (NFPA 70)

| This REQUIREMENT is not met as evidenced
by:

i Based on interview, and observation, it was

 revealed that the faciity had not maintained the

‘ emergency generator and the glectrical panels

| circuit fabeling in the buildings..

|

i Findings include:
|

On 12-13-19 at approximately 11:00 am it was
revealed that records for testing the emergency
| generator for four continuous hours in the past 36
| months were not available. -
|

' On 12-13-19 between the houfs of 11:30 am and

| 1:00 pm it was revealed that several electrical
panels circuits were not clearly labeled, including

| Panel LPC in the Electrical Room, LC Emergency

| panel in Electrical Room (and one circuit has
opening - needs cover), KB panel in the kitchen,

| and LPB Panel in "200" hall.

| On 12-13-19 at approximately 12:05 pm it was
| revealed there was an open junction box behnd

| the Laundry dryers.

| The Director of Maintenance confirmed these
i findings. '

STATEMENT OF DEFICIENCIES xX1) PROV|D_‘éR/SUPPL|ER/CL|A (X2) MULT!PLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
495264 B. WING 12/13/2019
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
BAYSIDE OF POQUOSON HEALTH AND REHAB 1 VANTAGE DRIVE
POQUOSON, VA 23662
X910 | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF GORREGTION T e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) TaG. | CROSS-REFERENGED TO THEAPPROPRIATE |  DATE
! ; DEFICIENGY) .
. } T
K 918 | Continued From page 9 K918
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