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Interior finish for rooms and spaces not used for
corridors or exitways, including exposed interior
surfaces of buildings such as fixed or movabie
walls, partitions, columns, and ceilings, has a flame
spread rating of Class A or Class B. {In fully
sprinklered buildings, flame spread rating of Class
A, Class B, or Class C may be continued in use
within rooms separated in accordance with 19.3.6
from the access corridors.)  19.3.3.1,19.3.3.2
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Carroll Manor Nursing and
K000 | INITIAL COMMENTS K000 Rehabilitation Center makes its best
effort to operate in substantial
A Life Safety Code survey was conducted on ) P ]
September 9, 2015 to determine compliance with compliance with both Federal and State
applicable provisions of the 2000 edition of the Life laws. Submissions of this plan of
Safety Code. The survey was conducted through . X
observations of the interior and exierior of the correction (POC) does not constitute an
building and included the installed sprinkler system, admission or agreement by any party,
smoke detectors, fire panel, etc., and through . . .
interviews with the facllity's staff its officers, directors, employees, or
agents, as the truth of the facts alieged
K 015 | NFPA 101 LIFE SAFETY CODE STANDARD Ko1s| 3BEMTS, N ge
s8=0 or validity of the conditions set forth on

the statement of deficiencies. This plan
of correction (POC) is prepared and or
executed because it is regquired by the
State and Federal faws.

KO15 A
1. Missing ceiling tiles were /9/2015
This STANDARD is not met as evidenced by: replaced immediately.
2. Visual observations were
A. Based on observation, three (3) of 200 ceiling COF,dUCt,Ed of the remaining 10/21/15
tiles were missing throughout the faciiity. ceiling tiles and were found to
be in place.
The findings include: 3. Staff will be inserviced on the 11/9/15
reporting protocol for
It was cbserved at approximately 10:00am through p . /i P d ceiling til
2:00pm on September 9, 2015, that ceiling tiles missing a.m:age cetiing _' €s.
were missing in the following areas: 4. Weekly building observationsto |
be conducted by the Director of some
4th floor medication room is missing a ceiling Maintenance or designee.
Basement storage room laundry room 2 area Findings will be presented. at
the quarterly QI/QA meeting.
‘ ORATORY DIRECTOR'S OR PROVIDER/SUPPLIER RI;’P_B_I_E_S_ENTATIVE'S SIGNATURE TiTLE ) Xa) DAT?
S (Wlliones P pma domdw  Ndmawsiabin WEORS

Any deficiency statement ending with an astég;?sk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined thaifother l
safeguards provide sufficient protection to the patients. (See instructions.) Except for nussing homes, the findings stated above are disclosable 90 days following the date of
survey whether or nof a plan of correction is provided. For nursing homes, the above findings and pians of correction are disciosable 14 days following the date these
documents are made avaitable tc the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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K 015 Continued From page 1 K015
K015B
Basement laundry room chuie area
iling ti 9/9/15
Creating a potential hazard for staff and residents in 1. ba maged. ceﬂmg-tlles were
an event of an emergency. replaced immediately.
: 2. Visual observations were
B. Based dn observations, six (6} of 200 ceiling files conducted of the remaining 9/9/15
were damaged. ceiling tiles and none were
The findings include: found tf) be qamaged.
3. Staff will be inserviced on the 11/8/15
It was observed at approximately 10:00am through reporting protocol for missing
Q:OC_)pm on Septgmber 9, 20‘15, the facility ceiling /damaged ceiling tiles.
tile is damaged in the following areas: - .
4. Weekly building observations to Ongoing
Penthouse next to the exit sign for stair 2 access. be conducted by the Director of
Maintenance or designee.
5th floor pantry Results will be presented at the
uarterly QA/QI meeting.
5th East- nurse lounge q y QA/Q g
K015C
5th floor behind the nurse station
1. Ceiling tiles and walls were 10/26/15
4th floor paniry above food warmer repaired.
4 East nurse lounge located above escutcheon 2. Visual Obsewatlc_ms wgre
plate conducted of ceiling tiles and 10/26/15
walls. No other penetrations '
Creating a potential hazard for staff and residants in were identified.
an event of an emergency. 3. Maintenance staff will be in- 11/9/15
C. Based on observations, penetrations were serviced on identifying wall
observed in three (3) of three ceiling/walis penetrations and proper
observed. sealing. Ongoing
The findi i clude: 4, Weekly building observations to
€ findings Include: be conducted by the Director of
It was observed at approximately 10:00am Maintenance or designee.
Results will be presented at the
quarterly QA/Ql meeting.
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i Doaors protecting corridor openings in other than

reguired enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at ieast 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping the
door closed. Dutch doors meeting 19.3.6.3.6 are
permitted. - 18.3.6.3

Roller latches are prohibited by CMS reguiations in
all health care facilities.

This STANDARD is not met as evidenced by:

A. Based on observation, one (1) of two (2) doors
in the kitchen pantry were not operable

KO18A
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K 015 Continued From page 2 K015
through 2:00pm on September 8, 2015, the facility
has ceiling/wall penetrations in the following areas:
Basement laundry storage area
1st fioor pool area ceiling
2 East bathing area
K G018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
88=E

The identified door was
repaired.

All other doors were inspected
and found to be in good
operating condition.

10/26/5
Staff will be in-serviced on the
reporting protocol for door 10/26/15
repairs.
CQuarterly observations to be
conducted by the Director of 11/9/15
Maintenance or designee.
Results will be presented at the
guarterly QA/Q) meeting. Ongoing
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Continued From page 3
K018 K 018
The findings include:
it was observed at approximately 10:00am through
2:00pm on September 8, 2015, the kitchen pantry
: door hardware was not operable. Creating a
potential hazard in an event of an emergency. KO18B
B. Based on observ_ation, seven (7) of 200 doors did 1. ldentified doors were repaired. 10/26/15 :
not close and latch in the frame. 2. All other doors were inspected
10/26/15 |
The findings include: and observed to close properly.
3. Staff will be in-serviced on the 11/9/15
It was observed at approximatety 10:00am through reporting protocol for door
2:00pm on September 9, 2015, the facility doors in repairs. :
the following areas did not ciose and latch in the . . i
) 4. Quarterly observations will be ) ;
. frame: . Ongoing 1
conducted by the Director of
Penthouse- stair 2 roof access door Maintenance or designee.
5tléﬂoc}:1r- St?—‘_"{? door v Results will be presented at the
4 South- activity room entry door .
4 West- soiled utility door quarterly QA/QI meeting. |
3 South- activity room entry door }
3 North- soiled utility door K018C
3 East- Housekeeping door 1. Magnetic hold device was repaired. 10/26/15
Creating a potential hazard in ‘ t of . .
erf;glgr;%cyp : an evertoran 2. All other magnetic door devices were
inspected and observed to cperabie. 30/26/15
C. Based on observation, the magnetic hoid-open
device for one (1) of 10 doars was not working. 3. Staff will be in-serviced on the
The findings include: repo'rt;ng protocol for magnetic device
repairs.
It was observed at approximately 10:00am through 12/9/15
2:00pm on September 8, 2015, the laundry room 4. Weekly observations will be
dc_)or magnetic holql dewce_on the 5th flpor north conducted by the Director of
wing was not working, posing -a potential hazard. A . .
Maintenance or designee. Results will
be pr‘esented at the guarterly Qi/QA Ongoing
meeting.
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K047
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047
SS=E e s
Exit and directional signs are displayed in L Ider.}tlﬁed 1tem. was mo.\fec.i to
accordance with section 7.10 with continuous ?xv0|d obstruction of exit signs 8/9/15
illumination also served by the emergency lighting immediately.
system.  19.2.10.1 2. Visual observations were
conducted and all exit signs 9/9/15
This STANDARD is not met as evidenced by: were found to be free from
obstruction.
3. Staff'wnll be_ in-serviced on 11/9/15
Based on cbservation, three (3) of 50 exit signs keeping exit and evacuation
were obstructed. signs free of obstructions.
he findins include: 4. Weekly observations to be _
The findings include: conducted by the Director of Ongoing
It was observed at approximately 10:00am through | Maintenance or designee. i
2:00pm on September 9, 2015, the facility exit signs Results will be presented at the
were obstructed in the following areas: quarterly QA/Q| meeting. '
5th floor nerth wing exit access
4 North wing exit access K050
3 North wing exit access 1. Facility conducted fire drills 10/28/25
Creati tential hazard for staff and resident according to regulations.
reating a potential hazard for staff and residents : e
exiting the facility in an event of an emergency. 2. D.eswe.d modlﬁcatlon.s to the
fire drill documentation form 11/8/15
will be updated as needed.
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050 3 Staff will be in-serviced on
SS=F . .
Fire drills are held at unexpected times under co.mpletlon of th? updated fire L1/8/15
varying conditions, at least quarterly on each shift. drill documentation form.
The staff is familiar with procedures and is aware 4. Audits for proper
that dri[ls- are part of est_ablished routine.. e documentation will be Ongoing
Res_ponsnbll[ty for planning and conducting drills is conducted after each fire drill
assigned only to competent persons who are : .
qualified to exercise leadership. Where drilis are by Security staff or designee.
conducted between 8 PM and 6 AM a coded Results will be presented at the
announcement may be used instead of audible guarterly QA/QI meeting.
|
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A reliable second source of power is provided. Fire
alarm systems are maintained in accordance with
NFPA 72 and records of maintenance are kept
readily available. There is remote annunciation of
the fire alarm system to an approved central station.
19.3.4,96

designee will be presented at the
quarterly QA/Ql meeting.
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K 050 | Continued From page 5 K 050
alarms. 18.7.1.2
This STANDARD is not met as evidenced by,
Based on observation, the facility failed to provide
proper documentation that shows the fire drills have
been performed quarterly or monthly.
The findings include: K051
Record and review at approximatety 10:00am - .
through 2:00pm on September 9, 2015, the facility 1. The facility obtained a copy _Of
failed to show proper documentation that shows the the 2014 and 2015 annual Fire 10/30/15
fire drills have been performed guarterly or monthly. Alarm and Detection System
Inspection Report from the
K 051! NFPA 101 LIFE SAFETY CODE STANDARD K 051 third-party inspector. Reports
§S=F will be forwarded to the
A fire alarm system with approved components,
: ; o ) regulatory agency.
devices or equipment is installed according to NFPA 5 Thg' 4 Y .g Y has b
72, Nafional Fire Alarm Code, to provide effective o ird-party mspectc:r as feen 10/26/15
warning of fire in any part of the building. Activation directed to send all inspection
of the complete fire alarm system is by manual fire reports to Carroll Manor.
alarm initiation, auiomatic d'etecgion or extinguis_hing j 3. Inspection report(s) will be
system operation. Pull stations in patient sleeping maintained in the Maint 10/26/15
areas may be omitted provided that manual pull aintained in the viaintenance
stations are within 200 feet of nurse's stations. Pull Department.
siations are located in the path of egress. 4. Quarterly observaticns by the
Electronic or written records of tests are available. Director of Maintenance or Ongoing
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K 051 | Continued From page 8 K 051

i
R
1
1

This STANDARD is not met as evidenced by:
KOG2ZA

1. The facility obtained a copy of 10/30/15

Based on observation, the facility failed to provide the 2014 and 2015 quarterly
documentation that shows the fire alarm system has automatic fire sprinkler system
been maintain in accordance with NFPA or the

authority having jurisdiction. inspection report from the

third-party inspector. Reports

The findings include: will be forwarded to the
) ) regulatory agency. 1072615
Record and review at approximately 10:00am N 2. Third-party inspector has been
through 2:00pm on September 9, 2015, the facility ) : .
failed to provide documentation that shows the fire directed to send the inspection
alarm system has been maintained in accordance report(s) to Carroli Manor
with NFPA or the authority having jurisdiction. 3. Inspection report{s) will be
maintained in the maintenance 10/25/15
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 department.
$8=F 4. Quarterly observations by the
Required automatic sprinkler systems are Director of Maintenance or
continuously maintained in reliable operating designee will be presented at the Ongoing

condition and are inspected and tested periodically.

19.7.6, 4.6.12, NFPA 13, NFPA 25, 9.7.5 quarterly QA/QI meeting,

This STANDARD is not met as evidenced by:

A. Based on observation, the facility failed to !
provide documentation that shows the sprinkler !
system has been maintained in accordance with
NFPA or the authority having jurisdiction.

The findings include:
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K062B
K 062 | Continued From page 7 K 062
) Identified sprinkler head was inspected
Record and review at approximately 10;00am d iti d
through 2:00pm on September 9, 2015, the facility and reposrtioned.
failed to provide documentation that shows the ) 10/28/15
sprinkler system has been maintained in 1. Visual observations were
accordance with NFPA or the authority having conducted of the remaining
jurisdiction. sprinkler heads. And all were
10/28/15
B. Based on observation, one (1) of 250 sprinkler fourw_.i to be properly 8
: heads one (1) of 250 needed repositioning. positioned.
_ 2. Maintenance staff will be in-
The findings inciude: serviced on visual observation
it was observed at approximately 10:00am through of sprmkEer- heafjs to ensure 11/8/15
2:00pm on September 9, 2015, the facility sprinkler proper positioning.
head in the pantry on the 5th floor needed 3. Monthly inspections to be
repositioning. Creating a potential hazard in an conducted by the Director of
event of an emergency. Maintenance or designee. All Ongoing
findings will be presented at the
C. Based on abservation, twenty-one (21) of 250 quarterly QA/ QJ meeting.
sprinkler heads were dust laden. K062C
The findings include: 1. Identified sprinkler heads will be 1/5/15
It was observed at approximatety 10:00am through re[[placed‘ b.v a thlljdkplart: Vec'indﬂr~ 11/9/15
2:00pm on September 8, 2015, the facility sprinkler 2. Allremaining sprinkler heads were
heads in the following areas were dust laden; visually observed and found to be
free of dust.
5th fioor pantry 3. Maintenance staff will be in- 11/9/15
) serviced on observing the sprinkler
5th floor cafeteria heads to ensure they are dust free.
. 4. Monthly observations to be Ongoing
5 West electrical closet conducted by the Director of
5 North soiied linen chute "Maintenance. All findings will be
presented at the quarterly
4th fioor kitchen QA/Ql meeting.
FORM CMS-2567(02-88) Previous Versions Obsolete Event ID: KT5921

Facility 1D: CARROLLMANO

if continuation sheet Page § of 15




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

PRINTED: 10/20/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATICN NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 01

(X3} DATE SURVEY
COMPLETED

H

3rd floor soiled linen chute
3 North soiled linen room
1st floor dinning area

Giit shop

1st floor lobby waiting area
Basement kitchen and dining area
Basement housekeeping
Maintenance shop

Cart wash area

Resident storage room
2nd floor living room

2nd floor dining room

Room 102

Creating a potential hazard in an event of an

emergency.

D. Based on observation, three {3) of 250

escutcheon piates were missing.

Remaining escutcheon plates
were ohserved by the
maintenance staff and found to
be in place.

Maintenance staff will be in-
serviced on the reporting
protocol for missing escutcheon
plates.

Weekly observations to be
conducted by the Director of
Maintenance. All findings will
be presented at the quarterly
QA/Ql meeting.

085034 B. WING 09/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
CARROLL MANOR NURSING & REHAB 725 BUCHANAN ST., NE
WASHINGTON, DC 20017
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K 062 | Continued From page 8 K 062
KO62D
Room 448 10/29/15
1. The identified missin
4 West day room &
escutcheon plates were
3rd floor kitchen replaced. 10/29/15

11/9/15

Ongoing
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KO62E
K 062 | Continued From page 9 K 062
The findings include: 1. Identified corroded escutcheon
_ plate was replaced. 10/26/15
I2t_was Obsegved at gppg)x;lgg?éely;%oqﬁm through 2. Remaining escutcheon plates were
:00pm on September 9, AN t. e lacity observed and were found to be 10/30/15
escuicheon plates were missing in the following )
areas’ free of corrosion.
3. Maintenance staff will be in-
5th floor pantry serviced on the reporting protocol 11/9/15
for corroded escutcheon plates.
5th floor center core day room 4.  Weekly observations to be
conducted by the Director of
Room 114 Maintenance or designee. All Ongoing
. . . findings will be presented at the
Posing a potential hazard in an event of an uartegrl QA/QIpmeetin
emergency., 4 ¥ 8
KO62F
E. Based on observation, two (2) of 250 escufcheon
plates were corroded in the following areas: 1. Identified standpipe caps were 9/9/15
loosened immediately.
Pool area 2. Maintenance staff inspected and 10/25/15
f o adjusted each stairwell standpipe
1st floor activity room cap as necessary.
F. Based on observation, three (3) of 14 standpipe 3. Maintenance staff will be in- 11/9/15
caps were tight. serviced on standpipe protocols.
4. Quarterly observations by the
The findings include: Director of Maintenance or
designee will be presented at the Ongoing
It was observed at approximately 10:00am through quarterly QA/Ql meeting.
2:00pm on September 9, 2015, the facility standpipe
caps were too tight in the following areas:
Penthouse stair 2 roof access
4th floor stair 2 level 4
3rd fioor stair 2 level 3
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K 062 | Continued From page 10 K 062
Creating a potential hazard in an event of an
emergency. K073
K 073 NFPA 101 LIFE SAFETY CODE STANDARD KG73
55=D : ; 9/9/15
. No furnishings or decorations of highly flammable LAl h'ghl‘{' flammable det.:(_)ratlons
character are used.  19.7.5.2, 16.7.5.3, 19.7.5.4 observed hanging from the ceiling on
the 5™ fioor were immediately
removed.
This STANDARD is not met as evidenced by: 2. All units were inspected to o/o/15
. . ensure compliance and no highly
Based on observation, decorations were observed i ble d . b d
hanging from the ceiling in three (3) of 3 ammable ec_oratu_)ns we_re observed.
observations on the 5th floor. 3. Staff will be in serviced on use of
proper decorations within the facility. 11/5/15
The findings include: 4. Monthly rounds and audits will
It was observed at approximately 10;00am through be con.ducted by the Actlwty.l\/lanagfer )
| 2:00pm on September 9, 2015, the facility has or designee to ensure compliance with | Ongoing
decorations hanging from the ceiling in the foliowing regulations. All findings will be reported
areas: to the quarterly Ql/QA meeting.
5th west exit corridor
5th floor stair 3 exit door
5th floor 507 and 508
Creating a potential hazard in an event of an
emergency.
K 130 | NFPA 101 MISCELLANEOUS K130
S8=E
OTHER LSC DEFICIENCY NOT ON 2786
This STANDARD is not met as evidenced by:
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. K130A
K 1301 Continued From page 1 K 130
A. Based on observation, six (8} of six surge 1. |dentified surge protectors

protectors observed were not mounted.

The findings i-nciude:

it was observed at approximately 10:00am through
2:00pm on September 9, 2015, surge protectors
were not mounted in the following areas;

5th fioor nurses main office

4th South activity room

4th fioor charting room

3 South social werker office

3rd fioor manager office

3rd floor charied area

Posing as a potential hazard in an event of an
emergency.

B. Based on observation, one (1) of 1 laundry room
dryer had dust build up.

The findings include:

It was observed at-approximately 10;00am through
2:00pm on September 8, 2015, the facility dryer has
dust build up behind it. Creating a potential hazard
in an event of an emergency.

C. Based on observation, the facility has storage
greater than 18 inches from the sprinkler head in
two (2) of 2 locations observed.

K1308B

were mounted.

Maintenance staff will conduct
ohservations to ensure that all
surge protectors are properly
mounted.

Staff will be in-serviced on
proper surge protector
mounting protocol.

Weekly observations will be
conducted by department
heads or designees. Results will
be presented at the quarterly
QA/Gl meeting.

The identified dryer was
cleaned immediately.

All facility dryers were observed
and found to be dust free.

Staff will be in-serviced on
identifying dust build up and
cleaning procedures,
Monthiy observations will be
conducted by the Director of
Maintenance or designee.
Results will be presented at the
quarterly QA/Ql meeting.

9/9/15

11/9/15

11/9/15

Ongoing

8/9/15

8/9/15

11/9/15

Ongoing
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it was observed at approximately 10;00am through
2:00pm on September 9, 2015, the facility has
storage greater than 18 inches from the sprinkler
head in the following areas:

5 west corridor

3 west storage room

Creating a potential hazard in an event of an
emergency,

D. Based on observation, the facility has storage
less than B inches off the ficor in eight (8} of 8
locatiions observed.

The findings include:

It was observed at approximately 10:00am through
2:00pm on September 9, 2015, the facility has
storage less than 6 inches off the floor in the
following areas:

3rd floor social worker office

5 West corridor

5 North corridor

Laundry room storage room 2

L.aundry room storage room 1

Kitchen office area

Business office

K130D
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K130C
K 130 | Continued From page 12 K 130
. _ , 9/9/15
The findings include: 1. Identified storage was placed

18" below the sprinkler head.
Observations will be conducted
of storage areas and contents
were found to be 18” helow the
sprinkler heads.

Staff will be in-serviced on
regulatory guidelines for
storage.

Random ohservations to be
conducted by the Director of
Maintenance or designee. All
findings will be presented at the
quarterly QA/QI meeting.

11/5/15

11/9/15

Ongoing

Identified boxes were removed
immediately and stored 9/9/15
appropriately.

Observations will be conducted
to ensure all boxes are properly 11/5/15
stored off of the floor.
Staff will be in-serviced on
regulatory guidelines for

11/9/15
storage.
Random observations to be
conducted by the Director of )
Ongoing

Maintenance or designee. All
findings will be presented at the
quarterty QA/QI meeting.
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K130E
K 130 | Coniinued From page 13 K130
i . 5/8/15
Staff education room 1. ldentified tank was removed. /5!
Creating a potential hazard in an event of an Z No_other tanks were found to 8/5/15
be improperly stored.
emergency. ) _ - 11/9/15
3. Staff will be in-serviced on the
E. Based on observation, one (1) of 1 axygen tank proper storage of tanks.
was stored unsecured. 4. Monthly random observations
- Oneoi
The findings include: to be conducted by the shift ngoing
managers or designees. All
It was observed at approximately 10:00am through findings will be presented at the
2:00pm on September 9, 2015, one (1) of 1 oxygen quarterly QA/Ql meeting.
tank in the siorage room was unsecured. Creating a
potentiial hazard in an event of an emergency.
2000 Life Safety Code-LSC 8.3.6.2 Penetrations
and Miscellaneous Openings in Floors and Smoke
Barriers. K130F
Opep:ngs ocecurring at' points where floors or smoke 1. Identified floor penetration was 9/9/15
barmers meet the ouiside walls, other smoke ) .
barriers, or fire barriers of a building shall meet one sealed immediately. 8/9/25
of the following conditions: 2. No other floor penetrations
were identified.
(1) 1t shall be filled with a material that is capable of 3. Maintenance staff will be in-
maintaining the smoke resistance of the floor or ' . \ . 11/9/15
smoke barrier. serviced f)n identifying floor
penetrations and proper
(2) It shall be protected by an approved device that sealing. ' )
is designed for the specific purpase. 4. Random monthly observations Ongoing
F. Based on observation, one (1) of 1 penetration W_E” be conductled by the
was observed in the floor surface. Director of Maintenance or
designee. Results will be
The findings include: presented at the quarterly
It was observed at approximately 10:00am through QA/QI meeting.
2:00pm on September 9, 2015, that the
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K 130 | Continued From page 14 K 130
penthouse had a penetration in the floor on the left
hand corner opposite the roof access door storage
mechanical room.
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