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An annual recertification survey was conducted
September 10 through 13, 2007. The following
deficiencies. were based on observations, staff
interview and record review. The survey included
| 30 sampled residents based on a census of 240
the first day of survey and one (1) supplemental
| resident. ,
- F 241 483.15(a) DIGNITY _ F 241
§S=D '
The facility must promote care for residents ina
manner and in an environment that maintains or- B
enhances each resident's dignity and respect in 483.15(a.) Dignity
full recognition of his or her individuality. 1 ' ,
" [1.)"Resident #24 received an apology from - | 9/13/2007
This REQUIREMENT is not met as evidenced Employee #6. Tape was timed and dated
v | by: prior to application from that point on.
Based on an observation durmg a sacral pressure 2.) All Licensed staff was inserviced on | 81372007
ulcer dressing change, facility staff failed to proper documentation and application of ' '
maintain Resident #24's dignity by writing on the tape after dressing changes. '
wound dressing tape after- |t was placed on the 3.) Treatment competencies will be done - 10/8/2007
resrdent n all ficensed staff, Pressure uicer and '
‘ kin care inservices were done in-house.
The -ﬁndings include: taff was scheduled for outside seminars.
T _ ssistant Nurse Managers will attend a
| During an observation of a dressing change to e";;"ar on 11/5/07. o
Resident # 24's sacrum, Employee #6 wrote the’ {#.) Nurse Managers will canduct monthly On-going
date and time of the dressing change on the tape andom audits on treatments and continue
'| after the wound dressing was taped to the early competencies. The results will be
resident's skin. ubmitted to the DON for présentation at
. _ t_he Quarterly QA meeting.
The observation of the dressing change was '
made at approximately 11:40 AM. on September
12, 2007.
A face-to-face interview was conducted with
Employee # 6 at approximately 11:55 AM on
September 12, 2007. 'He/She stated " | am.

’LABORAT%VEOTO "5OR

R’ ROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE

I W I+

TITLE o

o '“Ot"”) DXT g

" Anyd

ciency statement e ugﬂg with an astenisk (*) denotes-a
other’safeguards provide s

program partlcrpatlon

ﬁc(ency which the institution may be excused from correctmg provrdlng itis detenmned that
ient protection to the patjénts. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days"
foliowing the date of survey whether or not a plan of cogrection ig provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaltable tg/the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID: NWGP11

' Facllity ID; CARROLLMANC

If continuation sheet Page 1 of25

\ |



http:He'.~.~,e

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

PRINTED: 09/24/2007
FORM APPROVED: -

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
: A. BUILDING
: B. WING : .
; _ . 095034 09/13/2007
-NAME OF PROVIDER OR SUPPLIER: .

CARROLL MANOR NURSING & REHAB

STREET ADDRESS CITY, STATE, ZIP CODE
725 BUCHANAN ST., NE

WASHINGTON, DC 20017

(X4) ID SUMMARY' STATEMENT OF DEFICIENCIES D 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
. DEFICIENCY) '
F 241 | Continued From page 1  F 241
: sorry. |did not mean to wtite on the patient.”
'F 253|483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253
SS=E ’ ' o
'| The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.
This REQUIREMENT is not met as ev:denced
by.
Based on observations during the environmental
tour of the facility, it was determined that facility
staff failed to maintain the facility in a clean and
sanitary manner as evidenced by: soiled HVAC
(Heating, Ventilation and Air Conditioning) filters,
floors, baseboards, trapeze bars, lamp covers
and ceiling tiles, damaged blinds, walls, doors,
floor tiles and baseboards and missing knobs on
furniture.
These observations were made in.the presence 1. | 483.15(h)(2) Housekeeping/Maintenance
?f1 E%Fg;)};?@:;; 81 gO ‘E:Ma ra]?\c; ?20 BOS gm:e;zer 1.) Filters were changed in the follomgg3 10/2/2007
| Resident rooms: 134, 203, 242, 301
' September 12, 2007 between 11: 00 AM and 323, 347, 402, 403, 414, and 528.
12:00 PM. 2.)Fitters in all other Resident rooms in the 10/3/2007
- L ' Carroll Manor were changed.
The findings include: ~ 3.) Monitoring filters will be added to the 10/3/2007
_ T : monthly rounds fist. e
1. HVAC filters were observed soiled with 4.) Results of the monthly rounds list will be On-going
accumulated dust in the following rooms: 134, submitted to the Quarterly QA meeting.
203, 242, 301, 303, 313, 323, 347, 402, 403, 414,
529 and the Rehabilitation Department treatment 2. 4B3A5(M)(2) H keeping/Maint .
ai facility's b in q . . ouse ] aintenance
:lI:ter"ett?sered fy's basement i 13 of 31 HVAC 1.) Dust and debris was deep cleaned onthe | 9/11/2007
’ S . 3rd and 4th floor personal laundrys. 611112007
: . - - 2.) All personal laundries were inspected.
Gryers on the 3rc and 4th loors were observed 3) A doep dearing of al personal aundys | 10112007
. ) ‘will occur monthly.
with accumulated dust and debris in two (2) of ; ; .
| five (5) areas of flooring areas observed. | 4 A log of monthly deep cleanings wil be On-going

malntalned in the Manager s ofﬁce
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: 3. 483.15(h)(2) Hoq\sekeeping/Maintenance
1.) Housekeeping mopped and buffed the 9/14/2007
3. Floors in the facnllty s basement hallway were'’ faZ:mlty hall. ping mappe \
soiled and marred in one (1) of three (3) hallway 2.) The hallway was added to the evening | 9/14/2007
floors observed. shift project assignment sheet.
3.) The manager will inspect the hallway
4. Baseboards were observed soiled with in the morning.
accumulated dust and debris in rooms: 562, 564, 4.) Moming rounds will be conducted ona  |10/28/2007
567 and the Rehabilitation Departmenttreatment - daily basis and the results will be presented :
area in four {4) of 20 baseboards observed on 5 at the Quarterly QA meeting by the Manager.
East , o
' S 4. 483.15(h){2) Housekeeping/Maintenance
5. Trapeze bars over residents' beds were Repairs were ordered for rooms 10/22/2007
observed with accumulated dust in rooms: 562, 562, 564, 567 and the
563 and 567 in three (3) of seven (7) trapeze bars Rehabilitation Department treatment area. :
observed on 5 East. 2.) All unit baseboards were inspected. 9/11/2007
. 3.) Unit baseboards will be inspected on a 10/1/2007
| 8. Over bed lamp covers were observed soiled monthly basis and tickets issued
| with accumulated dustin rooms: 562, 563 and immediately by the Englneenng_Manager. (02812007
565 in three (3) of seven (7) over bed Iamps 4.) The Engineering Manager will report
observed on 5 East orders.and results to the Administrator
' quarterly at the QI meeting. .
7. Ceiling tiles in the facility's main kitchen and 5. 483.15(h)(2) Housekeerg/Malntenance
‘storage room were soiled and stained in two (2)
of two (2) celllngs observed | 1.) Trapeze bars were dusted and cleaned. 9/11/2007 |
_ 2.) All trapeze bars were inspected and all | 9/27/2007 -
8. Biinds were observed damaged or broken in ' ﬁ)s‘:%fgﬁ;were in-serviced on high and
59102?1151 di?bsﬂr%eﬁoz 528 and 543 m five (5) of | 3.) Houskeeping will conduct random | 10/1/2007
" inspections daily. i :
C . . 4.) The Housekeeping Manager will report
9. Walls were observed damaged/marred in the inspection results to the administrator
facility's basement haliway near the dietary and quarterly at the QI Meeting.
laundry entrances, in the rear and under the s
counter of the pot and pan wash area, 6. 483.15(h)(2) HousekeepinglMaintenance
" .| dishwasher and work bench areas in the facility's
| main kitchen, and on 5 East in rooms: 562, 563, 1.) The over bed |ampers were dusted and 9/11/2007
565, and the Rehabilitation Department treatment | cleaned. _ '
area ,n eight (8) of 20 walls observed. | 2.) All bed lamps were inspected and all 9/27/2007
associates were in-serviced on high and ‘
'10. Closet and entry doors were marred scarred low dusting.
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Continued From page 3
and/ordamaged in rooms: 562, 563 564, 567

‘and the Rehabilitation Department on 5 Eastin

five (5} of nine (8) doors observed.

11. Floor tiles were cracked, uneven and
damaged in the facility's basement hallway near
dietary, the cafeteria and elevators in one (1) of

. three (3) hallways observed.

12, The-grout surfaces between,ﬂoortﬂes in the

.| main kitchen and pot and pan wash area were

eroded and standing water was observed
between tile surfaces in two (2) of two (2)
observations of fioor tlles

13. Baseboards were observed damaged/missing
in the facility's basement Rehabilitation
Department in one (1) of two (2) baseboards
observed.

14. Knobs were observed missing on wardrobes
and dresser drawers in the following rooms: 134,
146, 255, 323, 403 and 454 in six (6) of 31
wardrobes and dresser drawers observed in the
facility.

Employee #11, 13, 14 and 15 acknowledged the
findings at the time of the observations.
483.20(d), 483.20(k)(1) COMPREHENSIVE
CARE PLANS

A facmty must use the results of the assessment
to develop, review and revise the resident's
.comprehensive plan of care.

The facility must develop a comp_rehehsivé care

plan for each resident that includes measurable
objectives and timetables to meet a resident’s
medlcal nursmg, and mental and psychosoma!

F 253

F 279

6. 483.15(h)(2) Housekeeping/Maintenance

3.) Houskeeping will conduct random
inspections daily.

"4.) The Housekeeping Manager will report

inspection results to the administrator
quarterly at the Qll Meeting.

7. 483.15(h)(2) Housekeeping/Maintenance

1.) The ceiling tiles were changed.

2.) The ceiling files in the main kitchen and
storage room were inspected and replaced

as needed.

3.) Manitenance will add area to the monthly
rounds list and monitor.

4.) The Maintenance Engineering Manager

| will report the inspection results to the

Administrator quarterly at the Q1 Meeting..

8. 483.15(h)2) Housekeeping/Maintenance-

1.). The blinds in rooms 210, 212, 402, 500

" and 543 were replaced or repaired.

2.) The Manager inspected all blinds to
ensure compliance.

3.) All departmental associates were
in-serviced on properly opening and closing
blinds and how to identify and replace
broken/damaged blinds. Houskeeping will
monitor blind quality.

4.y The Housekeeping Manager will report
monitoring results to the Administrator
quarterly at the Q! Meeting.

9. 483.15(h)(2) Housekeeping/Maintenance
1.) Tickets were issued for repairs and’
painting of areas.

2.) All walls were inspected.

- 3.) Maintnenace will monitor quality during
- the monthly rounds.

4.) The Maintenance Engineering Manager
will report the inspection results to the
Administrator quarterly at the Ql Mesting.. °

110M1/2007

10/22/2007
10/22/2007

10/28/2007

10/28/2007

10/28/2007

"| 10/28/2007

10/28/2007

10/28/2007

10/27/2007

10/1/2007

On-going
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covered with eschar.

| The resident was placed on contact isolation for

clostridium difficile on admission.

A “Geriatrie Depression” scale was completed by

will report the inspection results to the
Administrator quarterly at the QI Meeting..
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F 279 | Continued From page 4 " F 279/ 10. 483.15(h)(2) Housekeeping/Maintenance (02212007
.| needs thatare identified in the comprehenswe 1.) Orders were generated for doors that e
assessm ent. - were marred, scarred and/or damaged in
. , rooms 562, 563, 564; 576 and the Rehab
e . | department on 5 East for repairs to be done.
The care plan must describe the services that are 2‘;‘):“ other doors were insp‘:a(;::d? " 9/11/2007
to be furnished to attain or maintain the resident's 3.) Doors will be inspected on a monthly 10/28/2007
| highest practicable physical, mental, and basis by Engineering Manager. '
psychosocial well-being as required under 4.) The Engineering Manager will report 10/28/2007
§483.25; and any services that would otherwise inspection results to the Administrator
be required under §483.25 but are not provided quarterly at the QI Meeting.
due to the resident's exercise of rights under 11. 483.15(h)2) Housekeeping/Maintenance
§483.10, including the right to refuse treatment 1.) Maintnenace scheduled the repairs of 10/27/2007
under §483.10(b)(4). fioor tiles.
o - 2.) Al floor tiles were inspected. 9/11/2007.
3.) The floor tiles will be included on the -
This REQUIREMENT is not met as evidenced monthly rounds list. o ,
by: 4.) The Maintenance Engineering Manager On-going
Based on record review and facility staff interview, will report the '”Sped‘l’m { f;”'télt&thi.
for one (1) of 30 sampled residents, it was - Admlmstfa’ior quarterly at the : ee 3n9-,-
determined that facility staff failed to initiate a 12. 48315(h)(2) Housekeeping/Maintenance)
care plan for Resident #22 for depression and 1) R being made 10 camedt 10/2712007 ),
in mana ement e grout surtaces and stancing water.
pain g 2.) All floor tile grout was inspected. 9/11/2007
3.) The floor tile grout will be included on the 10/1/2007
The ﬁndmgs include: "monthly rounds list for monitoring. '
| 4)) The Maintenance Engineefing Manager On-going
A Facnllty staff failed to develop a care plan for will report the inspection resutts to the .
Resident #22 for depression. Administrator quarterly at the Q! Meeting..
. . \ - 13. 483.15(h)(2) Housekeepmg[Mamtenance
A review of Resident #22's record revealed that 1.) Repairs o the baseboards are |10/27/2007
| the resident was admitted to the facility on June being completed in Rehabilitation.
7, 2007 for a fractured right hip and femur post 2.) The baseboards were inspected. 9/11/2007
| motor vehicle accident. The resident had two (2) 3.) The baseboards will be included on the 10/1/2007
wounds on the right leg, the graft site on the right “monthly rounds tist for monitoring.
lower leg and a wound on the rlght inner leg 4.) The Maintenance Engineering Manager 10/28/2007
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On June 10, 2007, the resident's husband
- expired unexpectediy on June 11, 2007.

'| A psychiatric consult was requested on June 11,
2007. The psychiatrist saw the resident on June
12, 2007 and documented, "Depression related to
significant decline in physical and psychological
status ... The psychiatrist recommended
Wellbutrin 50 mg daily, an antidepressant. The
resident received the medication daily, beginning
June 13, 2007.

The resident was hospitalized on June 29 throUgh
July 12, 2007 for severe depression and failure to
thrive,

A review of the resident's care plan, initiated June
14, 2007, revealed no goals or approaches for
depresswn

B. Facility staff failed to develop a care plan for
Resident #22 for pain management,

A review of Resident #22's admission Minimum

| Data Set assessment, completed June 20, 2007,
revealed that the resident was coded in Section
J2, "Pain Symptoms" for incisional pain that was
' excruciating at times.

Admission orders signed by the physician on
June 8, 2007, directed, "Acetaminophen/codeine
#3 tablet, take 1 tablet by mouth as needed for

' moderate to severe pain."

- will conduct monthly audits and submit

| 483.20(d.), 483.20(k.)(1.)

- 3.) All RN staff was in-serviced on the care
_plan process. o ‘ .
4.) Nurse Managers wil conduct monthly 10/28/2007

9o | SUMMARY STATEMENT OF DEFICIENCIES | 1D - 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
. _ . DEFICIENCY) : '
. F279 | Continued From page' 5 F 279 14. 483.15(h)(2) HousekeepmgIMamtenance .
. . - o oo . 1.) Knobs have been replaced on'the | 9/13/2007
: .the social worker on June 8, 2007 with a score of identified wardrobes and dresser drawers. '
"7" . According to the scoring scale on the 2.) All of the fumiture was inspected. ‘| 9/13/2007
“Geriatric Depression Scale," the social worker 3.) The knobs will be included on the -1 10/1/2007
identified the resident with "mild depression." monthly rounds list for monitoring. :
' 4.) The Maintenance Engineering Manager | On-going

will report the inspection results to the
Administrator quarterly at the Qi Meeting..

483.20(d.), 483.20(k.}(1.)
A. Comprehensive Care Plans

1.) A depression care plan was generated 9/14/2007
for Resident #22.
2.) All Residents with a diagnosis of ' 9/30/2007 |
depression were identified and a care plan

| is in place. :
3.) All RN staff members will be in-serviced 10/8/2007
on the care plan process.
All Social Workers and Activity Assistants 101972007
will be in-serviced on the care plan process. -
4.) Nurse Managers will conduct monthly On-going

audits and submit the resuilts to the DON
for presentation at the Quarterly QA meeting.
Sacial Worker Manager and Activity Manager

results for presentation at the -Quarterly QA
meet_ing.

B. Comprehensive Care Plans

1.) A pain management care plan was 9/13/2007

generated for Resident #22.

2.) All Residents were assessed and pain 10/3/2007

management care plans were generated

audits and submit them to the DON for
presentation at the Quarterly QA meeting.
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.F 279 | Continued From page 6 = - F 279

According to the June 2007 Medlcatlon
Administration Record (MAR), the resident
received pain medication on June 8, 2007.

The resident was hospitalized on June 29 through
July 12, 2007. According to the July 2007 MAR,
the resident received pain medication on July 17
20, 22 23, 28, 28 and 31, 2007.

According to the August 2007 MAR the resident
-received pain medication on August 3, 6, 7, 10,
11, 12, 13, 15, 16, 17, 18, 20, 21, 22, 23, 24, 25,
26, 28, and 31, 2007.

According to the September MAR, the resident
received pain medication on September 2,3,4,86,
7, 8 and 9, 2007

The reSIdent was hospitalized on September 11,
2007 and had not returned to the facnllty at the '
time of this review.

. | Areview of the resident's care plan, initiated June
| 14, 2007, revealed no goals or approaches for
‘| pain management.-

A face-to-face interview with Employee #3 was
conducted on September 13, 2007 at 8:40. AM.
He/she acknowledged that a care plan was not
developed for depression or pain management
for Resident #22. The record was reviewed on.
September 13, 2007. .

F 280 | 483.20(d)(3), 483.10(k){(2) COMPREHENSIVE . F280
§8=D | CARE PLANS : , o -

The resident has the right, uniess adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
. partICIpate in piannlng care and treatment or
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changes in care and treatment.

.A comprehensive care plan must be developed
within 7 days after the completion-of the

| comprehensive assessment; prepared by an

interdisciplinary team, that includes the attending

physician, a registered nurse with responsibility

| for the resident, and other appropriate staff in

disciplines as determined by the fesident's needs,

and, to the extent practicable, the participation of

the resident, the resident's family or the resident's

| legal representative;-and periodically reviewed

and revised by a team of quahf ed persons after

| each assessment.

This REQUIREMENT is not met as ev:denced
by:
Based on staff mtervnews and record rewew for
three (3) of 30 sampled residents, it was
determined that facility staff failed to update the
care plan with additional goals and approaches
for three (3) re5|dents W|th falls. Residents #10,
15 and 16.

The findings include:

1. Facility staff failed to revise the falls care plan 483.20(d.)(3.), 483.10(k.)(2.)

for Resident #10 after three (3) falls. ' . 1. Comprehensive Care Plans

' ot aft @) : 1.) Resident #10 care pian was reviewed 9/13/2007
he review of the care plan initia mber - and revised. '
; ezrgoeeanz |tast ;:ev;eev;t'eg Al:gut;d1 geggeo_/ ber 2.) Ali resident with history of falls and at 10/3/2007
' " i ; ; ! . risks for falls care plans were reviewed. :
revealeF EeSldint at» n%k for fal! mEl relartted tg " 3.) Licensed staff was instructed on the care 10/8/2007
generalizeq weakness, lagnosis riypertension. plan process.

4.) Nurse Managers wil conduct monthly 10/28/2007

There were entries in the care plan dated July 12,

audits and submit them to the DON for
17 and August 30, 2007 that indicated, "Found

presentation at the Quarterly QA meetmg

usVersions Obsolets ~~ EventiD:NWGP11  Faclity ID: CARROLLMANC If continuation sheet Page 8 of 25
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resident was receiving treatment three (3) times
per week. However, there was no evidence that
the physical therapist initiated any additional
therapeutic modalities after the resident fell on

July 12, 2007.

A "Falls" -care plan was in place at the time of
this review. The care plan was reviewed by the
interdisciplinary care team on July 31, 2007.
There was no evidence that additional goals and
approaches were initiated after the resident's fall .
of July 12, 2007.

A face-to-face interview was conducted with
Employee #4 on September 11, 2007 at 3.30 PM.
He/she acknowledged that no additional goals
and approaches were initiated after the resident -

feII on JuIy 12 2007 The record was revrewed

o

- audits and submit them to the DON for
presentation at the Quarterly QA meeting.

L (4D SUMMARY STATEMENT OF DEFICIENCIES D . _PROVIDER'S PLAN OF CORRECTION (X5)
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F 280 Continued From page 8 F 280
lying on blue mat no injury”. However, there were ‘ :
no additional goals and approaches included on
the falls care plan. . .
On September 13, 2007 at approximately 10:00
AM, a face-to-face interview was conducted- with
Employee # 4, who acknowledged that the care
plan was not revised with additional goals and
approaches for the aforementioned falls. The
record was: revrewed on September 11, 2007. _
2. Facility staff falled to initiate additional goals 483.20(d.)(3.), 483.10(k.)(2.)
and approaches for Resident #15 after a fall. 2. Comprehensive Care Plans
o i 1.) Resident #15 care plan was reviewed 9/13/2007
“| A review of Resident #15's record revealed a and revised. :
nurse's note dated July 12, 2007 at 1425 (2:25 2.} All Residents with a history of falls and 10/3/2007
PM), " Resident noted on the floor in the dining risk of falls care plans were reveiwed and
room ...no visible injury noted." updated as needed.
' ' 3.) Licensed staff was in-serviced on the 10/5/2007
Physical therapy was initiated on June 8, 2007 care plan process. .
after the resident fell on June 6, 2007 and the 4) Nurse Managers wil conduct marthly | On-geing
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September 11, 2007. . '
| 3. Facility staff failed to update the "Falls" care 483.20(d.)(3.), 483.10(k.)(2.) -
plan with new approaches and interventions for 3. Comprehensive Care Plans
Resident #1.6 after a fail. . 1.) Resident #16 care plan was reviewed 9/13/2007
According to a nurse's note dated May 16, 2007 | ;n)dArI?;Ticsaii%ems with a history of falls or 10/3/200
at 0855 [[8:55 AM], "Resident found on the floorin risk of falls were reviewed and upd 7
. . K- ) pdated. .
the bathroom at 0800. [8:00 AM|] [He/she] was 3.) Licensed staff was in-serviced on the 10/8/2007
alert but could not respond verbally. [He/she] was caréplan process.
confused and irritated ...MD notified and ordered | 4.y NurseManagers wil conduct monthly On-going
resident to be sent to the hospital." audits and submit them to the DON for :
: ‘ . presentation at the Quarterly QA meeting.
| A care plan entitled "High risk for fall" was o :
initiated October 25, 2006. The care plan was
reviewed by the interdisciplinary team on July 26,
2007. There was no evidence that additional
goals and approaches were developed in
response to the resident's fall on May 16, 2007.
A face-to-face interview was cenducted with
Employee #3 on September 12, 2007 at10:30
| AM. He/she acknowledged that the care plan
should have been updated after the resident's fall
on May 16, 2007. The record was reviewed
.| September 12, 2007.
© F 309 |483.25 QUALITY OF CARE F 309
88=D . B . '
- .| Each resident must receive and the facility must
provide the necessary care and services to attain .
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.
: ThlS REQUIREMENT is not met as ewdenced
by
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1 September 12, 2007

‘August 22, 2007

| A review of the dietician's note dated August 13,

| the "Weekly Weights" book, the resident lost 8

aseptic technique for a surgical wound dressing
change and rinse the wound with normal saline
as per physician's arders for one (1) resident.
Residents #6, 12, 15 and S1. -

The findings include:

1. Facility staff failed to follow up on an 18 pound
weight loss for Resident #6. ‘

A review of the "Weekly Weights" book revealed
Resident #6's weights as follows:

August 8,"2007 .
August 13, 2007

148.2 pounds
140.2 pounds
134.6 pounds
September 1, 2007 130.2 pounds .
September 10, 2007 132.2 pounds
134.0 pounds

The resident lost 18 pounds from August 8
through September 1, 2007.

2007 discussed the resident's severely depleted
protein stores and recommended Ensure three
(3) times daily and Beneprotein twice daily. The
recommendations were initiated. According o

pounds in one (1) week when the dietician had

- | STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA .| X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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1
F 309| Continued From page 10 F 309| 1- 483.25 Quality of Care ‘
. g . 1.) A reweight was done on Resident #6. A 9/11/2007
Based on observations, record review and staff | dietary. speech and ph it
irtervi three (3) of 30 sampled residents . S pharmacy consuls
interviews for f . 4 were ordered. Resident #6 was placed on
_ and ong-(1) supplerﬂental resuc_ignt, itwas, weekly weights for monitoring. i )
| determined that .faClhty staff faﬂe_d to: fO!lOW—'Up on 2.) Weights were reviewed on all residents 10/3/2007
an 18 pound weight loss for one (1) resident; for a + or - loss or gain and will be addressed
differentiate between the use of multiple pain where needed. ,
medications for (1) resident, follow-up on a 3.) All staff was in-services on the weight 10/8/2007
swollen right hand and elevate the feet per loss protocal. _ _
physician's orders for one (1) resident, and follow 4.) Residents weights will be monitored 10/28/2007

monthly and reported at the Nutrition and
Hydration monthly meeting and at the
Quarterly QA meeting. -

70 @}'PFevnous Versions 'Obsolete B

“Event ID:NWGP11

" Faciltty iD: CARROLLMANC

i -Ifﬁciibnii’huatioﬁ sheet Page 11 0f25




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08724/2007
FORM APPROVED
: OMB NO. 0838-0391

| STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA .
IDENTIFICATION NUMBER:

095034

,,,,

. |B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

‘NAME OF PROVIDER OR SUPPLIER

CARROLL MANOR NURSING & REHAB

| STREET ADDRESS CITY, STATE, ziP CODE
725. BUCHANAN ST, NE

WASHINGTON, DC 20017

09/13/2007

x4 D - SUMMARY STATEMENT OF DEFICIENCIES D 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
_ . ‘ . . DEFICIENCY)
F 309 | Continued From page 11 _ F 309
written the progress note. There was no
| acknowledgement of the resident's weight loss or
recommendation to prevent further weight loss
after the dietician's note of August 13,.2007.
Without additional interventions, the resident
gained two (2) pounds when weighed on
September 10, 2007 and two (2) pounds when
weighed on September 12, 2007.
A face-to-face interview was conducted with .
Employee #9 on September 10, 2007 at 3:40 PM.
_He/she stated ,'[Resident #6] lost all that weight
and was just diagnosed with multiple myeloma.
But the weight loss occurred before the cancer
' dlagnOSlS ‘When someone looses weight,
 nursing requests a dietary consult. It got missed.".
The record was reV|ewed September 10, 2007.
2. Facility staff failed to differentiate between the 2. 483.25 Quality of Care
use of multiple pain medications for Resident '
#12. 1.) Resident #12 pain med orders were 9/11/2007
: reviewed. The morphine sulfate was .
A review of Resident #12's record revealed discontinued. Tylenol #3, 1 tab for mild-pain
80-day physxclan s orders on August 13,2007, as  and Tylenol #3, 2 tabs for severe pain was
foliows: ordered.
: ' 2.) Pain medication on al! Residents will be 10/8/2007
iewed to ensure documented indications.
Acetaminophen 650 mg suppository, insert 1 reviewed to ens
! 3.) Staff will be in-serviced on proper 10/8/2007
supposutory rectally every 6 hours for pain. documentation when obtaining medication
Acetaminophen with Codeine #3, 1 tablet by orders.
mouth every 6 hours as needed for pain. 4 ; ,
- D _ .) Nurse Managers will conduct monthly 10/28/2007
Morph'ne 1’0 mg/ml, inject 0.2 ml,IM audits to ensure all medications include an
(intramuscular) as needed for paln. indication. The results will be submitted to
' the DON for presentation at the Quarterly
There was no differentiation between the use of QA meeting.
the three (3 med|cat|ons for pam as hsted above.
A face-to-face interview was conducted with
Employee #10 on September 11, 2007 at 3:20
FORM CMS- 2567(02 -98) PBrévious Versions Obsolete T ot 165 RGP Facit 1 CARROL RS e
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-~ | PM. Hefshe stated, "I. medicated [Resident #1 2]
| this moming for. pain. | gave [the resident] Tylenol
#3. The suppository was ordered when [he/she]
was not eating a couple months ago and the
morphine came with [him/her] when [Resident
#12] returned from the hospital in April (2007). |
have always used Tylenol #3 because it works.
We reaIIy don't need the other medlcatlon :
orders."
| A review.of the June, July, August and s
September 2007 Medication Administration
Records revealed that the resident had never
received morphine and had received a Tylenol
suppository on June 4, 2007. The record was
| reviewed September 11, 2007.
3. Facility staff failed to follow-up on a swollen 3A. 483.25 Quality of Care
right hand and elevate Resident #15' s feet as per
physician's orders. ' 1.) Resident #15 was ordered Lasix 10mg.
) ' PO every other day. She no longer has a
A. Facility staff failed to follow-up on Resident - | right hand edema. 9/13/2007
#15's swollen right hand. 2.) All residents were assessed to ensure
| . there was no evidence of swelling that was : :
According to a nurse's note dated May 15, 2007 : not addres:sed.‘ . ) . 10/8/2007
at 0700 (7:00 AM), "During AM care at 6:30 AM - | r39>p (S):t?:g“;'c',' :rf;:f:;":’fg ?if;\;h'fﬂo shift
the staff giving care called the writer to resident's : | communication. prop 10/8/2007 -
room. Right hand swollen.” . 4.) Daily audits will be dorie on the 24 hr,
According to  nurse's note dated May 15, 2007 changes me commumion. Toormas |
at 1500 (3:00 PM), "Resident remains stable the will be submitted to the DON for preseritation
swelling of [his/her] right hand subsiding. Denies at the Quarterly QA meeting.
pain or discomfort.”
There were no further entries by nursing
regarding the resident's swollen right hand. .
There was no evidence in the record that the
-physician had been notified or treatment initiated
regarding the resident's swollen right hand.
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A face-to-face interview was conducted with ‘
Employee #4 on September 11, 2007 at 3:20 PM.
He/she stated, | wasn't aware that there ever .
was a problem with [Resident #15's] right hand."
The resident was observed on September 11,
2007 from 1:45 PM until 3:15 PM. The resndent'
right hand was not swollen.
-| B. Facility staff failed to elevate Resident #15' s ‘ 3B. 483.25 Quality of Care
feet while in the wheelchair.
A review of Resident#15's record revealed a ‘ | 1.)Resident #15 orders were reviewed. All .
physician's order dated August 10, 2007 that : orders were changed to elevate bilateral :
directed, "Elevate bilateral lower extremities at all : lower extremeties at all times while inbed. | 9/13/2007
times while in wheeichair. Bilateral lower . © 2.) All residents orders were reviewedto -
extremity edema . ’ ensure that special instructions were
communicated to care givers. 10/8/2007
Resident #15 was observed in the wheelchair on -~ | 3. Staff will be in-serviced of the
September 11,-2007 from 1:45 PM until 3:15 PM communications l‘?f the Residents Plan of
| while in the living room area. The resident's feet Carﬁ to all N?lsmp ines. | conduct mont 10/8/2007-{ -
remained on the floor during the observation 4.) Nurse Managers will concuct monihly _
fiod. Facility staff did not attempt to elevate audits of the 24 hr. report and submit to the
Ee . #1 5l,ty feet duri n ha ) eb ptio ti iod results to the DON for. presentatlon atthe | 10/28/2007
esident s feet during t _e_o servation period. Quarterly QA meeting.
The resident left the living room area and
_self-propelled the wheelchair using both feet
down the hallway toward his/her room. There
were no foot pedals on the wheelchair. The
resident's bilateral ankles appeared swollen.
Employee #10 was passing Resident #15 and
stated,"Your feet are very swollen." Employee
#10.initiated no action regarding the resident's
swollen feet.
A face-to-face interview was conducted with
Employee #4 on September 11, 2007 at 3:20 PM.
i Helshe stated “[Resudent#15] uses [hls/her] feet
FORM CMS-2567(02-99) PreVlous \)ersmns Obsolete 7 Event ID NWGP11 T Feellny 1D: CARROLLMANt B If ;ortt‘itt;atlort sheetPage 14. of£5
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SUMMARY STATEMENT OF DEFICIENCIES

water. The wound was not rinsed with normal
saline.

Employee #7 applied Bacitracin ointment fo the
suture lines and covered the wound with gauze.
During all steps of the wound treatment,
Employee #7 used the same pair of gloves.

At the end of the wound treatment, Employee #7

looked at his/her hands and acknowledged that
‘he/she had used one (1)-pair of gloves for the

complete wound freatment.

Nurse Managers and submitted to the DON
for presentation at the quarterly QA meeting.
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' for moving the chair. [Resident] will not keep
his/her feet on the foot pedals.”
Employee #4 was informed that facility staff did
not attempt to elevate the resident's feet during
the observation period. Employee #4 stated,
| "[Resident #15's] feet have been swollen a iong
time. [He/she] has never complained of any pain
or discomfort of [his/her] feet or legs. | guess
we're used to the feet being down." The record
was reviewed September 11, 2007.
4. Faciiity staff failed to maintain aseptic 4. 483.25 Quality of Care
technique &nd rinse the surgical wound with , ' .
normal saline as per physician's orders for 1) The geagmem. Ordir'for Resident #3/1 was | 9/11/2007
Resident S1 ‘ : reviewed. Dressing changes to start 9/8/07
) was washed with soap and water, rinsed
o with saline and apply bacitricin ointment on
A physician's order dated September 9, 2007 suture line. PRy _
directed, "Wash with soap and water. Rinse with 2.) All Residents with pressure ulcers were 10/8/2007
normal saline. Apply Bacitracin ointment to the reviewed to ensure treatment was done per
suture line and cover with gauze." physician orders. '
_ . . : 1 3.) Alllicensed staff was in-serviced on 9/28/2007
A wound treatment observation was conducted Infection Control and aseptic technique. And
on September 11, 2007 at 1:20 PM. Employee . in-serviced on pressure ulcer and skin care. 10/3/2007
#7 washed his/her hands, established a clean The staff members cited were scheduled
field, donned gloves, removed the soiled for an off campus seminar of wound care.
dressing, and cleansed the wound with soap and 4.) Monthly audits will be conducted by the 10/28/2007 |
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Resident S1 returned from a hospitalization on
July 6, 2007 for a surgical flap closure of a
pressure sore. A drain was present in the lower
portion of the suture line. The soiled dressing
contained a small amount of dark serous. .
drainage with no odor. The two (2) suture lines
were well approximated with no redness. The
record was reviewed on September 11, 2007.

F 314 | 483.25(c) PRESSURE SORES , F 314|
S8=D : ’ ' -
Based on the comprehensive assessmentofa
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

_g;_ns REQUIREMENT is not met as evidenced - | F314 483.25(c.) Pressure Sores

Based on the observation of one (1-) of five (8) |

JT i

pressure sore treatments, it was determined that ;2)4 ;2?;3:22&?5 t:zr:r:)ilslﬁc.i onResident | 9/11/2007 .
facility staff failed to maintain aseptic technlque 2.) All residents with pressure ulcers were 10/8/2007
for Resident #24's dressing change. reviewed to ensure aseptic technique.
i P _ v . 3.) Licensed staff was in-serviced on 10/8/2007
The findings include: Infection Control and aseptic technique.

: N Treatment competenicies were completed. i
A physician's order dated August 15, 2007, 4.) Monthly audits will be completed and 10/29/2007
directed, "Cleanse coccyx ulcer with Allcienz. submitted to DON for presentation at the '
Apply Panafil ointment and cover with 4 x 4 : Quarterly QA meeting.
[gauze] dressing then [apply] Tegaderm tW|ce
daily."

During an observation of a the coccyx wound
dressmg change on September 12 2007 at
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| covering without washing his/her hands and
-changing his/her gloves. :

| The facility must ensure that the resident

‘This REQUIREMENT is not met as evidenced

| Rehabilitation Department on the 3rd floor of the.

.observations were made in the presence of

| approximately 11:40 AM, Employee #6 cleansed
the wound area with Aliclenz and applied the -
Panafil, 4 x 4 gauze dressing and Tegaderm

The facility's "Competency Skills Evaluation,
Licensed Nurse Treatment Competency" form
revealed, "...Remove gloves after cleansing
wound and wash hands or use alcohol based
hand rub. Apply clean gloves...'

A face-to-fa_ce interview was conducted with
Employee # 6 at approximately 11:55 AM on
September 12, 2007. He/She stated "l am sorry.
| thought | changed my gioves. | did not realize it
[that he/she did not change gloves]."

483.25(h) ACCIDENTS AND SUPERVISION

environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

by:
During. the environmental tour of the

facility, it was determined that facility staff failed-to
maintain a hazard free environment as ewdenced
by unsecured skid strips on‘the "single step"
practice steps and the ' standmg table". These

Employees #11, 12 and 16. -

) ;’;F 323| 483.25(h) Accidents and Supervision

1.) Rolls of antiskid tape were ordered. The 9/13/2007
rolls of tape are in 2, 4 and 6 inches in width.
The 6 inch was used to cover the

"single step" practice step.

2.)An inspection of al! training stairs, parallel 9/14/2007
bars, standing tables and any areas requiring
antiskid support was performed. All areas
showing evidence of worn tape were covered
with new antiskid tape. .

3.) All'Physical/Occupational Therapy 9/15/2007
associates were in-serviced on the safety
risks that exist by not having these surfaces

- secured. Dally inspections of these areas.

" is now included in the jOb dutues of Rehab

- Technicians. - : ) .
.4 ) The results of the’ dally xnspec’uons will - 110/28/2007
be submitted to the Director of Rehab
Services monthly and results reported to
to the Administrator quarterly at the Q.
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The ﬂndings include: -
On September 12, 2007 at 11:20 AM, the skid
strips on the "single step" practice steps and the
"standing table" were observed to be damaged
and unsecured to the wooden platforms.
A face-to-face interview was conducted at the
time of this observation with Employees #11, 12 1. 483.35(I)(2) Sanitary Conditions - Food
and 16, who acknowledged the findings at the Prep & Service
time of these observations. 1.) The drains were immediately cleaned, 9/10/2007
F 371 | 483.35(i)(2) SANITARY CONDITIONS - FOOD F 371 scrubbed and sanitized.
ss=k | PREP & SERVICE 2.) All affected areas were inspected. 9/10/2007
. o : 3.) Porters were in-serviced fo clean the 9/11/2007
The facility must store, prepare, distribute, and idr::";;smt";xda"y and the Manager will .
fi der sani ditions. : -
serve food under san tary. conditions 4.) The Director will inspect weekly, conduct | 10/28/2007 -
monthly audits and the results will be '
presented to the Quarterly QA meeting.
: | 2. 483.35(1)(2) Sanitary Conditions - Food
This REQUIREMENT is not met as evidenced Prep & Service
by: 1.) The hose and bases were cleaned. 9/10/2007
Based on observations dunng the survey period, 2) éll:reas were mspectg:d. | gﬂ gggg;
it was determined that dietary services were not 32 d t? ers ‘évae.lre mfstgructe htohgf:aag hoﬁe dul
adequate to ensure that foods were served and a{as foss’;e p Iayl'\da’[he :Aaacnas e'r il ;‘; ZC;' e
prepared in a safe and sanitary manner as dallyp g P
| evidenced by: ?oned floor drains in the main 4.) The Director will inspect weekly, conduct  |10/28/2007
kitchen and cafeteria, bio-generator hos'e _ monthly audits and the results will be
‘ convechton over fLoors% Ltmdertthe IC:OK stfood presented to the Quarterly QA meet,ng
-preparation sink and cafeteria tray line, interior )
| and exterior surfaces of the deep fryers and 3. 4?::(2(;1::::3” Conditions - Food
| dishwasher slats and ice scoops were improperly ' ; )
. : T 1.) The exterior surfaces of the convection --9/10/2007
| stored. Th?sEe oblservagons were made in the oven hoods were deep cleaned.
presence of Employee #17. 2) All surfaces were inspected. | 9mor007 |
The findi . ude: 3.) Porters were instructed to clean surfaces 9/10/2007
€ itindings inciude: on a weekly basis. :
) . . . 4.) The Manager will conduct weekly 10/28/2007
1. Open floor drains were soiled and stained with inspections and the results will be presented
food debrls under steamers cook s preparatlon the Quarterly QA meetmg
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‘ . Prep & Service
sink, dishwasher, and pot and pan wash areain 1) The floors were immediately cleaned. 9/10/2007
the ma)n kitchen, steam table ln' the gafgterla and 2.) All areas were inspected. 9/10/2007
first, third and fifth floor pantry sinks in eight (8) of 3.) Porters were instructed to sweep and 9/11/2007
10 drains in food preparation areas observed mop under the steam tables every evening.
betv;%%r; 8:30 AM and 11:30 AM on September 4.) The Manager will inspect daily and the 10/28/2007
10, . results presented to the Quarterly QA
. meeting. -
2. The bio-generator hose was soiled and stained 5. 483.35()(2) Sanitary Condltlons Food
with debris in the pot and pan wash area in one Prep & Service
(1) of one (1) bio-generator hose observed at 1.) The outer surfaces, inner gas supply 8/10/2007
approximately 10:00 AM on September 10, 2007. lines, valves and electrical wiring were
. . . : cleaned immediately.
3. The side and top exterior surfaces of the 2.) The cooks have been instructed to clean 8/10/2007
convection oven hoods in the cook's preparation these areas after each use on a daily basis. 0/10/2007
area were soiled with dust and grease in two (2) 3) chr;e Ma"af‘:’ ‘é‘,s"eds on da _?al"y basis
of two (2) hoods observed at 9:15:AM on and document indings on a datl 'og.
September 10, 2007, 4.) The daily logs are presented to the 10/28/2007
) ) Director who will present to the Quarterly
. S QA meeting. '
1 4. Floor'surfaces under food preparation sinks in '
iy ; 6. 483.3 i itions -
1 the main kitchen and a steam tabie in the S(2) Sa_mtary Conditions - Food
feteria w iled and stained in two (2) of twi Prep & Service
cafeteria were soiled and stained in two (2) of two 1.)The dishwasher was delimed and cieaned. | 9/10/2007
(2) fioors obgerved in the main kitchen and . 2.) The food service workers have been 9/10/2007
cafeteria at 9:30 AM on September 10, 2007. instructed to delime the dishwasher weekly
o ' ) and clean after each meal. .
5. The outer surfaces, inner gas supply lines, 3.) The'Manager inspects on a daily basis 9/10/2007
valves and electrical wiring of the deep fryers and document findings on a daily log. 10/28/2007
‘were soﬂed with a_c;cumu|ate_d grease and food 4.) The daily logs are presented to the :
deposits in the main kitchen in two (2) of two (2) Director who wili present to the Quarterly
|| deep fryers observed at 9:10 AM on September QA meeting.
10, 2007. 7. 483.35(1)(2) Sanitary Conditions - Food
v _ ~ Prep & Service
6.--The slat surfaces on the soiled and clean side 1.JThe scoops were immediately removed, 911012007
of the dishwasher were soiled with mineral washed, sanitized and placed in the scoop
deposits and food debris in one (1) of one (1) h°'de'5'f , core h
dishwasher observed at 1:30 PM on September 2.) The food service workers have been 011012007
10, 2007 instructed to place scoops correctly.
3.) The Manager inspects on a daily basis 911012007
7. Scoops were stored on top of the ice machine and document findings orm rdally log 1012812007
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four (4) of four (4) ice scoops observed at 1:55 '
PM on September 10, 2007.
Employee #1 7 acknowledged these ﬂndlngs at
the time of the observations. _
F 386 | 483.40(b) PHYSICIAN VISITS F 386| 483.40(b) Physician Visits
8S8=D : 1.) The Medical Director verbally counseled 10/2/2007
The physician must review the resident's total the physician who was aware that the
program of care, including medications.and resident was blind. The physician cerrected
" | treatments, at each visit required by paragraph.(c) the chart.
of this section; write, sign, and date progress 2.) The MDS Coordinator will continue to 10/28/2007
notes at-each visit; and sign and date all orders review charts quarterly for H and P quality
with the exception of influenza and pneumococcal aR”d o%mmumcate deficiencies to Medical
_polysaccharide vaccines, which may be - Records.
gdr)rlﬂnistered per physician-approveyd facility “3.) The Medical Director will communicate 10/28/2007 |
policy after an assessment for contraindications. the annual H & P documentation requirement
‘ to all attending physicians. Medical Records
_ will notify the Medical Director of H & P
quality monitoring results monthly. :
This REQUIREMENT is not met as evidenced 4.) The Medical Director will report monitoring | 10/28/2007

| by:

- | one (1) of 30 sampled residents, it was
"1 determined that the physician failed to include all

| The findings include:

| to Gastritis, Schizophrenia and Progressive

Based on record review and staff interview for

diagnoses on the Hlstory and Physical (H&P) for
Resident #18. ’

A review of Resident #18's."Admission and
Annual Physical Exam Form" dated and signed
by the attending physician on March 8, 2007
listed diagnoses, "Annual Examination - ...ADL
(Activities of Daily Living) Dysfunction, H/o [history
of] UGI [Upper Gastrointestinal] bleed secondary

Cognitive Decline...; Head, eyes, ears, nose and '
throat: WNL [within normal limits] ..

Accordlng to the annual Mmlmum Data Set

results to the Administrator quarterly at the
Quarterly QA meeting.
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completed July 17, 2007, Section D [Vision :
Patterns] was coded as severely impaired.
According to the Resident Care Plan Problem list,
start date September 26, 2000 and last updated
July 17, 2007 inciuded " szual Function. (#3)
blind due to cataracts ..
The H&P lacked evidence of Resident #18 bemg
blmd due to cataracts.
| A face-to-face interview was conducted on
| September 12, 2007 at approximately 4:15 PM
with Employee #4. He/She acknowledged that the
physician failed to list all current diagnoses on the
H & P. The record was reviewed on September
12, 2007. : : ‘ .
F 387 | 483.40(c)(1)~(2) FREQUENCY OF PHYSICIAN F 387 483-40§°:)(1)-(2) Frequency of Physican
SS=D VISlTS : o ‘ Visits o _ .
: 1.)The attending physician saw Resident -9/28/2007 |
' "# 15 and wrote a progress note. _ .
The reS\dent must be seen by a phySlClan at least -2.) The nursing units will continue to monitor ~ | 10/1/2007

| once every 30 days for the first 90 days after’
.| admission, and at least once every 60 days

thereafter.

‘A physician visit is considered timely if it occurs
not later than 10 days after the date the visit was

| required.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview: for
one (1) of 30 sampled residents, it was.

.| determined that the physician failed to visit

Resident #15 every 60 days.

The findings include: -

‘| the-charts for.physician.compliance.
Medical Records will continue to notify the
Medical Director timely.

3.) The Medical Director will communicate 10/1/2007
requirements for timely physician visits to all
attending physicians.

4.) The Medicat Director will report monitoring | 10/28/2007
results to the Administrator quarterly at the
Ql meeting.
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A review of Resident #15's record revealed a
History and Physician examination completed by
the physician on June 8,2007. Therewas no
evidence in the record that the physician had
seen the resident and written and dated a
progress note since June 8, 2007.

The resident fell with no injuries noted on July 12,.
2007. The resident received physical therapy that
was initiated on June 6, 2007 after a prior fall.
The resident had no additional medical issues
from June 8, 2007 until the time of this review.

A face-to-face interview was-conducted with
Employee #4 on September 11, 2007 at 3:15 PM.
| He/she stated, " We have reminded the doctor
| several times that [Resident #15] needs to be
seen." The record was rewewed September 11,
E 2007. . U )
- . F431]483. 60( ) ( ) (e) PHARMACY SERVICES : - F431]
SS=E :
The facmty must employ or obtain the services of
a licensed pharmacist who establishes a system , : :
of records of receipt and disposition of all . ' #
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is malntalned and penodlcally
"| reconciled.

| Drugs and biologicals-used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

in eccordance with State and Federal laws, the
facility must store all drugs and biologicals:in
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locked compartments under proper temperature - '
controls, and permit only authorized personnel to
have access to the keys.
The facmty must provide separately Iocked
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
-‘Comprehensive Drug Abuse Prevention and
-Control Act of 1976 and other drugs subjectto '
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected
| This REQUIREMENT is not met as evidenced
{by: : : :
Based on observations and staff interview of four:
(4) of five (5) nursing units, it was determined that |
the facility staff failed to date and initial opened
multi-dose medication vials and store medication
properly.
The findings include:
| 1. The facility staff failed to date and initial Fa31 483.60(5.), (@), (e))
opened Xalatan and Miacaicin multi-dose 1. Pharmacy Services
“medication vials.
. _ 1.) The open vials of Xalatan and Miacalcin 9/11/2007
| The r_nedication included: were discarded and replaced with new vials. :
. ' . They were signed and dated.
1st Floor - 2.) A review on all medication vials were 10/3/2007
| Xalatan ophthalmic drops five (5) vials done to ensure they were signed and dated. |
Miacalcin nasal spray one (1) vial 3.) Staff in-services were conducted on 10/8/2007
medication storage and dating.
. Employees #6, #18 and #19 acknowledged that 4.) Monthly audits by the Nurse Manager ~On-going
the Xalatan and Miacalcin vials were not dated.. and the results submitted to the DON for
andlor lmtxaled at the t|me of the observatlons presentation at the Quarterly QA meeting.
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2nd Floor - _
Xalatan - ophthalmic-drops two (2) vials
Employees #20 and #21 acknowledged that the:
Xalatan vials were not dated and/or initiated at the
time of the observations.
3rd Floor
Xalatan ophthalmic drops two (2) vials
Employee #3 acknowiedged that the Xalatan vials
were not dated and/or initiated at the time of the
observations.
4th Floor
Xalatan ophthalmic drops two (2) vials
| Miacalcin nasal spray two (2) vials
Employee #4 acknowledged that the Xalatan and
Miacalcin vials were not dated and/or
initiated at the time of the observations.
2. The facility staff failed to store Miacaicin nasal F431 483.60(b.), (d.), (e.)
.spray accordingto facility policy and manufacturer 2. Pharmacy Services
' s recommendations. '
‘ . . ' o 1.) Miacalcin was discarded and a new one 9/13/2007
.| The facility's policy 4.1 #14, titied, "Medication was stored in an upright position.
Storage in the Facility" stipulated . 2.) All residents on miacalcin was identified 10/3/2007
“Medications are stored in correct positions per The miacalcin was checked for upright
manufacturer's specification”. The storage. ) od of
manufacturer's recommendation was to store 33 S;:z(‘)’:aniig‘c':im'ce of the proper 10/8/2007
. . - . " stor in.
] Mlacalcm spray in an upnght position. 4.) Daily monitoring will be conducted to On-going
| On September 12, 2007, between 2:30 PM and ensure proper storage.
| 3:30 PM, the medication carts were inspected
and the findings were as follows:
st Floor
.- — ..: - "‘."» _:,A>:;‘—_:_ ‘:.»._..:,. ._.7 SEIRI ,:_.__,_,_..,, e o g e .ﬂ T SR P I T TR o e SRS — R
FORM CMS-2567(02-99) Previous Versions Obso)ete“_ Lo : Event ID:NWGP11 Facility ID: CARROLLMANC

If continuation sheet Page 24 of 25




' o : PRINTED: 09/24/2
 DEPARTMENT OF HEALTH AND HUMAN SERVICES » 007

: v N FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . v - OMB NO. 0938-0391
.| STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA, (X2) MULTIPLE CONSTRUCTION * |(x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' , : COMPLETED
i _ . A. BUILDING - ' :
' : B. WING ‘
095034 _ 09/13/2007
NAME OF PROVIDEROR SUPPLIER - . = . " o - | STREET ADDRESS; CITY, STATE, ZIP CODE ‘
' . ' 725 BUCHANAN ST, NE
CARROLL MANOR NURSING & REHAB :
. o WASHINGTON, DC 20017
(x4) D SUMMARY STATEMENT OF DEFICIENCIES o J 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
. . o - ' DEFICIENCY) :
F 431 | Continued From page 24 - F 431
Miacalcin nasal spray, one (1) vial found on its
side
Employee #18 acknowledged that the Miacalcin
| vial was lying on its side at the time of the
observation.
| 4th Floor
Miacalcin nasal spray, two (2) wals found on its
side
| Employee #4 acknowledged that the Miacalcin -
vials were lying on its side at the time of the
inspection.
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