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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X<} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345235 B. WING 08/29/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3801 WADE COBLE DRIVE

TWIN LAKES COMMUNITY BURLINGTON, NC 27215

{X4) 1D 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-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
!
F 000 | INITIAL COMMENTS i F 000

This facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities {General Health
Survey). Event ID# 3VSW11,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is defermined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 99 days
following the date of survey whether 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 decuments are made avallable 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
AND PLAM OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
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345235

(%2) MULYIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 91

B, WING

{X3) DATE SURVEY
COMPLETED

09/19/2013

NAME OF PROVIDER OR SUPPLIER
TWIN LAKES COMMUNITY

STREET ADDRESS, 0ITY, STATE, ZIP CODE
3801 WADE COBLE DRIVE
BURLINGTON, NC 27218

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

2]
PREFIX
TAG

PROVIOER'S PLAN OF CORRECTION
{EAGH GORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
BEFICIENCY)

(%5)
GOMPLETION
DATE

K000

K038
85=E

K056
88=E

INITIAL COMMENTS

Surveyor: 27871

This Life Safety Code{L3C) survey was
conducled as per The Code of Federal Register
at 42 CFR 483.70{a), using the 2000 Exisling
Health Care section of the L.3C and its referenced
publications. This bullding ls Type | construction,
three story, with a complete automatic sprinkler
system. Facliity is using North Carolina Spaclal
Locking system.

The deflclenclas determined during the survey
are as follows:
NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged so that exits are readily
accessible at all times In accordance with section
7.1, 19.2.1

This STANDARD is not met as evidenced by
Surveyor: 27871

Based on vbservations and staff interview at
approximately 9:30 am onward, the following
ltems were noncompliant, speclfic findings
Include: door to dish room In klichen arsa and
doo to office by Directors office requires two
motion of hand o open. .

42 CFR 483.70(a)
NEPA 101 LIFE SAFETY CODE STANDARD

If there Is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to

K000

K038

K 056

1
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE Vet A TLE Vo (X8) DATE
Jdecds NI Heleinistrafir fo-i~(3

Any deficlency statement ending with an asterisk (*) dencles a deficlency which the Instiiution m
other safeguards provida sufficlent prolaction to the patients. (See instructions.) Except for nurs
following the dale of survey whetharor nol 2 pla
days followlng the date these documents are ma

program patticipation.

ay be axcused fram corracting providing it Is determined that
ing homes, the findings stated above are disclosabla 80 days

1t of correction is provided, For nursing homes, the above findings and plans of corection are disclosable 14
do avallable fo the facllity. If deficlencias are clted, an approved plan of coraction s raquisite to continued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING 01 - MAIN BUILBING 91 COMPLETED
-
345235 B, WING 09/19/2013
NAME OF PROVIDER OR S8UPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE -
3801 WADE COBLE DRIVE
TWIN LAKES COMMUNITY BURLINGTON, NG 27215
(X4} Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
. PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR L8C IDENTIFYING INFORMATION)} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
1. Deficient practice corrected for | 9/20/13
K000 | INITIAL COMMENTS KOO0l 4ish room door and RN office doot,
Surveyor: 27671 megle hand motion door handles
This Life Safety Code({LSC) survey was installed and dead bolt locks
sonducted as per The Code of Federal Reglster removed.
at 42 CFR 483.70(a); using.the 2000 Existing
Health Care section of the LSC and its referenced : ; :
publications. This building is Type | construction, 2 To identify ot‘her tifo safety 9/20/13
three story, with a complete automatic sprinkler issues such as this, all other doors
Locking system. . X
{o ensure exit access.
The deficiencies determined during the survey . ) .
are as follows: 3. Director of maintenance {o 10/3/13
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038,  hold inservice with all maintenance
88=E ,
Exit access Is arranged so that exits are readily staff to inform them of K038 and
accesslple at alf imes In accordance with section that no dead bolt locks are allowed
74, 19.21 on any doors in Healtheare, and that
all exits are to be readily accessible
with singte motion handles.
This STANDARD Is not met as evidenced by: 4. The assigned maintenance 10/4/13
Surveyor: 27871 petson to Healthcare will make
Based on observations and staff interview at rounds quarterly to ensure that all
approximately 9:30 am onward, the following d f ; ; .
ltems wers noncompliant, spacific findings oors have single moﬁon GXit access,
include: door to dish room In kitchen area and This assignment will be scheduled
door fo offlce by Dirsctors office requires two : . b
motion of hand to open. . thr(-)ugh our maintenance/proventative
maintenance software Worzghub.
42 CFR 483.70(a)
K 036{ NFPA 101 LIFE SAFETY CODE STANDARD K 058
88=E
If there Is an automalic sprinkler systern, It Is
installsd In accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
I
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8} DATE

Any deficlency statement ending with an asterisk {
other safeguards provide sufficlent protaction lo the patlents. (See Instructions.) Exeept for nursing hemes,

foliowing the date of survey whether or not & plan of colrastlon Is prov
days following the date these documents ass mads available to the facil

program participalion,

[ded. For nurs

*} dencles a deficlenay which fhe institulion may boe axcused from correcting providing It Is determinad ihat

the findings slated akiove are disciosable 90 days

litg homes, the above findings and plans of corection are disclesable 14
ly. If doficlencles are clied, an approved plan of correclion Is requisits to coniinued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/20/2013
FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPUERICLIA | {X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 GOMPLETED
345235 B. WING 09/19/2013
NAME OF FROVIEER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP COBE
2801 WADE GOBLE DRIVE
TWIR LAKES COMMUNITY BURLINGTON, NG 27215
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S PLAN OF CORRECTION 18}
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IRENTIFYING INFORMATION} TAG CROSS.REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
K 056 Goninued From page 1 K 056 1, I?eﬁclent practice corrected. 9/20/13
provide complete coverage for all portions of the Sprm].der head moved to ensure
building. The system Is properly maintained in sufficient coverage for the
accordance with NFPA 25, Standard for the alcove.
Inspection, Testing, and Maintenance of ’
Water-Based Flre Protection Systems. it ls fully ' , ify other simi .
supervised. There Is a reliable, adequate water ‘2. To identily other similar ongomg
| supply for the system. Requirad sprinkler issues, to monitor, and o
systems are equipped with water flow and lamper :
switches, which are elacirically connected to tha CLSUIS Samo 1ss1.'1c:, does not
‘bullding fire alarm system.  19.3.5 reoccur, the position of
sprinklers in the building will
be reviewed quarterly and
, anovally by United Sprinkler
This STANDARD Is not met as evidenced by: . ;
Surveyor: 27871 during their prearranged
Based on observations and staff interview at scheduled inspections.
approximately 9;30 am onward, the followlng
items were noncompilant, specific findings
Includs: alcove on third floor does not have
sprinkler coverage.
42 CFR 483.70(a)
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A8 A AT, v ok AR AR Tt A




