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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES § OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1)} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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345242 B.WING 04/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 TRADE STREET
THE FOUNTAINS AT THE ALBEMARLE
TARBORO, NC 27886
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
1. i i r d
F 431 | 483.60(b), (d), (&) DRUG RECORDS, F 431 Medications were remove
s5=p | LABEL/STORE DRUGS & BIOLOGICALS from medical storage rcom
and returned to pharmacy by
The facility must employ or obtain the servicas of N#2 immediately after

a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an

discovery on 4/10/13.
2. DON revised procedure for

accurate reconcifiation; and determines that drug returning medications to
records are in order and that an account of all pharmacy as follows:
conlrol?;ac; drugs Is maintained and periodically by §/1/13.
reconciled.

Expired medications and
Crugs and biologicals used in the facility must be medications for discharged
labeled in accordance with currently accepted regidents will be placed in
professional principles, and include the Return to Pharmacy Bin by

appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

2nd shift Nurses.

3rd shift Nurses to complete
return to pharmacy document
In accordance with State and Federal taws, the and place in Pharmacy Return
facility must store all drugs and biologicals in

lacked compartments under proper temperature
controls, and permit only authorized personnet to

Bin.
Pharmacy to pick up on a

have access to the keys. daily basis and provide Bin
for return drugs.
The facility must provide separately locked, 3. ADON/or designee to check

permanently affixed compartments for storage of

controlled drugs listed in Schedule Il of the Return Medication Bin every-

Comprehensive Drug Abuse Prevention and day for compliance and
Control Act of 1976 and other drugs subject to report to PON by 5/3/13,
abuse, except when the facility uses single unit 4. All Nurses will be re-

package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

trained on procedure for
returning medications to the
pharmacy on discharged
residents and expired drugs

. . . by May 8, 2013,
This REQUIREMENT is not met as evidenced

by:

LABORATH D|REC\TOR'S PROVIDE .UPPH REPRESENTATIVE'S SIGNATURE \ "HTLE 8) DATE
Ko Wonlaw 5 Frecbive Diredtor 5220

Any deﬁcienc\statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other 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 whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1o continued
peogram participation.
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) Pharmacy Staff to monitor
F 431 | Continued From page 1 F 431

Based on observation of the medical storage
room and staff interview the facility failed to
discard expired drugs from the medication
storage room and to discard medications for a
discharged resident.

Findings included:

On 4/10/13 at 2:30 pm in an observation of the
medical storage room firee unopened boitles of
Amantadine Hydrechloride were found which
expired on 12/13/2012. Each bottle was labeled
for a resident who had been discharged on
01/29/2013.

In an interview with a medication nurse (N # 2) on
4/10/2013 at 2:50 PM during the medication
storage observalion, N #2 stated that the resident
for whom the Amantadine Hydrolchloride was
prescribed had left the facility several months ago
and that she did not know the exact date the
rasident feft. N #2 indicated that unopenad
medications from residents who have been
discharged or who have expired should be sent
back to the prescribing pharmacy by the night
nurse.

In an interview with the Director of Nursing (DON}
on 04/11/2013 at 4:30 PM, the DON stated her
expectation was that the night nurse should
remove or discard expired medications and
medications for discharged residents. The DON
stated also that the prescribing pharmacy
routinely sent a representative o the facility each
month to remove expired medications.

for proper storage of
medications on a monthly
basis by 4/29/13.

Report of accountability
monitoring to be presented

monthly at QI Review by ADON

or designee. Next meeting
on 5/16/13.
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- |
AP THE FOUNTAINS

AT THE ALBEMARLE

May 31, 2013

Ms, Della Woollen
Building System Engincer
Construction Section
2705 Mail Service Cenier
Raleigh, NC 27699-2705

Dear Ms. Woollen:
Attached herein is the plan of correction and request for waiver for K062 tag. We are working with

contractor and expect completion by 7-15-2013, If you have any questions, please feel free to contact
Madry Bell, Plant Operations Director at The Fountains at the Albemarle. .

Madry Bell

Plant Operations Director

Sincerely,

200 Trade Street 1 Tarboro, NC 27886 | Phone: 1-252-823-2799 | Fax: 1-252-823-6555 | www,watermarkcommunitles.com

@przmd anfecriePeper A 'Watermark Retirement Community

e ot o et i =rn




FACILITY REQUEST FOR WAIVER OR VARIANCE

TO BE COMPLETED BY STATE AGENCY

- Life Safety Code (405.1134a) Physical Environment
7-Day R.N. Requirement 2 Patient Room Size (405.1134c)
Medical Director (4DS.1911b) Beds Per Room (405,113-%)
L - Name of Facility: ?‘?;& Fountaiissat-the ilbenarie
2, Type facility: BNE 3 Vendor No,
Program: XVHVXIX B XX Provider No. S45242
4, Date of Survey: Life Safety Code 579/2083 5. Expiration Date of Current Agreement;
General: NA_
6. State Agency recommendation; Approved Waiver/Variance Previously Approved

) Not Approved
S

7. Reason for Recommendation:

L s

bt

AulhorizinW{f State Agency

TO BE COMPLETED BY REGIONAL OFFICE

1. Waf\’erNa:ianoc-Approved 2, Whatver/Variance Not Approved
{a) &) . e
(b} )] -
e} )
(d) (d}
3
Program Reviewer Signatute Date
4.
Diseipline Reviewer Signature Pate
3. -
Date

Authorizing Signature
Acting Direclor, Survey & Certification
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K 000 INITIAL COMMENTS K 000
This Life Safety Code(LSC) survey was o
conducied as per The Code of Federal Register : "

it 42CFR 483.70(a); using the 2000 Existing

Health Care section of the LSC and its referenced

Eubiications. This buliding Is Type III
onstruction,

" one story, with a complebe automatic sprinkier i

SN N i

The deficiencies determined durlng the survey i

are as fotlows:
K 918 NFPA 101 LIFE SAFETY CODE STANDARD Koi8
S5=D
Doors protecting corridor openings in other than '
required enclosures of vertical openings, exits, or
hazardous areas are substantial doars, such as
those canstructed of 1% Inch solid-bonded core
'wcod or capable of resisting fire for at least 20
inutes, Doors in sprinklered buildings are only
equired to resist the passage of smoke, There Is
EO impedlment to the closing of the doors. Doors

re provided with & means sultable for keeplng . .
he door clased. Duich doars meeting 19.3,6,3.6
are permitied,  19.3.6.3
Roller latches are prohibited by CMS regufah‘ons
in all health cara facliities,

This STANDARD Is not met as evidenced by;
12 CFR 483.70(a)

ORATO! RECTOR‘ 0 PPLIRR REPRESENTATIVES SIGNATURE THLE 5 X8} DATE
Kf\; S kS Execntive Dir fﬁ!]zolﬁ

gefi bency tement -:ndlng an ostel 5K (F) Qenotes a aendency yihcn the institufion may be excused from commeciing providiag it ts determingft that

I safequands ; orowée sufficient protection to the patlents, (See nstructions.) Except for aursing homes, the findings stated above are disclosablz 90 days -
wing the date of survey whether or not a plan of corection Is provided, For nurslng homes, the above findings and plans of correction are disdosable 14

5 following the date these documents are made available to the fadiity. If defickendies are dited, an approved plan or correction Is requisite o continued

aram parficipadon.
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FORM APPROVED
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {x2) CONSTRUCTION (X3) DATE SURVEY |
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:  MULTIP o1~ MAIN BUILDING o1 COMPLETER
LE !
. 345242 A 05/09/2013 |
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ' {
THE FOUNTAINS AT THE ALBEMARLE 200 TRADE STREET
TARBORO, NG 27888 .
o4 i SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION %3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: . DEFICIENGY)
K 018 {Continued From page 1 K018 || The maintenance dept has disabled the
By observation on 5/913 at approximately noon deadbolt on the door from the living roomn
{he following door was non-comgliant, specific to the smoking porch to require only ong
findings Include; door from the fiving room to the range of motion. This was completed on
smaoking porch requlred more than one range of 5/29/13. The maintenan¢e department hag -
motion. completed a walk thra of the building and
K 045 |NFPA 101 LIFE SAFETY CODE STANDARD K045 [| have found no other like devices that
858=D |~ require more than one range of motion.
Hiumination of means of egress, including exit All further deadboks that are added bave
discharge, is arranged so that failure of any single to be approved by the inaistenance dept.
lighting fixiure {bulb) will not leave the area in We have added this to our door checklist,
darkness. {This does not refer to emergancy X
lighting In accordance with section 7.8} 18.2.8 !
i
This STANDARD is not met &s evidenced by
42 CFR 483.70(a)
By observation on 5/8/13 at approximately hoon
the following exit dischargs illumination was
observed as non-compiant, specific findings
include; lighiing at the west exit, could not be
confirmed on the emergency efectrical system. : .
tighting must be arranged to provide light from The facility will corfract with Al Co. .
the exit discharge leading fo the public way Electric Co, to include the west exit Heht
(parking lot). The walking surfaces within the exit 1o bs tied info the smergoncy electrical
discharge shail be lluminated to values of at least system by 623/13. The maintenance
1 fi-candie measured at the floor. Falture of any department has completed a walk thru of i
single Hghting unit does not result In an the building to identify all other exits have ;
Hlumination iovel of less than 0.2 ft-candles In any emergency lighting, The maintenance
dasignated area, NFPA 101 7.8.1.1, 7.8.1.3, and department will verify on the nex!
7.8.1.4, : monthly load test of the emergency
K062 |NFPA 101 LIFE SAFETY CODE STANDARD K062 || electrical system that the west hall exit
5Se=D light is functional. We wil! complete this .
Required automatlc sprinkler sysiems ara by 6/23/13 as well.
continuously maintained in reliable operating
condition and are Inspected and tested
periodically.  19.7.6, 4.8.12, NFPA 13, NFPA .
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K 062 Continued From page 2 _ K062
25, 9.7.5 The facility will contract with BFPE !
: Tnterpational to fostall an automatic S,
sprinkler head to the canopy at the west
exit by 7/15/13, The maintenance - ' i
This STANDARD fs not met as evidenced by: . department has-completed a walk thru of i
42 CFR 483,70(a) the building to verify that all other '
By obsarvation on 5/9113 at approximately noon canopies have automatic sprinkler heads ' l
1he following automatic sprinkler system was in place. We are working with an outside
pbserved as non- comp]!ant specific findings " |l contractor and have included a request for
includer lack of sprinkler heads In the canopy at . 2 waiver to have the gpmkier head install
. the West exit discharge. by 7/15/13, : .
K 066 INFPA 101 LIFE SAFETY CODE STANDARD K 066 P i
S5=D
smoking regulations are adopted and Include no l

ess than the followlng provisions:

1) $moking is prohibited in any room, ward, or

omparinent where flarnmable liquids,
ombustible gases, or oxygen Is used or stored :
nd In any other hazardous location, and such : l
rea is posted with slgns that read NO SMOKING .
r with the international symbol for no smeking. : :

2} Smoking by patlents classified as not
esponsible Is prohibited, except when under
irect supervision, X

3) Ashtrays of noncombustible material and safe
esign are provided in alt areas where smoking Is

permitted,

4) Metal contalners with SP!f-c!oslng cover

devices Into which ashtrays can be emptied are
keadily avaifable to alf areas where smoking Is
permitied,  19.7.4

P
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: MULTI 04 -MAIN BUILDING 01 COMPLETERD
PLE
345242 A : 051082013 |
HAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE i
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Continved From page 3 K 086 The facility has ordered noncombustible
K066 material and safe design ashirays to
provide in the ares were smoking is
_ permitted. The facllity will also provide a
This STANDARD Is not met as evidenced by: metal container with setf- closing cover’
42 CFR 483.70(a) . into which ashirays can be emptied. -
By observation on 5/9/13 at approximately noon ‘These will in place by 6/23/13, We bave
ihe following smoking regulgtions wese completed a walk thro of the building and
not-compllant, specific findings incitide; identified one other area that requires
A, Ashirays.of noncombustible material and safe noncombustible material and safe desipa
deslgn per parsgraph 3 above was nof provided. ashirays. We will also provide 8 metal
B, A metal contalner with a seif-closing cover Into container with a self-closing cover into
which ashirays can be emptied in the smokdng which ashtray can be emptied. This will
area per paragraph 4 above was not provided. also be completed by 6/23/13. W will
monitor this area monthly.
Event 10: NaUH29 Facility 1D; 963486° K continuation sheet Page 4 of 4
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