4

DEPARTMENT OF HEALTH AND HUMAN SERVICES Il.-’ HE CE ! VED PR',':"JS,?,‘ A%S;;%"?QS
[ s .. | _OMB NO. 09380397
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA x2) Mumm.lscou'pi‘liucmn eae <015 (X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING " . OFFne COMPLETED
- =1 I_'LT,POR G&QAF,:
LEL BIWND - 04/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GTTY. SU\'[E. 2% CObE’
2420 W. 3RD 5T,
TWIN RIVERS NURSING AND REHAB CENTER
OWENSBORO, KY 42301
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} | TAG CROSE-REFERENCED TO THE APFROPRIATE DATE
i DEFICIENCY)
)
|
F 000 | INITIAL COMMENTS | F 000 Submission of this plian of
correction is not a legal admission
A Racertification Survey was conducted on that a deficlency exists or that this
| 04/28/15 through 04/30/15 with deficiencies cited statement of deficiency was
! at the highest Scope and Severity of an "E". 1 correctly cited, and is also not io be
F 157 | 4B3.10(b)(11) NOTIFY OF CHANGES F157|  construed as an admission of
s5=0  (INJURY/DECLINE/ROOM, ETC} intarest against the facility, the
' Administrator or any employees,
| A facitity must immediately Inform tha resident; agents, or other individuals who
| consult with the resident's physician; and if draft or may be discussed in this
known, notify the resident's legal representative rzsdg?nse and plal? of cforr.ectlrn‘ I?
or an interested family member when there is an 2 orr';gt?c; r? Beopea;?’ o‘:l:n;rl}llfjll:!aazo
accident invalving the resident which results in admission or agresment of any kind
injury and has the potential for requiring physician by the facility of the truth of any
intervention; a significant change in the resident's facts alleged or see the correclness
physical, mental, or psychasocial status {i.e., a of any allegation by the survey
deterioration in health, mental, or psychosocial agency. Accordingly, the facility
status in either life threatening conditions or has prepared and submitted this
clinlcal complications); a need to alter treatment l plan of correction prior to resolution
significantly {i.e., a nead to discontinue an | ofany appeal which may be filed
f existing form of treatment due to adverse |  solely because of the requirements
consequences, of ta commence a new form of i under state and federal law that
treatment); or a decision to transfer or discharge mandate submission of a plan of
the resident from the facllity as specified in corvection within ten (10) days of
§483.12(a). the survey as a condition to
participate in Title 18, and Tille 19
| The facility must also promptly notify the resident programs. The submission of the
! and, If known, the resident's legal representative | ?Ian of ;orredcpon w'th’";h's time
aor interested family member when thera is a crgrr:;?rzecoj‘gr ég:;;;?g d :s .
change in room or roommate assignment as agreement with the allegations of
specified in §483.15(e}(2). or a change In - noncompliance or admission by the
| resident rights under Federal or State law or facility. The plan of correction
regulations as specified in paragraph (b)(1) of constitutes a written allegation of
this section. submission of substantial
compliance with Federal Medicare
The facility must record and periodically update Reqﬁiremems. 060572015
the address and phone number of the resident’s
' legal representative or interested family member.

LABORATOHY lIZ}I CTOHRS OR .“WSW SIGN, R - TITLE } DATE
4
\ (M , (%wuoﬂa,ﬁ/t) 03/2 hois

Any deficiancy statement ending with an asterisk {") denctes a deﬁclenc'y which tha institution may be excused from cerracting providing it is delermingd that /
other safeguards provide sufficlent protection lo the patlenta . {See instructions) Except for nursing hames, the findings stated abova are diactosable 80 days
following the date of survey whether or not a plan of correction is provided, For nurslng homes, the above findings end plans of correction are disclosable 14

days following the date these documants are mada avallabla lo the faclity. If deficiencies are cited, an approved plan of comection is raquisite to continued
program particlpation
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Based on observation, interview, record raeview
and review of the facility's policy, it was
delermined the facility failed to ensure a
resident's physician was notified when there was
a possibla need lo alter treatment for one (1) of
twenty-four (24) sampled residents (Resident #4).
On 12/22/14, the physician ardered Clobetaso!
(topical corticosteroid) twice a day, however, the
licensed stalf failed to notify the physician when
the resident continued to scratch and itch.

The findings include:

Review of the facility's policy, "Notification of
Resident Change in Condition”, not dated,
revealed the facility should notify tha physiclan
and family or legal representative st the eariiest
possible time, during waking hours, if thers was a
non-critical change in condition and document in
the nursas notes the times notification was made
and the names of the person or persons whom
was notified.

Record review revealed the facility admitted
Resident #4 on 12/22/14 with diagnoses which
included Diabetes Mellitus, Type Two (2), Disc
Degeneration, Fractured Neck of Femur,
Arthropathy, Fractured Rib, Colostomy Status,
and Malignant Neoplasm Rectum and Anus.
Review of the quarterly Minimum Data Set {(MDS)
assessment, dated 03/19/15, revealed the facility
was unable to assess the resident's cognition
using a Brief Interview for Mental Status (BIMS)
and determined the resident's cognition was
severely impaired.
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F 157 | Continued From page 1 F 157 1. Resigent #4's physician and
Familyflegal representative
This REQUIREMENT Is not met as evidenced were notified by the Charge
by: Nurse that the prescribed

treatment was not effective on
04/30/2015. New treatment
orders were obtained by
Charge Nurse on 04/30/2015,

100% chart audit of ail

current residents will be
completed by the DON,
ADCN, and Unit Manager on
By 08-04-2015 to identify
any changes in condition that
require physician nolification
that the physician has not
been nolified including skin
treatments. Any identified will
have immediate physician
notification for further
direction.

All licensed Nursing staff will
be reeducated by the
Education Training Diractor,
Director of Nursing, Assistant
Director of Nursing, Unit
Manager or QA Nurse
regarding physician and
family or legal rapresentative
nolification when a treatment
is ineffective or there is a
significant change in
condition. This re-education
will be completed by
06/04/2015.

The Education Training
Direclor, Director of Nursing,
Assistant Director of Nursing,
Unit Manager or QA Nurse
will audit treatment records
and medical records of five
residents per week for twelve
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Review of an Admission skin assessment, dated
12/19/14, revealed the nurse assessed Resident
#4 to have multiple areas of abrasions and
bruising. Review of a physician's arder, dated
12/22114, revealed to apply Clobetasol (topical
corticosteroid) 0 05 percent cream two (2) times a
day to affected areas.

Review of a shower sheet, dated 01/18/15,
revealed a Certified Nurse Aide (CNA) identified
scratches to the back of Resident #4's neck and
right shin; a scab to the right and left posterior
ankle; and, a scab and skin tear to right foream.
In addition, monthly skin assessmants, dated
02/04/15 and 04/02/15, revealed the resident
continued to have scabs and scratches noted on
his/her body. However, further review of Resident
#4's medical record revealed there was no
documented evidence the facility had notified the
physician the medication had not resolved the
resident's skin issua,

Observation of a skin assessment far Resident
#4, an 04/30/15 at 12:15 PM by Licensed
Practical Nurse (LPN) #1 and CNA #4, revealed
the resident was scratching his/her neck, bilateral
arms and the sides of his/her trunk area.
Resident #4 was verbally redirected to not scratch
those areas by CNA #4 and he/she stated, "well,
when you got an itch you itch it and 'm tired of
itching.” Further abservation revealed the
resident had multiple scabbed areas and
scratches on his/her bilateral arms, bifateral sides
of histher trunk, lefl side of the back of the neck,
and {o bilateral hip areas,

Interview with LPN #1, on 04/30/15 al 12:30 PM
and 2:3¢ PM, ravealed she would notify the
physician if the resident's impalred skin integrity

(12) weeks to ensure that tha
physician and responsible
party have been nofified of
any significant change in
conditien., The resulls of
these audits will be reviewed
with the Quality Assurance
Committee for a minimum of
three (3) months and until
the Quality Assurance
Committee ascerains
continuous compliance. If at
any time a concern js
identified, a Quality
Assurance Commiltee
mesting will be held to
review concerns for further
recomimendations as
needed. The members of
the Qualily Assurance
Committes will consist of at a
minimum the Administrator,
the Director of Nursing, the
Assistant Director of Nursing
and the Sociat Services
Director with the Medical
Director attending at least
quartersly,

Compliance date: 06/05/2015
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was not healing,
Interview with Director of Nursing, on 04/30/15 at
01:00 PM, revealed she expected the licensed
staff to nolify the physician, at least every
fourteen {14) days, for a re-evaluation if a
treatment was Ineffective and the condition did
notimprave or had worsened.
Interview with the Administrator, on 04/30/15 at
12:30 PM, revealed she would have expecied the
nursa petforming treatments to have notified the
physician if the present treatment was not
effective and te request an evaluation for possibly
changing the treatment
Interview with the Advanced Practice Registered
Nurse (APRN), on 04/30/15 at 3:25 PM, revealed
she could not recall anyone making her aware of
the resident's constant itching and scratching or
of the scabbed and scratched areas on the
resident's body and she stated she would have
expected the facility lo have notified her.
F 281 483 20(k)(3)(i) SERVICES PROVIDED MEET F 281
S$=D | PROFESSIONAL STANDARDS 1. Resident #4's physician and
Fam:lyllggal representative
The services provided or arranged by the facility were nolified by the Charge
must meet professional standards of quality. Nurse that the prescribed
treatmant was not effective on
04/30/2015. A new freatment
This REQUIREMENT s not met as evidenced order was obtained by
by: Char%e Nurs_e on 04/30/2016.
Based on observation, interview, recard raview, 2. A100 /"5 audit of alf current
and review of tha facility's Medication Drug Guide ;%ﬁﬁg&fawoend';ﬁ?gs and
(Nursing 2015 by Lippincott) it was detarmined Treatment Administration 06/05/2015
the facility failed to ensure services provided by Records will be completed by
lhe facility met professional standards of quality by the DON, ADON, and Unit
for one (1) of twenty-four (24) sampled residents Manager by 06/04/15 to
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{Resident #4) related to the failure to notify the
physician of the continued use of a medicated
cream that was for short term use only so another
medication could be ordered, if needed.

The findings include:

Review of facility's drug handbook, Nursing 2015,
pages 348-351, revealed Clobetasol 0.05 percent
cream was a short term topical treatment to be
used twice a day for up to fourteen (14) days for
mederate to severe plaque-type psoriasis of
non-scalp regions, excluding the face and
intertriginous areas (where two skin areas may
touch or rub together),

Record raview revealed the facility admitied
Resident #4 an 12/22/14 with dlagnoses which
included Diabetes Mellitus, Type Two; Disc
Degeneration, Fractured Neck of Femur,
Arthropathy, Fractured Rib, Colostomy Status,
and Malignant Neoplasm Rectum and Anus.

Review of a Physician's Order, dated 12/22/14,
revealed an order for Clobetasol (topical
corticosteroid) 0.05 percent cream to be applied
twice daily to affected areas however, the order
did not specify where the affected areas were
located.

Observation of a skin agsessment of Resident #4
by Licensed Practical Nurse {LPN) #1 and
Certified Nurse Alde (CNA) #4, on 04/30/15 at
12:15 PM, revealed the resident was scratching
his/her neck, bilateral arms and sides of his/her
trunk area. Resident #4 was verbally redirected to
not scratch those areas by CNA #4 and the
resident stated "well, when you got an itch you
itch it and I'm tired of itching.” There were

identify any medication or
treatment intended for short
term usa that is used long term
and will notify the physician for
further guidance of any
identified.

All Licensed Nurses wifl be
reeducaled by the Education
Training Director, Direclor of
Nursing, Assistant Director of
Nursing, Unit Manager or QA
Nurse on use of shart term
medications long term. This
re-education will be completed
by 06/04/2015.

The Pharmacy Consultant will
audit all current residents
physician orders monthly for
three (3) months to idenlify any
orders for medicatfons or
treatments intended for short
term usa that is used long
term. The results of these
audits will be reviewed with the
Quality Assurance Committee
far a minimum of three (3)
months and until the Quality
Assurance Committee
ascertains continuous
compliance. If at any time a
concem Is identlfied, a Quality
Assurance Commiltee meeting
will be held to review concerns
for further recommendations as
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Continued From page 5

mutiple scabbed areas and scratches on the
resident's bliateral arms, bilateral sides of hisfher
trunk, left side of the back of the neck, and
bilateral hip areas.

Review of Resident #4's April 2015 Physicians
Orders, ravealed he/she continued o receive the
same medicated cream treatment, {Clobetasol
0.05 percent cream bid to affected areas) since
he/she was admitted on 12/22/14 (for
approximately four {4} months) even though the
facility drug book stated it was a short tarm
treatment to be used for up to fourteen (14) days.
Further review of the record revealed there was
no documented evidence the facility had notified
the physician the resident continued on the
medication even though it was for short term use
only and the resident was still itching and
scratching,

Interview with LPN #1, on 04/30/15 at 12:30 PM,
revealed the facility uses the Nursing 2015 drug
handbook by Lippincott at the facility. LPN #1
stated she would notify the physician promplly if a
resident was being prescribed something that
was for short term use and had received it long
term. She revealed she was unaware that the
medicated cream (Clobetasol 0.05 percent
cream) treatment was to be used as a shorl term
topical treatment, but she would withhold the
medication unill she spoke with the resident's
physician if a medication or treatment was listed
as a short term treatment in the Nursing 2015
drug hand hook.

Interview with Director of Nursing, on 04/30/15 at
01:00 PM, revealed she expected staff to use the
facllity's drug hand book, Nursing 2015, to be
aware of a residents's medicalion. She stated

F 23

needed. The members of the
Quality Assurance Committee
will consist of at a minfmum the
Administrator, the Director of
Nursing, the Assistant Director
of Nursing and the Social
Services Director with the
Medical Director attending at
leasl quarterly,

Compliance dale: 06/05/2015
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the drug handbook indicated the treatment
Resident #4 had been raceiving was suggested
for short term treatment up to fourteen (14) days
and the nurse should have contacted the
physician to determine if the order needed to be
changed. The DON also stated the order for the
weatment should of been specific lo locations of
where the medicated cream was lo bs applied
and "to affected” areas, as the order listed, was to
vague.

483.20(k)(3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility policy and procedures, it
was determined the facility failed to follow the
Comprehensive Care Plan for one (1) of
twenty-four (24} sampled residents (Resident #5).
Resident #5 was care planned to oblain consulis
and provide treatment as ordered; however, ihe
facility failed to refer the residentto a oral
surgeon per the dentist recommendation,

The findings Include:

Review of the facility's policy and procedure titled,
“"Resident Comprehensive Care Plan®, dated
00/08, revealed the Gomprehensive care plan
should be viewed as an Interdisciplinary approach
to managing the acute and chronic needs of the

F 281

F 282

A pain assessment was
completed on Resident #5 on
0413072015 by the Charge
Nurse which revealed no
concems. Resident #5 has an
appointment with an oral
surgeon on 09/08/2015. The
care pians for resident # 5
were reviewed on 05/05/2015
by the DON to determine if all
care planed Interventions are
being followed. No conterns
were identified.

100% chart audit was
completed on all current
residents cara plans by the
Director of Nursing or Assistant
Director of Nursing, or Unit
Manager or MDS nurses to
identify any intervention notin
place. All idenlified as notin
place will be immediately put in
place. This will be completed
by 06/04/20105.

040572015
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residant living in the facility.

Record review revealed the facility admitted
Resident #5 on 09/19/13 with diagnoses which
include Dysphagia, Dementia, Depression, and
Chronlc Cbstructive Pulmonary Disease.

Reviaw of a Nurse's Note, dated 01/08/15 at 6:20
AM, reveatad Resident #5's right jaw and right
side of hisfher bottom lip was swollen, Further
review revealed Residant #5 stated his/her jaw
was sore.

Review of a Progress Note, dated 01/09/15,
revealed the Advanced Practice Registered
Nurse {APRN} had assessed Resident #5 to have
swelling to his/her right jaw which was tender o
palpation {touch). Further review revealed
Resident #5 had severe dental carles (cavities).

Review of a Comprehensive Care Plan, dated
01/10/15, revealed the facility determined
Rasident #5 had a dental abscess and
inlerventions were put in place to provide consults
and treatment as ordered.

Review of 8 Dental Consultation Report, dated
01/1215, revealed Resident #5 had multiple
decayed and fractured testh. Further review
revealed the dentist made recommendations to
refer Resident #5 to an Oral Surgeon for
extractions of ten (10) teeth (#9, 10, 11, 13, 14,
18, 27, 29, 30, and 31); however, further review
of the record revealed there was no evidence the
resident was referred to an Oral Surgeon,

Review of a quarterly Minimum Data Set (MDS)
assessment, dated 03/24/15, revealed the facility

3. AllLicensed nurses will be re-
educated by the Education
Training Director, Direclor of
Nursing or Assistant Diractor of
Nursing regarding following.
The plan of care and if unable
to {follow the plan of care and
an alternative is not within their
scope of practice they must
notify the physician. Al Curvent
C.N.A.s will be re-educated by
the Education Training
Birector, Direclor, Director of
Nursing Assistant Director of
Nursing or Unit Managers on
following the plan of care and If
unable to follow the plan of
care fo report to the charge
nurse. The above training will
be completed by 06/04/2015
with no staff working after
08/04/15 withoul having had
this re-education.

4. The Education Training
Director, Director of Nursing,
Assistant Director of Nursing or
Unit Manager will audit (5) five
resident care plans per week
for twelve (12) weeks to
validate that care plan
interventions are in place. The
resuits of these audits will be
reviewed with the Quality

had assessed Resident #5's cognilion as
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F 282 | Continued From page 8 F 282 .
moderately impaired with a Brief Interview of A?slurance fCommtﬂee fora
Mental Status (BIMS) score of nine (9) indicating it ’l‘}:l'i}‘tﬁ;g’ﬁ:"{:) A’::Sr‘;ﬁce
the resident was inferviewable, Committee ascerlains
Observation and interview on 04/30/15 at 1:08 gzgt{%:?::r:ncg:‘l:?: > et
PM, revealed Resident #5 had broken and identified, a Quality Assurance
missing teeth which were visible. Resident #5 Committee meeting will be held
stated his/her teeth did not hurt and did not to review concerns for further
interfere with activity at this time; however, had in recommendations as needed.
the past. Further interview revealed she had not The members of the Quality
been to an oral surgeon and had not had any Assurance Committee will
teeth pulled, consist of at a minimum the
Administrator, the Director of
Interview with the MDS Coordinator, on 04/30/15 Nursing, the Assistant Director
at 4:40 PM, revealad tha comprehensive plan of of Nursing and the Social
care was important for guiding the resident's Services Director with the
care. Further interview revealed it was her :\Aedtlcal Director atlending at
expectation for staff to follow the care plan. east quarterty.
Interview with the Director of Nursing, on Compliance date: 06/05/2015
04/30/15 at 3.00 PM, revealed Resident #5 had
ather health issues going on during this time.
She stated the dental abscess resolved and the
referral for the oral surgery was overlooked. She
further stated the resident's care plan should
have been followed.
intervisw with the APRN, on 04/30/15 at 3:40 PM,
ravealed she expected the facility te follow all
orders and to schedule any needed
appointments.
F 309 | 483.25 PROVIDE CARE/SERVICES FCR F 309 . L
ss=p | HIGHEST WELL BEING 1. Resident #4's physician and
Family/legal representative
Each resident must receive and the facility must m:enmiﬂ:w:cﬁgfége
e vesimentvas ol aacv on | 065520
mental, and psychosocial well-being, in B AL
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orders were obtained by
F 309 | Cantinued From page 9 F 308 Charge Nurse on 04/30/2015.
accordance with the comprehensive assessment 2. 100% chart audit of all
and plan of care, currant residents will be
completad by the DON,
ADON, and Unit Manager on
By 06-04-2015 to identify
any changes in condition that
This REQUIREMENT is not met as evidenced require physician notification
by: that the physician has not
Based on observation, interview, record review, been nolified Including skin .
and facility policy review, it was determined the reatments. Any identified will

have Immediate physiclan
notification for further
direction.

3. Alllicensed Nursing staff will
be reeducated by the
Education Training Director,
Director of Nursing, Assistant
Dirsctor of Nursing, Unit
Manager or QA Nurse

facility falled to provide the necessary care and
senvices {o attain and maintain the highest level
of practicable physical, mantal and psychosocial
well-being in accordance to the comprehensive
assessment and plan of gare for one (1) of
twenty-four {24) sampled residents (Resident #4),
in regards {o a rash-like skin condition and
unrelieved itching. Resident #4 was ordered

Clobetasol {topical corticosteroid) cream to regarding physician and
affected areas twice a day due to scratching and family or legal representative
itching; however, Resident #4 continued to notification when a treatment
scratch and itch approximately four (4) months is ineffective or there is a
later and there was no documented evidence the significant change in
physician was notified the medication was not condition. This re-education
effective. will be completed by
08/04/2015.
The findings include: 4. Tha Education Training
Director, Director of Nursing,
Review of facility's policy, "Skin System Policy Assistant Director of Nursing,

Unit Manager or QA Nurse
will audit treatment records
and medical records of five
residents per week for twelve
(12) weeks to ensure that the
physician and responsible

and Procedure, not dated, revealed the Skin
Commities should meet at least weekly to review
the care of residents with pressure ulcers,
complex wounds and skin compromise; to include
resident's nutritional status and response to
healing. It fudher reyeated th.e assigned nurse . party have bean nofified of
manager would provide oversight of the resident's any significant change in
skin‘wound care in callaboration with the nursa, condition. The resulls of
nurse assessment coordinator, physician and
report changes to the Skin Committee on a

FORM CMS-2567(02-99) Pravious Versions Obsolale Event 1D T7HAN Feciity 1D: 100094 If continuation sheai Page 100f 18



PRINTED: 05/14/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NMUMBER: A BULOING COMPLETED
185087 B. WING 04/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
. c 2420 W. IRD ST,
TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301
X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLET:ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 308 Continued From page 10 F 309 these audits will be reviewed
weekly basis. with the Quality Assurance
Committee for 8 minimum of
Record reviaw revealed the facllity admitied three (3) months and until
Resident #4's clinical record revealed the facllity the Quaiity Assurance
admitted Resident #4 on 12/22/14 with diagnoses Committee ascertains
which inciuded Diabetes Mellitus, Type Two, continuous compliance. If at
Fractured Neck of Femur, Arthropathy, Fractured any t!ma a concem Is
Rfb, Colostomy Stalus, Malignant Neoplasm identified, a Quality
Rectum and Anus, and Hypertension. Further a‘e‘:;:{:nﬁﬁ?;"h”;:gﬁg
review revealed there was no documented caviow % oncems for further
evidence the resident had Psorlasis. Review of recommendations as
the quarterly Minimum Data Set (MDS) needed. The members of
assessment, dated 03/19/15, revealed the far'.:llity the Quality Assurance
was unable to assess the resident using a Brief Committee will consist of at a
Interview for Mental Status (BIMS) exam and minimurm the Administrator,
determined the resident’s cognition was severely the Director of Nursing, the
impaired which indiceted the resident was not Assistant Director of Nursing
interviawable, and the Social Sarvices
Dirsctor with the Medical
Review of Impalred Skin Integrity Comprehensive Director attending at least
Care Plan, dated 01/05/15, revealed the goal was quarterly.
for Resident #4 to be free from additional skin
breakdowrvirritation times ninety (30) days and Compliance date: 06/05/2015
the interventions were to apply treatment as
ordered and conduct weekly skin checks.
Review of the Physician's Order, dated 12/22/14,
revealed {o apply Clobetasol {topical
corticosteroid) 0.05 percent cream twice daily to
affected areas.
Review of a shower sheet, dated 01/18/15, and
monthly skin assessments, dated 02/04/15 and
04/02/15, revealed the resident continued to have
scratches and scabs on him/her due to
scratching. Observation of a skin assessment for
Resident #4, on 04/30/15 at 12:15 PM by
Licensed Practical Nurse (LPN)} #1 and CNA #4,
revealed the resident was scratching hisiher
TORM CMB-2567(02-99) Provious Versions Obsolote Event ID-7THXH Facility 1D 100094 f continuation sheet Page 11 of 18
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neck, bilateral arms and the sides of hisfher trunk
area, Further observation revealed the resident
had multiple scabbed areas and scratches on
his/her bilateral anms, bilateral sides of histher
trunk, left side of the back of the neck, and to
bilaterai hip areas.

Review of Resident #4's April 2015 Physiclans
Orders, revealed he/she continued to recsive the
samea medicated cream treatment, (Clobetasol
0.05 percent cream bid to affected areas) since
hefshe was admitted on 12/22/14. However,
further record review ravealed there was no
documented evidence the physician had baen
nolified the resident continued to scratch and
complain of itching.

Interview with CNA #3, on 04/30/15 at 2:10 PM,
revealed she had seen Resident #4 with
scratches and scabbed areas on histher arms
and beily. She stated she often seen him/her
scratching worse in the early morning hours and
after showers and that she reported this to
whomever the nurse was on duty.

Interview with CNA #4, on 04/30/15 at 2:20 PM,
revealed she had seen Resident #4 itching and
scratching often since she began employment
with the facility in January 2015 and staff had
frequently had to redirect him/her from scratching
and itching. This interview further revealed that
Resident #4 verbalized often that he/she itched.

Interview with LPN #1, on 04/30/15 at 2:30 PM,
revealed she would notify the physician if a
resident had an ongoing skin condition that was
not healing. LPN #1 stated Resident #4 had "Geri
Sleeves” on bilataral arms due to frequent itching
self and fragile skin.
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Further record review ravealed there was no
documented evidence Resident #4's ongoing skin
condition had been discussed in the Skin
Committee Meeling as stated In the facility's

policy.

Interview with the Advanced Practice Regisiered
Nurse (APRN), on 04/30/15 at 3:25 PM, revealed
ghe could not recall anyonie making her aware of
Resident #4's constant itching and scratching or
of the scabbed and scratched areas on the
resident's body and she stated she would have
expected the facility to have notified her,

Interview with Director of Nursing (DCN), on
04/30/15 at 01:00 PM, revaaled she expected the
licensed staff to re-evaluate treatments at least
avery fourteen (14) days to determine if a
treatment was effactive or ineffective and the
need to notify physician for potential treatment

change.
F 411 | 483.55(a) ROUTINE/EMERGENCY DENTAL F 41
§S=D | SERVICES IN SNFS 1. Resident #5 has appointment
schaeduled with an oral surgeon
The facility must assist residents in obtaining on 09/09/2015.
routine and 24-hour emergency dental care. 2. 100% chart audit was
completed by ihe Director of
A facility must provide or obtain from an outside Nursing or Assistant Director of
resource, in accordance with §483 75(h) of this Nursing, or Unit Manager on
part, routine and emergency dental services o 05/27/2015 to ensure residents
meet the needs of each resident; may charge a with dental needs have routine

dental services. There were no
concems identified, An audit of
all current resident dental
permission agreement was
completed by the Social

Medicare resident an additional amount for
routine and emergency dental services; must if
necessary, assist the resident in making
appointments; and by arranging for transportation
to and from the dentist's office; and promptly refer
residents with lost or damaged dentures to a

06/05/2015
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dentist.

This REQUIREMENT is not met as evidenced
by:

Based on abservation, interview, and record
review, it was determined the facility failed to
ensure each resident was afforded the
opportunity to have routine dental services for
one (1) of twanty-four (24) sampled residents
(Resident #5). Refer to F282

The findings include:

interview with the Direclor of Nursing {DON), on
04/30/15 at 1:47 PM, revealed the facility did not
have a policy and procedure regarding dental
services.

Recard review revealed the facility admitted
Resident #5 on 09/19/13 with diagnoses which
include Dysphagia, Dementia, Depression, and
Chronic Obstructive Pulmonary Disease. Review
of a Admission Data Set Nursing Assessment,
dated 09/19/13, revealad Resident #5 had teeth
in poor condition.

Review of a Nurse's Note, dated 01/08/15 at 6:20
AM, and review of the Advanced Practice
Registered Nurse (ARNP) Progress Note, dated
01/09/15, revealed Resident #5's right jaw and
right side of histher bottorn lip was swollen, the
jaw was tender with palpitation (touch) and the
resident had severe dental cavities. Further
review revealed Resident #5 stated hisfher jaw
was sore,

Review of a Dental Censultation Report, dated
01/12/18, revealed the dentist identified Resident

Social Services Director by
06/04/15 to identify any

by dental services. Any

will be added ta the dental list
for our contract dental service
lo see on next visit.

3. The Sacial Services Director
will maintain a list of residents
who wish for dental services

dental services. Any emergent
needs will be addressed
through local dental services
arranged by Social Services.
The Administrator will re-
educale the Social Services
Director on the above by
06/04/2015.

4. The Administrator will audit
three (3) new admissions per
month for three (3) months to
ensure dental needs are
addressed if urgent and
residents who indicate they
would like routine dental
services are placed on the
facility list for dental visits. The
results of these audits will be
reviewed wilh the Quality
Assurance Committee for a
minimuim of three (3) maonths

Committes ascertains

resident who wishes to be seen

resident who agrees to be seen

and schedule with our in facllity

and until the Quality Assurance
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#5 had multiple decayed and fractured teeth.
Further review revaaled the Dentist
recommended Resident #5 be referred to an Oral
Surgeon for extractions of ten (10) teeth, (#9,
#10, #11, #13, #14, #18, #27, #20, #30, and #31).
However, further review of Resident #5's record
revealed there was no documented evidence
Resident #5 was offered or provided the needed
dental care.

Review of a quarterly Minimum Data Set (MDS)
assessment, dated 03/24/15, revealed the facility
had assessed Resident #5's cognition as
moderately impaired with a Brief Interview Mental
Status (BIMS) score of nine (9) indicating the
resident was inlerviawable.

Observation and interview on 04/30/15 at 1:08
PM, revealed Resident #5 had broken and
missing teaeth which were visible. Resident #5
stated histher teeth did not hurt and did not
interfere with activity at this time; however, had in
the past. Further Interview revealed she had not
been {o an oral surgeon and had not had any
testh pulled.

Interview with the Social Services Director, on
04/30/15 at 9:30 AM, revealed all residents
recelved standing orders from the physician on
admission for routine dental services. He stated
the facility had a contract with a dental agency
which comes ta the facility every six (6) mantha.

Interview with the DON, on G4/30/15 at 3:00 PM,
ravealed Resident #5 had other health issues
going on during this time. She stated the dental
abscess resolved and the referral for the oral
surgery was overlooked.

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES (1] PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 411 | Continued From page 14 F 411

canlinuous compliance. If at
any time a concern is
identified, a Quality Assurance
Committee maeting will be held
to review concerns for further
recommendations as needed.
The members of the Quality
Assurance Committee will
consist of at a minimum the
Administrator, the Director of
Nursing, the Assistant Direclor
of Nursing and the Sacial

Services Director with tha
Medical Director attending at
least quarterly.

Compliance date: 08/05/2015
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Interview with the APRN, on 04/30/15 at 3:40 PM,
revealed she expected the facility to follow alt
orders and to schedule any needed
appointments.
F 441 483.65 INFECTION CONTROL, PREVENT F 441 1. The biohazard storage door
55=E | SPREAD, LINENS located on the North hall was
locked by the Maintenance
The facility must establish and maintain an Director on 04/30/2015. An
Infection Contro! Program designed to provide a automalic lock was installed by
safe, sanitary and comfortable environment and the Maintenance Director on
1o help prevent the development and transmission 04/30/2015.
of disease and infection, 2, 100% Observation of all
storage doors was completed
{a) Infection Control Program by the Administrator on
The facility must establish an Infection Control 04/30/2015. All doors were
ngram under which it - locked. All (1 3) thiteen
{1) Investigates, contrals, and prevents infections Starage reom doors will be
in the facility; lrepli?‘::eccii wrthkauLomalic
{2) Decides what procedures, such as isolation, l\::lnlr;%a:m nobs by the
. . ce Director by
should be applied to an individual resident; and 08/04/2015.
{3) Maintains a ret_:ord of incidents and corrective 3. The Administrator will re-
actions related to infections. educate the Maintsnance
Director on abtaining
(b} Preventing Spread of Infection automatic locks for any
(1) When the Infection Centrol Program hazardous room by
determines that a resident needs isolation to 08/04/2015.
prevent the spread of Infection, the facllity must 4. The Administrator will abserve
isolate the resident. biohazard storage/storage
{2} The facility must prohibit employees with a closets to ensure they are
communicable disease or infected skin lesions lacked (2) two times per week
from direct contact with residents or their food, if for (1 2) twelve weeks. If a
direct contact will transmit the disease. room is found to be unlocked
{3) The facility must require staff to wash thair it will be secured immediataly.
hands afler each direct resident contact for which l‘he reisults of these audits will
hand washing is indicated by accepted e reviewed with the Quality 06/05/201 5
professionat practice Agsurance Committee for a
) minimum of three (3) months
{c) Linens
Evenl 1D 77HX1 Faciiy 1D 100094 { continuation sheet Page 16 of 18
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FEadl I e R Faa and until the Quality Assurance
Personnel must handle, store, pracess and Committee ascerains
transport linens so as to prevent the spread of continuous compliance. If at
infection, any time a concerm is
identified, a Quality Assurance
Committee meeting will be held
to review concerns for further
recammendations as needed,
The members of the Quality
This REQUIREMENT is not met as evidenced Assurance Committee wil
by: consist of at a minimum the
Based on observation, interview and Adml_mstralor, the Director of
policy/procedure review, it was determined the Nursing, the Assistant Diractor
facility falled to maintain an Infection Control of Nursing and the .Soc'al
Program designed to provide e safe, sanitary and nSﬂerc\jriicelsDI?lrect:tor w"h;?e
comfortable enviranment and to help prevent the Ie:stca gLl ]
; h quarterly.
davelopment and transmission of disease and
infection related to one (1) Bio-Hazard Storage
Room aut of thirteen (13) storage rooms Compliance date: 08/05/2015
unlocked,
Interview with the Director of Nursing {DON), on
04/29/15 at 9.05 AM, revealed there wera
fourteen (14) residents with wandering
capabilities in which one could wander into this
area and become antrapped in the room and be
Injured
The findings include:
Review of the facility's policy and procedure titled,
“Regulated Medical Waste", dated 05/07,
revealed the facility must designate a locked
regulated waste storage area(s) and Identify this
area clearly.
Observations on 04/28/15 at 2:06 PM, 2:23 PM,
2:40 PM, 3:57 PM and on 04/29/15 at 7:31 AM
and 9:15 AM, revealed an unlocked door on the
100 hatiway labeled "Bio- Hazard Storage™,
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F 441 | Continued From page 17 F 441

There were six (6) full blohazard bags inside of
the bichazard boxes and all were exposed
because the box tops were not closed.

Interview with Certified Nurse Aide (CNA) #2, on
04/29/15 at 8:40 AM, ravealed the Bio-Hazard
door should be locked to secure the waste at all
times. She stated there were wanderers on the
hallway and the Blo-Hazard waste should be
secured to prevent residents or visitors from
entering this area. She stated there wers sharps
and hazards stored in this area at all times.

Further Interview with the Director of Nursing
(DON), on 04/29/15 at 9:05 AM, revealed she
expected the Bio-Hazard Storage Room door to
be locked at all times to secure the waste
products (sharps and chemicals), She stated a
resident/visitor could be injured in this area.

Interview with Maintenance Director, on 04/29/15
at 9:25 AM, revealed the Blo-Hazard Storage
Room contained waste that should be secured
behind a locked door at all times. He revealed a
resident could become trapped in the room or
become Injured on the hazardous waste.

Interview with the Administrator, on 04/30/15 at
10:40 AM, revealed she expectad the
Bio-Hazardous Storage Raom door to remain
locked at all times. She stated a resident/visitor
entering the room could become trapped or
contamination by the hazardous waste. She
revealed that this area does contain blood bourne
pathegens and a resident/visitor could become
contaminated.
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STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE conffm)mch{tb

CFR: 42 CFR 483,70(a)
BUILDING: 01

PLAN APPROVAL: 1989, 1992
SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

| TYPE OF STRUCTURE: One (1) story, Type Il
| (211)

| SMOKE COMPARTMENTS: Seven (7) smoke
compartments

| FIRE ALARM: Complete fire alarm system
upgraded in 2008 with five (5) heat and (42)
smoke detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system.

GENERATOR: Type Il generator. Fuel source is
propane,

A Recertification Life Safety Code Survey was
initiated on 04/29/15 and concluded on 04/30/15.
The facility was found not to be in compliance
with the requirements for participation in
Medicare and Medicaid. The facility is certified for
one-hundred thirty-two (132) beds with a census

| of one-hundred nineteen (119) on the day of the

| survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Faderal

AND PLAN QF CORRECTION IDENTIFICATION NUMBER. ? COMPLETED
A BUILDING 01 - MAIN aun.nmc“k( 2015
185087 B.MING e QEFICE OF 04/30/2016
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TWIN RIVERS NURSING AND REHAB CENTER 2420W. IRD AT,
OWENSBORO, KY 42301
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DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

Submission of this plan of
correclion is not a legal admission
that a deficiency exists or that this
statement of deficiency was
correctly cited, and is also not to be
i construed as an admission of
interest against the facility, the

i Administrator or any employees,
agents, or other individuals who
draft or may be discussed In this
response and plan of correction. In
addition, preparation of this plan of
correction does not constitute an
admission or agreement of any kind
by the facility of the truth of any
facts alleged or see the correctness
of any allegation by the survey
agency. Accordingly, the facility
has prepared and submitted this
plan of correction prior to resolution
of any appeal which may be filed
solely because of the reguirements
under state and federal law that
mandate submission of a plan of
carrection within ten (10) days of
the survey as a condition to
participate In Title 18, and Title 19
programs. The submission of the
plan of correction within this time
frame should In no way be
construed or considered as an
agreement with the allegations of
noncompliance or admission by the
facility. The plan of correction
constitutes a written allegation of
submission of substantial
compliance with Federal Medicare
Requirements.

2

DIRECTOR'S OR HROVIDERYSUPPLIER REPRESENTATIVE'S SIGNATURE

Wit 5}’5’7 ZN%ZST

deflclancy statamant anding with an asterigk (*} denotes a deflciency which the institution may ba excused from correcting p'rwldlng it 1a determined that

other safeguards provide sufficient protection to the patients . {See Instructiona.) Except for nuraing homes, the findings stated abave are disciosable 80 days
following the date of survey whether or not a plan of eorrection is provided. For nursing homaes, the above findings and plans of correction are disclosabla 14
days followlng the date lhess documents are made available to the facility. If deficiencias are cited, an approved plan of correction i3 requisita to continued

program participation,
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K 000 | Continued From page 1 K 000
Regulations, 483.70(a) et seq. (Life Safety from
Fira)
Deficiencigs were cited with the highest
deficiency ldentified at "E" level. 1. The cortidor doors to
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 rooms #101 and #3398
SS=0 were adjusted to latch
Doors protecting corridor openings in other than properly by the Maintenance
required anclosures of vertical openings, exits, or Director on 04/30/2015,
hazardous areas are substantial doors, such as 2. An audil of all facility doors
those constructed of 1% inch solid-bended core was conducted by the
wood, or capable of resisting fire for at lsast 20 Maintenance Director on
minutes. Doora in sprinklered buildings are only 05/20/2015 and no other
required to resist the passage of smoke. There is Issues were found.
no impediment to the closing of the doors. Doors 3. ggmaéﬂfaqggctf I?l:raector wil
are provided with a means suitable for keeping Administrator re ‘;m“ NFPA
the door closed. Dutch doors meeting 19.3.6.3.6 S NORIEE L]
Ny . 19.3.6.3.1 regarding
are permitted.  10.3.6.3 requirements for doors fully
Roller latches are prohibited by CMS regulations g:ﬁg'pl;ra?ei; r:;e(%t;g?};&\;ﬂl
in all heaith care facilities. 4. The Maintenance Director will
observe all facility corridor
daors for proper latching
weekly times (12) twelve
weeks. The resulis of these
observations will be reviewed
with the Quality Assurance
Committee for a minimum of
three (3) months and untii the
Quality Assurance Committee
ascertains continuous
This STANDARD is not met as evidenced by: °°"‘p"a"i°e,a u ai" any fime a
Based on observation and interview, it was g‘;rs'f;?] c: C?:?:lrf;?géa Qua:;ty
determined the facility failed to ensure doors to will be held to revi ewect:!:?ar:sg
resldent rooms would latch properly in for further recommendations
accordance with National Fire Protection as needed. The members of
Association (NFPA) standards. The deficiency the Quality Assurance
had the potential to affect two (2) of five (5) Committee will conslist of at a
FORM CMS-2567(02-89) Previcus Versions Obscisia Event ID:77HX21 Faclity 1D: 00054 If continuation sheet Page 2 of 23
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OF OEFICIENCIES 1o PROVIDER'S PLAN OF CORREGTION il
S (EACH DEFIGIENGY UST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION BHOULD B2, Rl
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFE St
K 018 | Continued From page 2 Ko18
smoke compartments, residents, staff and minimum the Administrator,
visltors. The facliity hes the capaclty for the Director of Nursing, the
one-hundred thirty-two {132) beds and at the time Assistant Director of Nursing
of the survey, the census was one-hundred and the Social Services
nineteen (119). Director with the Medical
Director attending at laast 06/0512015

The findings include: quarterly.
1) Observation, on 04/29/15 at 2:05 PM, with Compliance date: 06/05/2015
the

Maintenance Supervisor revealed the corridor
door to

room #101 would not latch when tested.
Interview, on 04/29/15 at 2:08 PM, with the
Maintenance Supervisor revealed he was
unaware the door would not latch,
2.) Obsarvation, on 04/29/15 at 3:05 PM, with
the

Maintenance Supervisor revealed the corridor
door to

room #33% would not latch when tested.
Interview, on 04/26/15 at 3:08 PM, with the
Maintenance Supervisor revaaled he was
unaware the door would not latch.
The census of one-hundred nineteen (119) was
verified by the Administrator on 04/30/15, The
findings were acknowledged by the Administrator
and verified by the Maintenance Supervisor at the
exit interview on 04/30/15.
Actual NFPA Standard:
Reference: NFPA 101 {2000 edition) 18.3.6.3.1*
Doars protecting corridor openings in

other than required enclosures of vertical
FORM CMS-2567(02-69) Previous Versions Obsolete Event (D: 77HX21 Facilty 1D; 100084 If continuation sheel Page 3 of 23
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K 018 | Continued From page 3

openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
13/4-in, (4.4-cm) thick, solid-bonded core wood
or of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA B0,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance between the bottom
of tha door and the flcor covering not exceeding
1In. (2.5 cm) shall be permitted for comidor
doors.

Exception No. 1: Doors to tollet rooms,
bathrooms, shower rooms, sink closets, and
similar

auxiliary spaces that do not contain flammable or
combustibhle materials.

Exception No. 2: In smoke compartments
protected throughout by an approved, supervised
automatic sprinkler system in accordance with
19.3.5.2, the door construction requirementa of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.

18.3.6.3.2* Doors shall be provided with a means
sultable for keeping the door closed that is
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping

the door fully closed if a force of & Ibf {22 N} is
applled at the latch edpe of the door. Roller
latches shall be prohiblted on carridar doors in
buildings not fully protected by an approved
autometic sprinkler system In accordance with
NFPA standards.

Reference: CMS: S&C-07-18
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=E

Ko18

K025
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K 025 | Continued From page 4 K 025 The unsealed pipe sleeve and
Smoke barriers are constructed to provide at one (1) inch hole located in the
least a one hatf hour fire resistance rating In smoke barrier extending above
accordance with 8,3. Smoke barriera may the ceiling by Room #216 was
terminate at an atrium wall. Windows are sealed with fire caulk by the
protected by fire-rated glazing or by wired glass Maintenance
panels and steel frames. A minimum of two Eé'::;:"p‘;’r‘l 315"3":’33']’ :s-‘gll" 4
separate compartments ars provided on each e
floor. Dampers are not required In duct nyGOGI:Jg‘IZ(::S :o ‘h;Skg:Ed A
penetrations of smoke barmiers In fully ducted sb 80 th N a‘l? erba Ll
heating, ventilating, and air conditioning systems. gk".}lv ed Aa ceiling between
19.3.7.3, 19.3.7.5, 16.1.6.3, 19,16.4 R iolenous
; ' ' Skilled A can be inspected.
The Maintenance Director
observed smoke barriers to
ensure they were sealed with
approved materials. No Issues
This STANDARD is not met as evidenced by: noted on 05/21/2015.
Based an abservation and interview, it was Cbservation of alt facility
determined the facility failed to maintain smoke smoke barrier access doors
barriers that would resist the passage of smoke was conducted by the
between smoke compartments in accordance Maintenance Director on
with National Fire Protection Assaciation (NFPA) 05/20/2015 and no other
standards. The deficlent practice has the potantial issues were found.
to affect four (4) of five (5} smoke compartments, The Maintenance Director will
residents, staff and visitors, The facllity has the be re-educated by the
capacity for one-hundred thirty-two (132) beds Administrator regarding NFPA
and at the time of the survey, the census was 1811 ;9331793:‘ ;941;5'
one-hundred nineteen (119). 8.2 3{2'2 regarding
) requirements for smoke
The findings Inciude: barriers. This re-education will
1) Observation, on 04/30/15 at 7:55 AM, with gﬁ: mﬂ?;c;:gaﬂgfzfgﬁ.“
the Maintanance Supervisor revealed an observe all facility smoke
unsealed pipe sleeva and a one (1) inch hole barriers to ensure they are 06/05/2015
located in the smoke barrier extending above the sealed properly and access is
ceiling by Room #216. available for proper latchin
weekly times (12) twelve 9
Intarview, on 04/30/15 at 7:58 AM, with the
Maintenance Supervisar revealed he was not
aware of the penetration.
FORM CMS-2567(02-59) Previcus Versions Obsolsta Event ID: TTHX21 Fadiity ID; 100084 it continuation sheet Page 5 of 23
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K 025 | Continued From page § K025 weeks. The resuits of these
. obsarvations will be reviewed
2) Observation, on 04/30/15 at 8:05 AM, with with the Quality Assurance
the Maintenance Supervisor revealad the smoke Commiitee for a minimum of
barrler extending above the ceiling betwean three {3) months and until the
Skilled A and Skilled B was not accessible from Quality Assurance Commities
the Skilled A Side for inspection, ascertains continuous
compliance. If at any time a
Intervlew, on 04/30/15 at 8:06 AM, with the concem is identified, a Quality
Maintenance Supervisor revealed he was not Assurance Committee meeting
aware both sides would need to be inspected. will be held to review concerns
for further recommendations
The census of one-hundred nineteen ( 118) was as needed. The members of
verified by the Administrator on 04/30/15. The the Quality Assurance
findings were acknowledged by the Administrator Committee will consistof ata
and verified by the Maintenance Supervisor at the minimum the Administrator,
exil interview on 04/30/15. the Director of Nursing, the
Asslstant Dlrector of Nursing
. and the Social Services
Actual NFPA Standard: Director with the Medical
Reference: NFPA 101 (2000 Edition).19.3.7.3 Director altending at least
Any required smoke barrier shall be constructed quarterly. .
in accardance with Section 8.3 and shall have a Compliancs date: 06/05/2015 e
fira resistance rating of not less than 1/2 hour,
Exception No. 1: Where an atrium is used,
smoke barriers shall be permitted to terminate at
an atrium wall constructed in accordence with
Exception No. 2 to 8.2.5.6(1). Not less than two
separate smoke cormpartments shall be provided
on each floor,
Exception No, 2" Dampers shall not be required
in duct penetrations of smoke barriars in fully
ducted heating, ventilating, and air conditioning
systems where an approved, supervised
automatic sprinkler system in accaordance with
19.3.5.3 has been provided for smoke
compariments adjacent to the smoke banier.
19.3.7.5
Openings In smoke barriers shall be protected by

FORM CM5-2567(02-88) Provi
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fire-rated glazing; by wired plass panels and steel
frames; by substantial doors, such as 13/4-in.
{4.4-cm) thick, solid-bonded wood core doors; or
by construction that resists fire for not less than
20 minutes. Nanrated factory- or field-applied
protective plates extending not more than 48 in.
(122 cm) above the bottom of the door shall be
permitted.

Exception: Doors shall be permitted to have fixed
fira window agsembiies in accordance with
8.2.3.2.2

Reference; NFPA 80 Standard for Fire Doors and
Windows (1929 edilion)

Reference: NFPA 101 (2000 edition)

8.2.3.2.2

Fire window assemblies shall be permitted in fire
barrders having a required fire resistance rating of
1 hour or less and shall be of an approved type
with the eppropriate fire protection rating for the
location in which they are installed, Fire windows
shall be installed in accordance with NFPA 80,
Standard for Fire Doors and Fire Windows, and
shall comply with the following:

(1) * Fire windows used in fire barriers, other
than existing fire window installations of wired
glass and other fire-rated glazing material in
approved metal frames, sha!l be of a design that
has been tested to meet the conditions of
acceptance of NFPA 257, Standard on Fire Test
for Window and Glass Block Assemblies.

{2) Fire windows used in fire barriers, other than
existing fire window instaliations of wired glass
and other fire-rated glazing material in approved
metal frames, shall not exceed 25 percent of the
area of the fire bamier in which they are used.
Exception: Fire-rated glazing material shali be
permitted to be installed in approved existing

frames.
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K 025 | Continued From page 7 K025
Reference: NFPA 80 Standard for Fire Doors and
Windows (1999 edition} 13-1 Windowe.
13-1.1 General.
This chapter shall cover the Installation of fire
windows.
13-1.2 Testing.
Fire windows shall be testad in accordance with
NFPA 257, Standard Resaarch Test Method for
Determining Smoke Generation of Solid
Materials, for the required fire protection rating of
the window opening. Fire windows shall be
labeled.
13-1.3 Labels.
131.31
Fire window frames shall be labeled for such use. 1. The second lock on the
¥ 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 Receptlonist office deor and
88=D the Education and Training
Exit access is arranged so that exits are readily office door wera removed by
accessible at all times in accordance with section the Maintenance Director on
7.4, 19.2.1 05/04/2015, The door to the
resident smoking area was
removed by the Maintenance
Director on 05/21/2015.
2. The Maintenance Director
observed all doots to ensure
they did not have sacond locks
within the building on
05/04/2015. The Maintenance
Director observed all outside
This STANDARD s not met as evidenced by: ::?,:; :ﬁ tet?: ‘;:reeg:i?:.,cﬂ?ta:t
Based on cbservation and interviaw, it was path of egrass on 05/21/2015.
determined the facility failed to ensure locks on 3. The Maintenance Director will
doors In the path of egress were maintained in be re-educatad by the
accordance with National Fire Protection Administrator regarding NFPA 06/05/2015
Association (NFPA) standards. The deficient 101, 7.1, 19.2.1 regarding
practice has the potential to affect one (1) of five Exit access is arranged so that
(5) smoke compartments, residents, staff and exits are readily accessible at
FORM CMS-2567{02-80) Pravious Versicna Obsclate Event ID: 7THX21 Faclity ID; 100094 il continuation sheel Page 8 of 23
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K038 | Continued From page 8 K038 all times. This re-education wil
visitors. The facllity has the capacity for be completed by 06/04/2015.
one-hundrad thirty-two (132) beds and at the time & The Maintenance Director will
of the survey, the census was one-hundred observe interior doors to
nineteen (118). ensure they do not have
double locks and that all
The findings include: outside doors do not swing in
the direction of the path of
1)  Observation, on 04/29/15 at 2:20 PM, with egress weekly times (12)
the Maintenance Supervisor revealed two (2) twelve weeks. The resuits of
locks on the Receptionlist Office door to the these observations will be
corridor. reviewed with the Quality
Assurance Committee for a
Interview, on 04/28/15 at 2:21 PM, with the minimur of three (3) months
Maintenance Supervisor revealed he was not (s BT L
Assurance Comrnittee
aware of the requirements for locks in the path of ascertains continuous
egress, compliance. If at any time a
concern is identified, a Quality
2.) Ohservation, on 04/29/15 at 2:24 PM, with Assurance Committee meeﬂng
the Maintenance Supervisor revesaled two (2) will be held to review concerns
locks on the Education and Training Office door. for further recommendations
as needed. The members of
Interview, on 04/29/15 at 2:25 PM, with the the Quality Assurance
Maintenance Supervisar revealed he was not Committee will consistof at a
awara of the requirements for locks in the path of minimum the Administrator,
egress. the Director of Nursing, the
Assistant Director of Nursing
and the Social Services
3)  Observation, on 04/29/15 at 3:15 PM, with Diractor with the Medical
the Maintenance Supervisor revealed the door to Director attending at least
the resident smoking area did not swing in the quarterly.
direction of the path of egress. Compliance date: 06/05/2015
Interview, on 04/26/15 at 3:18 PM, with the
Maintenance Supervisor revealed he was not
aware of the requirement.
The census of one-hundred nineteen (119) was
verified by the Administrator on 04/30/15. The
findings were acknowledged by the Administrator
and verified by the Maintenance Supervisor at the
FORM CMS5-2587(02-89) Provious Varsions Osolats Evant 1D: 7T7HX21 Facilty 1D 100094 I continuation shast Page 9 of 23
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exit interview on 04/30/15.

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition) 7.2.4.5.4* A
{atch or other fastening device on a door shall be
provided with a releasing device having an
obvious method of operation and that Is readily
operated under alil lighting conditions. The
releasing mechanism for any latch shall be
located not less than 34 in. (86 cm), and not more
than 48 in. (122 cm), abovs the finished floor.
Doors shall be operable with not more than one
releasing operation.

Exception No. 1*; Egress doors from individual
living units and guest rooms of residential
occupancies shall be pennitted to be provided
with devices that require not more than one
additional releasing operation, provided that such
device is operable from the inside without the use
of a key or tool and is mounted at a height not
exceeding 48 in. (122 cm) above the finished
floor. Exlsting security devices shall be permitied
to have two additional releasing cperations.
Existing securlty devices other than automatic
latching devices shall not be located more than
60 in. (152 cm} above the finished floor.
Automatic latching devices shall not be located
more than 48 in. (122 cm) above the finished
floor.

Exception No. 2: The minimum meunting height
for the releasing mechanism shall not be
applicable to existing installations.

Reference: NFPA 101 (2000 edition) 7.2.1.6.1
Delayed-Egress Locks. Approved, listed, delayed
egress

locks shall be permitied to be installed on doors
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serving
low and ordinary hazard contants in buildings
protected
throughout by an approved, supervised automatic
fire detection
sysiem in accordance with Section 9.6, or an
approved,

supervised automatic sprinkler system In
accordance with Section

9.7, and whare pamitted in Chapters 12 through
42, provided

that the following criteria are met.

{a) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accordance

with Section 9.7 or upon the actuation of any heat
detector or acilvation of not more than two smoke
detectors

of an spproved, supervised automatic fire
detection system in

accordance with Section 9.6

(b} The doors shalf unlock upon loss of pawer
controlling
the lock or lacking mechanism,

{c) An irreversible process shall release the lock
within 15

seconds upon application of a force to the release
device

required in 7.2.1.5.4 that shall not be required to
exceed 15 Ibf

(87 N) nor be required to be continuously applied
for more

than 3 seconds. The initiation of the release
process shall activate

an audible signal In the vicinity of the door. Once
the
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door lock has been releasad by the application of
force to the
releasing device, relocking shail be by manual
means only.
Exception: Where approved by the autharity
having jurisdiction, a delay
net exceeding 30 seconds shall he permitted.
{d) *On the door edjacent to the releasa device,
there
shall be a readily visible, durable sign in [eiters
not less than 1 in. (2.5 cm} high and not less than
1/8 Ini. (0.3 cm) in stroke width on a contrasting
background that reads as follows:
PUSH UNTILALARM SOUNDS
DOOR CAN BE OPENED IN 15 SECONDS
Ks(s)fg NFPA 101 LIFE SAFETY CODE STANDARD K 058 The light fixture will be moved

If there is an automatic sprinkler system, it is
Installed in accordance with NFFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system Is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. tis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkier
systems ara equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system. 19.3.5

This STANDARD s not met as evidenced by:
Based on observation and interview it was
determined the facility falled to ensure the

in the Employge Break room
so the sprinkler head will not
be obstructed from developing
a full pattern on 05/26/2015
by the Maintenance

Director. A sprinkler will be
installed on the recessed area
from the front door te the
porch beam by Armor Fire
Protection by 08/04/2015.
The Malntenance Director
observed sprinkler heads to
ensure proper placement and
complete coverage of the
building on 05/21/2015 and no
other issues were found.

The Maintenance Director will
be re-aducated by the
Administrator regarding NFPA
101, 19.3.5 sprinkler systems.
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K 056 | Continued From page 12 K 058 This re-education will
sprinklers were installad, In accordance with be completed by 06/04/2015.
Naticnal Fire Protection Association (NFPA) 4. The Maintenance Director will
Standards. The deficient practice has the observe all facility sprinklers to
potential to affact two (2) of five (5) smoke ensure proper placement
compariments, residents, staff and visitors. The weekly times (12) twelve
facility has the capacity for one-hundred thirty-two weeks. The resulls of these
(132) beds and at the time of the survey, the observations will be reviewed
census was one-hundred ninetaen (118). with the Quallly Assurance
According to CMS S&C 13-55-LSG the Committes for a minimum of
enforcement implication wouid be a fully lhreq (3) months and unlil_the
sprinklered facllity with major problems Quality Assurance Committae
' ascertains continuous

g compliance. If at any time a
UL G o2 concern is identifiad. a Quality
1) Observation, on 04/28/15 at 1:55 PM, with Qﬁfﬂf ngﬁﬁ: ﬂrﬂgtﬁmﬂm
the Maintenance Supervisor revealed a sprinklar for further recommendations
heed located in the Employee Break Room was as needed. The members of
obstructed fraom developing a full pattern by a the Quality Assurance
light fixture installed within twelve (12) inches of Committee will consist of at a
the sprinkler head and extending down below the minimum the Administrator,
sprinkier deflector. the Director of Nursing, the

Asslstant Director of Nursing 06/05/2015

Interview, on 04/28/15 at 1:56 PM, with the and the Soclal Services
Maintenance Supervisor revealed he was aware Director with the Medical
of the requirement; however, he had not noticed Diractor atiending at least
the sprinkler head being obstructed in the quarterly.
Employee Break Room. Compliance date: 06/05/2015
2) Observation, on 04/29/15 at 2:22 PM, with
the Maintenance Supervisor revealed incomplete
sprinkler coverage of the Front Porch. The
recessed area from the front door to the porch
beam did not have sprinkler protection,
Interview, on 04/29/15 st 2:23 PM, with the
Maintenance Supervisor revealed he was not
aware the porch roof dld not have complete
coverage,
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The census of one-hundred nineteen (119) was
verified by the Administrator on 04/30/15. The
findings were acknowladged by the Administrator
and verified by the Maintenance Supervisor at the
exlt interview on 04/30/15,

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition) 19.3.5
Extinguishment Requirements.

19.3.5.1

Where requirad by 19.1.8, health care facllities
shall be protected throughout by an approved,
supervised autornatic sprinkler system in
accordance with Section 8.7,

Exception: In Type | and Type il construction,
whare approved by the authority having
jurisdiction, altemative protection measures shall
be permitted to be substituted for sprinkler
protection in specified areas where the authority
having |urisdiction has prohiblted sprinklers,
without causing a building to be classified as
nonsprinklered.

19.3.5.2*

Where this Code permits exceptions for fully
sprinklered buildings or smoke compartments,
the sprinkler system shall meet the following
criteria:

(1) It shall be in accordance with Section 8.7.
{2) It shall be electrically connected to the fire
alarm system.

(3) Itshall be fully supervised.

Exception: In Type | and Type I§ construction,
where approved by the authority having
jurisdiction, alternative protection measures shall
be permitted to be substituted for sprinkler
protection in specified areas where the authority
having jurisdiction has prohibited sprinklers,
without causing e bullding to be classified as

K 058
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nonsprinklered.

Referenca: NFPA 101 (2000 Edition) 8.7
AUTOMATIC SPRINKLERS AND OTHER
EXTINGUISHING EQUIPMENT

9.7.1 Automatic Sprinklers.

9.7.1.1*

Each automatic sprinkler system required by
ancther section of this Code shall be in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.

Exception No. 1: NFPA 13R, Standard for the
Installation of Sprinkler Systems in Residential
Oceupancies up to and Including Four Staries in
Height, shall be permitted for use as spacificaily
referenced in Chapters 24 through 33 of this
Code,

Exception No. 2: NFPA 13D, Standard for the
Installation of Sprinkler Systema in One- and
Two-Family Dwellings and Manufactured Homes,
shall be permitted for use ag provided in Chapters
24, 28, 32, and 33 of this Code.

Reference: NFPA 13 (1999 ed))

5-5.5.2.2 Sprinklers shall be pesitioned in
accordance with

the minimum distances and speclal exceptions of
Sections 5-6

through 5-11 so that they are located sufficiently
away from

obatructions such as truss webs and chords,
plpes, columns,

and fixtures.

Table 5-8.5.1.2 Positioning of Sprinklers to Avoid
Obstructions to Discharge (SSU/SSP)

Maximum Allowable Distance

FORM CMS3-2567(02-88) Previous Venions Obsalsle Event I0: TTHX24 Facility 10 100094 If continuation sheel Page 1501 23




From:

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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

05/26/2015 10:28 #005 P.016/023

PRINTED: 05/14/2015
FORM APPROVED
OMB NO, 0938-0391

%1} PROVIDER/SUPPLIERICUA
IDENTIFICATION NUMBER:

188087

{X2) MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIN BUILDING 01

B, WING

(X3) DATE SURVEY
COMPLETED

04/39/2016

NAME OF PROVIDER OR SUFPPLIER

TWIN RIVERS NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
2420 W.IRD ST.
OWENSBORO, KY 42301

{X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSGC IDENTIFYING INFORMATION)

=)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(x6)
COMPLETION
DATE

K 058

K070
§8=D

Continued From page 15

Distance from Sprinklers to
above Bottom of

Slde of Obstruction (A)

(B

Lessthan 1t [+
ifttolessthan1 A6 in. 2112
1 ft6in. toless than 2 ft 3172
2fttolessthan2 ft6 in. 5172
2 ft6in. to less than 3 f 712
3fttolessthan 3 A6 n. 91/2
3ft6in. lolessthan 4 ft 12

4 fitoless than 4 ft 6 in. 14

4 ft6in. to less than 5 ft 16172
5 ft and greater 18

of Deflector

Obstruction (In.)

For Sl units, 1 in. =25.4 mm; 1 ft=0.3048 .
Note: For {A) and {B), rafer to Figure 5-8.5.1.2(a).
Reference: NFPA 13 (1999 ed.)

5-8,3.3 Minimum Distance from Walls, Sprinklers
shell be located a minimum of 4 in, (102 mm)
from a wall.

Reference; NFPA 13 (1898 Edition) 5-13 8.1
Sprinklers shall be Installed under exterior roofs
or canoples exceeding 4 Ft. (1.2 m) in width,
Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.

NFPA 101 LIFE SAFETY CODE STANDARD

Portable space heating devices are prohibited in
all health care occupancies, except in
non-sleeping staff and employee areas where the
heating elements of such devices da not exceed
212 degrees F, (100 degrees C) 19.7.8

K 056

K070

1. The poriable space heater in
the North Shower room wilt be
hard wired in so it cannot be
moved by 08/04/2015 by the

Maintenance Director. 06/05/2015
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nineteen (119).

The findings include:

Interviews, on 04/29/1

in the Shower Room.

findings ware acknow!
and verified by Malnie

Referance: NFPA 101

space-heating

This STANDARD s not met as evidenced by:
Based on observations and interview, it was
determined the facility failed to ensure portable
space heaters used in the facillty were in
accordance with National Fire Protection
Association (NFPA) standards, The deficlency
had the potential to affect one (1) of five (5)
stmake compartments, residents, staff, and
visitors. The facllity has the capacity for
one-hundred thirty-two (132) beds and at the time
of the survey, the census was one-hundred

Observation, on 04/29/15 at 2:00 PM, with the
Maintenance Supervisor revealed a portable
space heater attached to the wall located in the
North Hall Shower Room. The portable heater
had a healing element that exceeds 212 degrees,

5 at 2:01 PM, with the

Maintenance Supervisor revealed he was not
aware of the portable space heater being in use

The census of ons-hundred nineteen (119} was
verified by the Administrator on 04/30/15. The

edged by the Administrator
nance Supervisor at the

exit Intarview on 04/30/15.

(2000 edition)

19.7.8 Portable Space-Heating Devices. Portabla
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Tha Maintenance Director
observed all health care
occupied areas in building to
ensure there were no portable
space heaters on 04/30/2015
and no other jssues were
found.

The Maintenance Director will
be re-educated by the
Administrator regarding NFPA
101, 19.7.8 portable spacs
heaters.

This re-education will

be completed by 06/04/2015.
The Maintenance Director will
observe all health care
occupied areas in building to
ensure there were no portable
space hesters weekly times
(12) twelva weeks. The results
of these observatlons will ba
reviewed with the Quality
Assurance Committes for a
minimum of threa (3) months
and until the Quality
Assurance Commitiee
ascertains continuous
compliance. If at any time a
concern is Identified, a Quality
Assurance Committee meeting
will be held to review concemns
for further recommendations
as needed. The members of
the Quality Assurance
Commitiee will consist of at a
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K 070! Continued From page 17 K070 minimum the Administrator,
devices shall be prohibited In all health care the Director of Nursing, the
occupancies. Assistant Director of Nursing
Exception: Portable space-heating devices shall B?ﬂ;i?ﬁ%gmgﬁ I
::e permiited to be used Director attending at least
n non-sleeping staff and employse areas where quarterly.
the heating elements of ' 06/05120)
such devices do not exceed 212°F (100°C). Compliance date: 06/05/2015
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 :
§8=0
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 5.1.2
The Maintenance Director |
installed a G.F.C.I. receptacle
in the Modality Room of the
This STANDARD s not met as evidenced by: Egﬁgﬁlgg‘r-wm‘a weged into
Based on observation and interview, it was thz GF.CL on 05,51 Igg” 5b
determined the facility failed to ensure electrical the Mainterance Dlector -
wiring was maintained in accordance with 2. The Maintenance Directo'r
Nalional Fire Protection Association {NFPA) observed electrical devices to
standards, The deﬁclency had the potential to ensure they were p'uggad into
affect one (1) of five {5) smoke compartments, the correct electrical outlet on
residents, staff and visitors. The facility has the 04/30/2015 and no other
capacity for one-hundred thirty-two (132) beds issues were found.
and at the time of the survey, the census was 3. The Maintenance Director will
one-hundred nineteen (119). be re-educated by the
Administrator regarding NFPA
Tha findings include: 101, 9.1.2 regarding electrical
wiring and equipment.
Observation, on 04/29/15 at 1:45 PM, with the This re-education will
Maintenance Supervisor revealed the be completed by 06/04/2015.
Hydrocollator {ocated in the Modality Room of the
Therapy Gym was not plugged into a ground Fault
circuit interrupter (GFCI) recaptacle,
Interview, on 04/29/15 at 1:45 PM, with the
Maintenance Supervisor revealed he was not
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e Raga '8 K47 The Maintenance Director will
aware of the requirement. observe all electrical devices
The census of one-hundred nineteen (119) was :rc:ma r:ﬁgfg;rt::ztael}eeglggagie:u“a
verified by the Adminiatrator on 04/30/15. The weekly times (12) twelve
findings were acknowledged by the Administrator weeks. The results of these
and verified by the Maintenance Supervisor at the observations will be reviewed
exit Interview on 04/30/15, with the Quality Assurance
Committee for a minimum of
Actual NFPA Standard: three (3) months and until the
Quality Assurance Commiitee
Reference: NFPA 101 (2000 Edition) ascerlains continuous
compliance. If at any time a
9.1.2 Elactric, concern is identified, a Quality
Electrical wiring and equipment shall be In Assurance Committee meeting
accordance with NFPA 70, National Electrical will be held o review concerns
Code, unless existing installations, which shall be for further recommendations
permitted to be continued in service, subject to :)s "gﬁﬁd' ATr;zrr::mbers of
approval by the autherity having jurisdiction. C:mm e‘g wf" o s‘i::t ofata
minimum the Administrator,
the Director of Nursing, the
Reference NFPA 70 (1999) edltion e el L 06/0512013
National Electric Code, relating 1o ground fault Director with the Medical
protection for electric outlets near sinks In Director attending at least |
resldent rooms. NFPA: 70 210.8 Raceptacles quarterly. I
Installed under the exceptians to 210.8(A)(5) shall {
not be considered as meeting the requirements of Compliance date: 06/05/2015 |’
210.52(G).
(6) iitchens - where the receptacles are installed [
to serve the countertop surfaces
(7) Wet bar sinks - where the receptacles are
installed to serve the countertop surfaces and are
located within 1.8 m (6 ft) of the outside edge of
the wet bar sink,
Reference NFPA 70 (1999 edition)
210.8 Ground-Fault Circuit-Interrupter Protection
for Personnal,
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FPN: Sea 215.8 for ground-fault cireuit-interrupter
protection for personnel on feeders.
(A) Dwelling Units. All 125-volt, single-phase, 15-
and 20-ampere recaptacles Installed in the
locations specified in (1) through (8) shall have
ground-fault circuit-interrupter protection for
personnel.
(1) Bathrooms
(2) Garages, and also accassory buildings that
have a floor located at or below grade level not
Intended as habitable rooms and limited to
storage areas, work areas, and areas of similar
use
Exception No. 1: Receptacles that are not readily
accessible.
Exception No. 2: A single receptacle or a dupiex
recaplacle for two appliances located within
dedicated space for each appliance that, in
normal use, Is not easily moved from one place ta
another and that is cord-and-plug connected in
accordance with 400.7(A)(6), (AX7), or {A)B).
Receptacles installed under the exceptions to
210.8(A}2) shall not be considered as meeting
ihe requirements of 21 0.52(G).
(3) Outdoors
Exception: Receplacles that are not readily
accesslble and are suppiled by a dedicated
branch circuit for electric snow-melting or deicing
equipment shall be parmitiad to be Installed in
accordance with the applicable provisions of
Article 428,
{d4) Crawl spaces - at or below grade level
(5) Unfinished basements - for purpases of thia
section, unfinished basemenis are defined as
portions or areas of the basement nat intended
as habitable recoms and limited to storage areas,
waork areas, and the like
Exception No. 1: Receptacles that are not readily

accessible.
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Exception No. 2; A single receptacle or a duplex
receptacle for two appliances located within
dedicated space for each appliance that, in
normal use, is not easily moved from one placa to
anctier and that is cord-and-plug connected In
accordance with 400.7(AX6), (A)(7), or (A)(8).
Exception No. 3: A receptacle supplying only a
permanently Installed fire alarm or burgfar alarm
system shall not be required to have ground-fault
circuit-interrupter protaction.

Receptacles installed under the exceptions to
210.8(A)(5) shall not be considered as meeting
the requirements of 210.52(G).

(6) Kitchens - where the receptacles are installed
to serve the countertop surfaces

{7) Wet bar sinks - where the raceptacles are
installed to serve the countertop surfaces and are
located within 1.8 m (6 fi) of the outside edge of
the wet bar sink.

(8} Boathouses

(B) Other Than Dwalling Units. All 125-volt,
single-phase, 15- and 20-ampere receptacles
installed in the locations specified in (1), {2), and
(3) shall have ground-fault Circuit-interrupter
protection for personnel:

(1) Bathrooms

{2} Rooftops

Exception: Receplacles that are not readily
accessible and are supplied from a dedicated
branch circuit for electric snow-relting or deicing
equipment shall be permitted to be installed in
accordance with the applicable provisions of
Articla 4286,

(406.8 Receptacles in Damp or Wet Locations,
{A) Damp Locations. A receptacls installed
outdoors in a location protected from the weather
or in other damp locations shall have an
enclosure for the receptacle that is weatherproof

when the receptacle is covered {(attachment plug

FORM CMB-2587(02-69) Previous Versions Qbsolele Evam 1D:77HX24

Facillty ID: 100084

If continuation aheet Page 210f23




From;

05/26/2015 10:30 #005 P.022/023

PRINTED: 05/14/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION ((3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED
185087 8. WiNG 04/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
TWIN RIVERS NURSING AND REHAB CENTER A120W. IR0 B
CWENSBORO, KY 42301
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION fi. 5]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 147 | Continued From page 21 K 147

cap notinserted and receptacla covers closed).
An Installation suitable for wet locations shall also
be considered suitable for damp locations.

A receptacle shall be considersd toba in a
location protected from the weather where
located under roofed open porches, canoples,
marquees, and the like, and will not be subjected
to a beating rain or water runoff.

(B) Wet Locations,

(1) 15- and 20-Ampere Dutdoor Receptacles. 16-
and 20-ampere, 125- and 250-volt receptacles
Installed outdoors in a wet location shall have an
enclosure that s weatherproof whether or not the
attachment plug cap is inserted.,

(2) Other Receptacles. All other receptacles
Installed in a wet location shall comply with (a) or
(b):

{(a) A receptacle installed in a wet location where
the product intended to be plugged Inte it is not
attended while in use (e.g., sprinkler system
controller, landscape lighting, hollday lights, and
s0 forth) shall have an enclosure that Is
weatherproof with the attachment plug cap
inserted or removed,

(b) A receptacle Installed in a wet lacation where
the preduct intended to be plugged into it will be
attended while In use (e.g., portable tocls, and so
forth) shall have an enclosure that is
weatherproof when the attachment plug Is
removed.

(C) Bathtub and Shaower Space. A receptacle
shall not be Instafled within a bathtub or shower
space.

3} Kitchens

Reference NFPA 70 (1999) edition 370-28(c)
Covers. All pull boxss, junction boxes, and
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conduit bodies shall be provided with covers
compatible with the box or conduit body
construction and sultable for the conditions of
use. Where metal covers are used, thay shall
comply with the grounding requirements of
Section 250-110. An extension from the cover of
an exposed box shall comply with Section
370-22, Exception,
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