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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 0838-0391
STAIEMENT OF OEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA 152} MULTIPLE CONSTRLUCTION 1X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATIOM NUMSER: A BULDING COMPLETED

185006 B. WING 031512013

NAME OF PROVIDEZR OR SUPPLIER STREET ADDRESS, CITY, 8TATE. ZIF CODE

201 SOUTH WARREN STREET
MORGANTOWN CARE & REHABILITATION CENTER
MORGANTOWN, KY 42261
xOIo SUMMARY STATEMENT OF DEFICIENCIES : no PROVIDER'S FLAN OF CORRECTION C )
PREF|X (EACH DEFIGIENCY MUS T BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUL D BE COMPLETION
TAG ©  REGULAIORY OR LSC IDINTFYING INFORMATION) . TAG CROSS-REFERENCED TO THEAPPROPRIATE  ~  OATE
DEFICIENCY)

F 000 ' INITIAL COMMENTS Fooo’

. A Recerlification Survey was nitiated on
03712113 and concludad on 03/18/13. No . i
" deficiencles were identified. ' '

JRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIY Siﬁy?& -~ TITLE (X8} DATE
e LET ) j
7 L / Mnesiatr A !f?/fJ

2
deflclency statermn ent ending with 2n asternsk {“)cemt’é%% deﬁ\c'ienc:y%%scrf’ thé iefétitulion may ba axcusad from correcting providing ilis del&rminéd that
rsafequands provide sufficient protettion to the patients, (See instructicns.} Excep! for nursing homes, the finding= staled above are dlsclosable 90 days
Mng |he dale of survey whether o not a plan of orrection is provided. For nursing homes, the above fi ndings and plans of correction are disclosable 14
folowing the dale these documents sre made available lo the facility, If deficiencies are cited, an approved planof correction (8 requisila 1 conlinued
rarn paticipation,
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DEFARTMENT OF HEALTH AND HUNMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/25/2013
FORMAPPROVED
OMB NO. 0938-0381

| STATEMENT OF OEFICIENGIES
j AND PLAM OF CORRECTION

|

(K1) FROVICER/SUPPLIERICLIA
IDENTIFICATION NURMBER:

185008

XE)MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIN BUILDING 01

B. WING

(X3} DATE SURVEY
COMPLETED

0311372013

NAME OF PROVIDESR OR SUPPLIER

MORGANTOWN CARE & REHABILITATION CENTER

STREEY ACDRESS, CITY. STATE, ZIF CODE
201 SOUTH WARREN STREET
MORGANTOWN, KY 42261

(X410
PREFIX
TAG

i
H

SUMMARY STAT EMENT OF LEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDEO BY FULL
REGULATORY QRLST IDENT FYING INFORMATION)

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION 1 x5
{EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

| CORMPLETION
OATE

K 000

INITIAL COMMENTS

| CFR: 42 CFR 483.70(a)

| BUILDING: 01

| PLAN APPROVAL: 1972

- SURVEY UNDER: 2000 Existing

 FAGILITY TYPE: SNFINF

{090}

f

* FIRE ALARM: Complete fire alarm system witn

i SMOKE COMPARTMENTS Eght (8) smoke 4

' compartments

hea‘t andg smoke detectors

: GENERATOR: Two {2) Type |l generators. Fuel
| source is natural gas and propane.

: A standard Life Safety Code survey was

SPRINKLER SYSTEM: Complete autornatic wet

sprlnkrer system.

- conducted on 03/13/13. Morgantown Care and
i Rehah Center was found not tc be in compliance |
L with the requirements for participation in ;
i Medicare and Medicaid. The facility is licensed for
" gne hundred twenty two (122) beds with a census |

i

' The findings that follow demonstrate
: noncompliance with Tile 42, Code of Federal

; of one hundred twelve {110) on the day of the

‘ survey.

" Regulations, 483.7C(a) et seq. [Life Safety from

K 000,

" Morgantown Care and Relinb
Center does not believe and
does nat admit that any

: deficiencies existed, before,

" during, or after the survey.
The Facility reserves the right
| to contest survey findings
through informal dispute

resolution, formal appesl

. proceedings, or any
administrative or legal

‘ procecdings. This plan of
- correction is not meant to

establish any standarg of
vare, contract obligation, or
position and the Facility

reserves all right to raise a3l i

possible contentions and

defenses in any type of civil i
or criminal claim, action or
proceeding. Nothing
caontained in this plan of
correction should be
considered as Review,

; Quality Assurance, or self

critival examinstion privilege

) which the Facility does not
d waive and reserves the right

to asser! in any

administrative, civil or

: criminal claim, astion, or

i proceeding, The Facility

! offers its response, credible

| ellepations or compliance and
plan of correction as part of
its onpoing efforts o provide
auality care to residents.

0T OATE

IRATORY DIRECTOR'S DR PROVIDER/SUPRLIER REPRESENTATWE’S@E

TITLE

deficiency staterrent ending with sty asterisk {*) denctas a deficie

‘f/fa./f?

th trgénsgtutio: may ke sxcused from correcting providing it is d@termir[sd that

r saleguards provide sufficient protection fo the patients, {See insfruciions.,) Excapt for nursing homes, the findings stated above are disclosabie 80 days
#ing the date of survey whether or not a plan of correction is provided, For nursing homes, the abowve findings and plans of correction are disclosgble 14
following the date these documents are made svailabls to the facility. | deficiancles are cited, an approved plan of corraction |s raquisite to continusd

ram pasticipation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDCARE & MEDICAID SERVICES

PRINTED: 03/25:2013
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEF ICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION 1X3] DATE SURVEY
ANO PLAMN OF C:ORRECTION IDENTIFICATION NUMBER: A, BUILEING COMPLETED
135008 BWING ___ e 893/16/2013
NAME OF PRUOVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF COOE
201 SOUTH WARKREN STREET
MORGANTOWN CARE & REHABILITAT ON CENTER
MORGANTOWN, KY 42261
(X4} 1D SURBMARY STATEMENT OF DEFICIENCIES I3 FROVIOER'S PLAN OF GORRECTION ixs)
PREFIX TEACH DEFICIENCY MUST BE FREGEDED Y FULL FREFIX {EACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAG ¢ REGULATORY DR LSC JOENTIFYING INFORMATIO N} TAG CROSS-REFERENCED TO THE APPROPRATE OATE
DEFICIENCY?

F 000" INITIAL COMMENTS

- A Recertification Survey was initiated on
03/12/13 and concluded on 03/15/13, N
" deficiencles were identified,

£ 000’

JRATORY DIRECTOR'S OR PROVIDER/SUPTL IER REMESENK@W ~ TITLE (XA DATE
z 7 L // %mwﬁmﬁnr “ /12 /13

- H
leficiency statemant ending with 2n asterisk {3 denotes a de&l‘r:iencygahich‘kﬁ?gfrgﬁmﬁm may be excused from corracting providing it is determinied that

safeguards provide sufficient protaction to the patierts. (See Instructions,} Excenpt for nursing
ing the date of survey whather or not 2 plan of correction 's provided, For rursing horras,
following the date these documants are made avaliable to the faclity, If deficiencies ars o

am participation,
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PRINTED: 03/25/2013

DEPARTMENT OF HEALTH AND HUIMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERIGLLY X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AMO PLAN OF CORRECTION IDENTIFICATION NUMBE R- A. BULDING 01 - MAIN BUILDING 01 COWPILETER
185008 8. WING e 0313/2013
NAME OF PROVIDER OR SUPFLIER STREET ADORESS, CITY, STATE, zip CODE
201 SOUTH WARREN STREET
MORGANTOWN CARE & REHABILITATION ¢ TER
ENTE MORGANTOWN, KY 422619
(X0 SUMMARY STATEMENT OF DEFICIENCIES : a3 ; PROVIDER'S PLAN OF CORRECTION : x5
PREFIX (EACH DEFICIENCY MUST BE FRECEDEQBY S L ;  PREFIX ! {EACH CCRRECTIVE ACTION SHOULO BE ] COMPLETION
TAG REGULATORY OR LSC IDENTFYING INFORMAT 10w) i TAG . CROSS-REFERENCEO TO THEAPPROPRIATE OATE
; : DEFICIENCY) )
! ’
K000 INITIAL COMMENTS L)

| GFR: 42 CFR 483.70(a} ; { Morgantown Care and Rehab
! : Center does not beiieve and

does not admit that any

 BUILDING: 01 | e

! ! ' deficiencies existed, bafore,
' PLAN APPROVAL: 1572 : : during, cr after the survey,
. i « The Facility reserves the right
' . - ‘ : 10 contest survey findings

SURVEY UNDER: 2000 Existing ; through informal disoute
i . : ; resoiution, formai appeal i
“FACILITY TYPE: SNFINF !  proceedings, or any :
. ; “admimnistrative or legal
“TYPE OF STRUCTURE: Two (2) story, Type |l [ . procecdings. This pian of
: {000) i correction is not Ineant to
; ; establish any standard of
| SMOKE COMPARTMENTS- Eight (8) smoke ; care, contract obligation, or
" comipartments ! : position and the Facility
i - reserves all right 1o raise aff
' FIRE ALARM: Complete fire alarm system with | ’ possible contentions and
H heat and Smoke detPECtCrS m by t mM i deﬁﬁl’lsﬁs n aHy t}‘Pe of ¢ivil
5 I : or ¢riminal claim, action or :
s : . roceading. Nothin i
| SPRINKLER SYSTEM: Compiate automatic wet | Eon;imgfn &33 pifﬁ of

correction should be

" sprinkier system,
i considered as Review,

| GENERATOR: Two (2) Type ligenerators, Fuel | Quality Assurauce, or scif

i source is natural gas and propane, i critical examination privilege

i ) which the Faci lity does not
' A standard Life Safety Code survey was waive and reserves the right i
* conducted on 03/13/13. Morgantown Care and ; t‘éas:s":” nany .
. Rehab Center was found not ta be in compliance ] ! griﬁiﬁﬁiﬁ;ﬁ : ;Lgogror ;
- with the requirements for partic’pation in ;' proceeding. The Facllity
i Medicare anc Medicaid. The facility is licensed for z offers its resporse, credible

P one hundred twenty two (122} »eds with a census i allegations or compliance and

i of one hundred twelve {110} on the day of the ! Plan of correction: as part of

é i its ongoing efforts to provide
! : quality care (o residents,

i

The findings that follow demonstrate i
f noncompliance with Title 42, Code of Federal ! .
" Reguiations, 4533.70(a) et saq. {Life Safety from i

FORY OIRECTORS OR PROVIDER/SUPELIER REPRESENTATIVE'S SIGNATURE TITLE

' sunvey.

(X8} CATE

¢y which tha instiution may be excused from coracling providing L is detarmined that

2guards provide suficiant protection to the patienfs, {Bee instrucions.) Excapl for nursing homes, the fndings stated above are glsciosable 90 days
the date of survey whether or not & plary of Cxrecton ig provided. For nursing homaes, the sbove findings and plans of correcton are disclogable 14
wing the date these documents ara made availabia to tha facility. If deficiencias ara cited, an approvad plan of comection is requisile 10 continuad

xarticipation,

iency Stalement ending with an asteiisk (") canotes a defivian
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FRINTED: 03/25/2012
FORM APPROVED
OMB NO. 0938-03g1

(X3) DATE SURVEY

DEPARTMENT CF MEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
Pt} PROVIDER/SUPPLIER/CL 1A

X2 MULTIFLE CONS TRUCTION

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION IDEN TIFICATION NLIVBE - A. BUILOING 61 - MATN BUILDING 0% CUMPLETEDR
185068 B WING S 03/13/2013
- NAME OF PROVIDER OR SUPFLIER: STREE TADDRESS, CITY. STATE, Zlp COnE
- 201 SOUTH WARREN STREET
ORGANTOWN CARE & REHABILITATION CEN ER
M TOWN CA E HATION CENT MORGANTOWN, KY 42261
(XD | SUMIMARY STATEMENT OF OEF ICIENGIES 10 PROVIDER'S PLAN OF CORREC TION S xs ]
PREFX (EACHOEF,CIENCY MUSTBE PREC EQEDBRY FULL ' PREFIX {EACH CORREC TVE ACTION SHOULE: BE 1 COMPLETION
TAS REGUL ATORY Of LSC 1DENTIFY NG INFORMATION) 3 TAG CROSS—REFE‘RENCEO TO THE ARPROPRIATE i CATE
i DEFICiﬁNCY)
i

K 000" Continued From page 1 K OOO_;‘
i Fire) .
I H
; _ f !
: Deficiencies were cited with the highest : ' i The identified door
. deficiency identified at " F lavel © was equipped with g
K028 NFPA 101 LIFE SAF ETY COGE STANDARD K029 cocrdinator o ensure the
85=p0 . doors ¢lose propedy on
- One hour fire rated constructicn (with % hour 4/5/13.
, fire-rated doors) or an approved automatic fire i% b seriﬂ dﬁf f;""s have
' extinguishing system in accorc ance with 8.4.1 o ooserved by the
alntenance Director on
; and/or 19.3.5.4 protects hazardous areas. When A/5/13 to ensure that they are
 the approved automatic fire extinguishing system closing properly. No further
: option is used, the areas are $aparatgd from ; concerns were identified,
- other spaces by smake resisting partitions ang i 3. The Meintenance
; doors. Doors arg seif-closing and non-rated or ; Director was re-educated on
* fleld-applied protective plates that do not exceed ! K23 refated to proper
| 48 Inches from the bottom of the daor are ] clositig of fire doors by the
‘permitted,  19.3.2.1 ! Adrtinistrator on 412413
. , 4. The Maintenance
i ! Director will conduot
| ) monthly audits for thres (3)
_ i months to ensure fire doors
! are closing properly. The
i ' auifit results will he reviewed
*This STANDARE s not met as evidenced by: i by the Quality Assurance
- Based an observatior and interview, it was ! : Commitiee monthly for three .
! determined the faciilty falled to ensure that a . ! (3) months for further
i hazardous area door was egquinped with a ; recomimendations. If at
* self-closing device. This deficient practice : AnYHME Concemns are
. | identified, the Quality
i affected one (1) of eight (8} smaoke ! Assrance Committee will
| com partments, gtaff and approximately twenty ‘ review sand make further
, Sixteen ‘(‘1 6} residents. ) ) i recommendations, The
! The facllity has the capacity for 122 beds with a i Quality Assurance
, census of 110 the day of survey, ! Commiltes will consist of at
: ; a minimum, the
. The findings inciude: f Administrator, Direstor of
Mursing, Assistant Director
~During the Life Safety Code to U+, onG3/M13/13 at of Nursing, Social Services
1 08:30 AM, with the Director of Maintenance a:;;::; {:;‘:fag eﬁﬁ:r:jm
é {DOM} a corridor door to the Medical Records | Director at least quarterly,
AS-2587(02-99) Previous. Varsions Obsolse Evenl 0: Gk 21 Faciiily 10: 100045
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PRINTED: 03/25/2013
FORMAPPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938.0391

CENTERS FOR MEDICARE & MEBICAID SERVICES

STATEMENT OF QEFICIENCIES [%1) PROVIOER/SUPPL IERASLIA,
AND PLAN OF CORRECTION IDENTFICATON NURMBE (&

185008

(X2} MULTIPLE CONSTRUCTION
A BUILEING 01 - MAIN BUILDING 01

B WING _

{(X31DATE SURVEY
COMPLETED

03/13/2013

NAME OF PROVIDER OR SUPPLIER
MORGANTOWN CARE & REHABILITATION CENTER

STREET ADDRESS, CI7Y, STATE, ZIP COPE
201 SQUTH WARREN STREET
MORGANTOWN, KY 42261

SUMMARY STATEMENT OF DEFICIENCIES

(X41IF |
PREFIX i (EACH DEFICIENCY MUST £E PREGEDEQ BY FULL
rag | REGULATORY OR LSC IDENTIFY NG INFO RMATI)A)

0 : PROVIOER'S PLAN DF CORRECTION i i1
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

K 029 Continued From pzge 2
; Foom was abserved not to have a door closing
- device. Door closing devices are required on
; corrldor doors to rooms deermed tohes
hazardous area.

I i

~An interview with the DOM, on 03/13113, at 08:30

{ AM, revealed he was not aware this room would
fequire a door closing device.

| Reference: NFPA 104 2000 editicn

119.3.2.1 Hazerdous Arens.

. Any hazardous areas shaii be safeguarded by a
 fire barrier having a 1-hour fire resistance rating

. or shall be provided with an automatic

! extinguishing system in accorc ance with 8.41,
: The sutomatle extinguishing shait be permitted to

' be in accordance with 19.3.5.4. Where the ;
: sprinkler option is used, the areas shall be

! separated from other spaces by smcke -resisting
; partitions and doors. The doors shall be

! self-closing or attomatic-closing, Hazardoug
 areas shall include, but shaii not be restricted to,
!'the following:

. (1) Boiler and fuel-fired heater rooms :
1 (2) Central/bulk laundries larger than 100 #t2 (9.3
;m2) :
| {3} Paintshops
- {4) Repalr shops ;
I{5) Soiled finen rooms
, {B) Trash collection reoms ;
| {7) Rooms or spaces larger than 50 #2 (4.6 mz), |
. including repair shops, used for storage of
i combustible Suppiles and equicment in quantities
: deemed hazardous by the atthority having

' jurisdiction

. {8) Laboratories empicying flammable or

PREFIX

TAG CROSS-REFERENCEQ TO THE APPRO PRIATE OATE
DEFICIENGY)
z _“
K 029
; ;
|
!
| :
]
i f
'
;
]
i :
!
i é

Facillty |1D: 100045 If continuation shast Fags 3 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/25/2013

FORM APFROVED

OMB NO. 0938-0391

K038 i NFPA 101 LIFE SAFETY CODE STANDARD

58=F"
Exit access js arranged so that exits are readily

“accessible at all times in acco dance with section

(71 19.24

j
j

¥
!
¥
i

This STANDARD is not met as evidanced by:
! Based on abservation and interview, it was

j uetermined the facility failed to ensure exits were

f' readify accessible in accordance with NEPA

; Btandards, This deficlent practice affected seven
-i {7) of eight (8) smoke compartments, staff and

s approximately ninety (90) resicents. The facility

" has the capacity for 122 beds with a census of

- 110 the day of survey.

I The findings Incilude:

R The combination
that iz required to uperate the
doors was posted next tg the
key lack on all sxit doors by
the Maintenance Director ot
April 12, 2013.

2 The combination
that is required to operate the
doors was posted next (o the
key lock on ail exit doors by
the Maintenance Director on
April 12, 2013,

. The Maintenance
Director was re-sducsted on
K038 related to iocking
arrangement requires
combination ‘o be posted by
the Administrator on Aprii
12,2013,

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMRENT 05 HEFICIENCIES 1M1} F’HOWDERJEUPP{.I:ZR/CLIA (X2} MULTIPLE CONSTRUST oM [X3)DATE SURyEY
ANO PLAM OF CORREGCTION IDEMTIRICATION NUMBER: A BUILDING 0% - MAIN BUILDING 01 COMPLETED

_ 185008 8. WING 03/13/2013

NAME OF PROVIDER OR SUPELER BYREET AQDRESS, CITY, STATE, ZIP CODE

201 SOUTH WARREN STREST
Tl LiTAT
MORGANTOWN CARE & REHABILITATION CENTER MORGANTOWN, KY 42261
o ! SUMMNARY STATEMENT OF OEFICIZNG IES ) PROVIOER'S FLAM OF CORRECTHN : 1X3]
PREFIX IEACH OEFICIENCY MUST BE PRECEOED BY FuLL PREFIX (EACH CORRIECTIVE ACTION SHOULD pE . COMPLETION

TAG ! REGULATORY ORLSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO I'HE APRROPRIATE aATE
_ DEFICIENGY]

K 029{ Continued From page 3 K 028!
| Combustible materials In quantities less than
" those that would be considerad a severe hazrard., ,
, Exception: Doors In rated enziosures shai be !

permitted to nave nanrated, factory. or E_
 fleld-appliad pratecsive piates extending notmore
than 48 in. (122 cm) above the bottom of the
! door,
119.3.6.3.4 :
» Door-closing devices shall not be required on :
" doaors in corridor wall openings other than those
| Berving required exits, smoke barriers, or .
~enclosures of vertical openings and haza rdous ;
| @reas. :
K 038

fi‘jjiz}ns
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/25/2013

FORMAPPROVED

GMB NO. 0938-0391

CENTERS FOR MED!CARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVICERISLIPPLIERICL A (XZEMULTIPLE CONSTRUCTION { X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFtCAT K0 NUMBER: A BUILDING B4 - MAIN BUILDING 01 COMPLETED

185006 BWING et 03432013
" NAME OF PROVIDER OR SUFPLIER STREETAODRESS, CITY, STATE, ZIF CODE
201 SOUTH WARREN STREET
ORGANTOWN CARE & REHARILITATION CENTER
M W A ENTE MORGANTOWN, KY 42261
(KD SUMMARY STATEMENMT QF DEFICIENGIES Ty] : PROVIDER'S PLAN OF GORRECT:ON X5
paprx | (EACH OEFICIENCY MUST BE PRECEGED BY FULL PREFtX . (EACH CORFECTIVE ACTION SHOUL.O BE i COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CRUSS-REFERENCED TO THEAPPROPRIATE | DAYE
: : DEFICIENCY) ,
K038 ; Continued From page 4 Ka38. i
! 4. The Maintenance :

; During the Life Safety Code tour, on 03/13/13 at |
£ 09:00 AM, with the Director of Maintenance ?
{DOM) an exit doar from the east hall was ;
i observed to have a magnetic locking device with
“ no obvious method of operaticn. Thig type of ‘
locking arrangement wouid require the

| combination to be posted, however; other suitable |
locking arrangements wera provicied in the Life
» Safety Code if the facliity felt it would make the
| exits safer for the residents.

i An interview with the DOM on D3/13/13 at 08:00

' AM revealed he was not aware ha could not lock
: the exit doors In this manner. During the survey |

' many exit doors throughout the facility were :
observed to be locked In this same unapproved

| manner,

H

Referance: NFPA 101 2000 edition |

]
17.2.151
; Doors shall be arranged to be opened readily
from the egress side whenever the building is
" occupied. Locks, if provided, shall not require the ;
i use of a key, a tool, or special knowledge or effort -
| for operation from the egress side. i
 71.21.5.4*
g A latch or other fastening devica on g door shall
' be providec with a releasing device having an
~obvious method of operation and that is readily
! operated under all lighting concitions. The
: releasing mechanism for any latch shail be
; located not tess than 34 in, (86 ¢m}, and not more !
i than 48 in, (122 cm), above the finished ficor, i
Doors shall be operable with nct more thanone |
i releasing operation, .
11922286

i

" Director will conduct week Iy

andits to ensure signage
remains in place by the key
lock for three (3} months.
The audit results will be
reviewed by the Qualily
Assurance Committee
monthly for three {3} months
for further recommendations.
If at anytime concers are
identified, the Quality
Assurance Committee will
review and make further
rzcommendstions, The
Quality Assurance
Committee will consist of at
a minimum, the
Administrator, Director of
Nursing, Assistant Direstor
of Nussing, Social Services
Director, Dietary Service
Munager, and Medical
Director at ieast quarteriy.

|
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/28/2013
FORM ARPPROVED

CENTERS FORMEDICARE & MEDICAID 8ERVICES OMB NQ. 0938-0351
STATEMENT OF DEFICIENCIES (X1} PROVIOER/SUPPLIER/CLIA [X2] MULTIPLE CONSTRUCTICHN {X3) OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICAT/ON NUMBER: A. BUILOING 01 - MAIN BUILDING 01 COMPLETED

1850086 B. WING 031132013

NAME OF PROVICER OR SI:PPLIER STREET AQORESS, CITY. STATE, ZIP COOE

201 SOUTH WARREN STREET
MORGANTOWN CARE & REHABILITATION CENTER
MORGANTOWN, KY 42281
xnio SUMMARY STATEMENT OF CEFICIENCIES 10 PROVIDER'S PLANOF CORRECTION %)
PREFIX | {EACH QEFICIENCY MUST BE PRECECEQ BY FLLL PREFIX {EACH CORRE(YTIVE ACT/ON SHOULO BE | COMPLEHON
TaG ! REGULATORY OR LSC IOENTIFYING INFORKMATIIN) TAG | CROSS-RIFERENCEO TO THE APPROPRIATE | CATE
OEFICIENCY} ’

K 038 : Continued From page 5

: Doors focated in the means of egress that are
" permitted to be locked under other provisions of .
: this chapter shall have adequate orovisions made |

for the rapid removal of occupants by means
' such as remote control of locks, keying of all

_locks to keys carried by staff at all times, or other :
: such reliable means available to the staif at all :

; times. Qaly one such locking device shall be
! permitted on each goor.

(7.2.1.8.1 Delayed-Egress Locks.

, Approved, listed, delayed-egre ss locks shall be

" permitted to be Instailed on doors serving low ard ,

: brdinary hazard contents in buildings protected

" throughout by an approved, supervised aulomatic :

i fire detection system In accordance with Section

9.8, or an approved, supervised automatic

. sprinkler system in accordance with Section 9.7,

j

~and where permitted in Chapters 12 through 42, |
| provided that the following crileria are met. ‘

, {2) The doors shall uriock upan aciuation of an
: approved, supervised autormatic sprinkier system

; i accordance with Section 9.7 or upon the

: actuation of any heat detector or activation of not
. more than two smoke detectors of an approved,

! supervised automatic fire detection system in
; accordance with Section 9.8.

t (b) The doors shall uniock upon loss of power

. controlling the lock or locking mechanism.

:{c) Anirreversible process shall release the Jock
. 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 ib* (87 N) nor be 5
frequired to be continueusly appiled for more than |

i 3 seconds. The Initiation of the *elease process

" shall activate an audible signal in the vicinity of

. the door. Once the door lock has beer released
by the appiication of force to the releasing device.

P
i

K 038!

H
i
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K 038 Continued From page 6
' relocking shall be by manual means only.

: Exception: Wheare approved by the authority

" having jurisdiction, a delay not excaeding 30

: seconds shall be permitted.
(d) ~On the door adjacent to the release device,

i there shall be a readlly visible, durable sign in i
letters not less than 1in. (2.5 cm) high and not

i less than 18 in. (0.3 cm) in stroke width on a
contrasting background that reads as follows:

! PUSH UNTIL ALARM SOUNDS '

, DOOR CAN BE OPENED IN 15 SECONDS

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD

88=D,

* Required automatic sprinkler systems are
. continuously maintained in reliable operating
: conditlon and ars inspected and tested

: periodically.
‘9.7.5

!
1

19.7.6, 4.6.12, NFPA 13, NFPA 25, |

! This STANDARD s not met as evidenced by. |
, Based on obsarvation and interview, it was i
" determined the facility failed to ensure sprinkier

: requirements were maintained. This deficient

! practice affected two (2) of eigh! (8} smoke .
» compariments, staff and approximately thirty (30) !
i residerts. The faciiity has the capacity for 122

, beds with a census of 110 the day of survey.

. The findings include:

During the Life Safety Code survey, on 03/13/13

at 10:00 AM, Inadequate sprinkier coverage was

. observed in the !C1 shower room. Further

‘ observation revealed the walls in the shower

. room wouid prevent the sprinkler from reaching
all areas in this room,

K 038,

i
!

I. Addiional

sprinkler heads will be placed
. ICT shower romn by

426513,

2, A 100% audit was
completed by the
Muaintenance Director on
411713 to ensure adequate
sprinkler coverage was
present. No other conceras
were identified.

3. The Maintenznce
Director was re-educated on
K062 by the Admhistrator
un April 12, 2013,

4. The Maintenance
Director will conduct
monthiy audits for three {3)
months 0 ensure continued
compliance. The audit
results will be reviewed by
the Quality Assurance

Committee menthly for three ‘

(3) mouths for farther
recommendations, Ifat
anylime concerns are
identified, the Quality
Assurance Committee wil
review and make further
recommendations. The
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K062 Continued From page 7 ‘ K 0625
; 5 Quality Assurance
i An interview with the DOM, on 03/03/13 at 10:00 | _ Committee will consist of at
AM, revealed ha was not aware of the improper ! a minimum, the
; sprinkler coverage. 5 ) Administrator, Director of
: : Nursing, Assistant Direcor

. of Nursing, Social Services
i ‘ Director, Dictary Service
Manager, and Medical
; Director at Jeast quarterly.

I Reference: NFPA 13 1959 edition

| 5-5.5,1* Performance Objective.
Sprinklers shail be lccated so as to minimize i
t obstructions to discharge as defined in5.55.2 !
and 5-6.5.3, or additional sprinklers shall b ,
| provided to ensure adequate coverage of the : ]

" hazard. s
K084 | NFFA 101 LIFE SAFETY CODE STANDARD g K 064§
S$§=0" :
: Portable fire extinguishers are provided in all ? i
! heaith care occupancies in accordance with . ;
. 9.7.41. 19.3.56, NFPA10 |
i i Signage was placed ﬁf}ﬂ% i3
i near the Class-K portable fire .
) I extinguisher in the kitchen to
' identify it as a secondary - [

| This STANDARD is not met as evidenced by: ; ' - measure to the range hood

; Based on observation and interview, it ws : ; extinguishing system on

| determined the faciiity faited to ensure the kitchen ' i April 12, 2013,
had signage In place for the proper uss of the 2. There are no other F

i Class-K portable fire extinguisher. This deficient | : ClassK portable fire

" practice affected one (1) of eight (8) smoke ! ;"’”"Smff;ff l&ﬂ}ﬁtbuﬁdmg‘

- s H . & Mamtenanes

. compartments and staff. The facility has the ! i Director was re-educated by

I capacity for 122 beds with a census of 116 the . ) ?
. gay of survey. :

The findings include:
§

%
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K 064 Continued From page 8

. During the Life Safety Code tcur, on 03/13/13 at
11:00 AM, observation revealed a Class-K
: portable fire extinguisher located in the kitchen

" area did not to have signage rear the

: extinguisher for the proper use of this type of ;
“extinguisher. This type of extitguisher is used as
i & secondary measure to the range hood i

; extinguishing systam.

_An interview, on 0313113 at 11:00 AM with the

{ DOM, revealed he was not aware the

; extinguisher was required to have the proper

* signage In place.

- Reference: NFPA 10 1988 edition

i 2-3.2.1 Aplacard shall be conspicuously placed

i

i

_near the extinguisher that states that the fire ;
E protection system shall be activated prior to using !

the fire extinguisher,

K 062! NFPA 101 LIFE SAFETY CODE STANDARD

88=0

- Cooking facilities are protecied in accordance

i with ©.2.3.

18.3.2.86, NFPA 95

" This STANDARD s not met as evidenced by:

i Based on observation, interview and record

review it was determined the facility failed to ‘
i engure the kitchen hood fire suppression system |
~was malntained according to NFPA standards. :

i This deficient practice affected one {1y of aight (8}

smoke compartments and staff. The facliity has |
| the capacity for 122 beds with 3 census of 110

. the day of survey.

The findings include:

K 0§4§

K 688,

the Administrator on April
12, 2013 regarding Fo&4.
4, The Maintenance
Director will complete
monthly audits to ensure the
signage remains neas the
Class-K portabie fire
i extinguisher in the kitchen
i for three (3) months to easurs
continued compliance. The

¢ audit results will be reviewed
! by the Quality Assurance
Comniittee monthiy for three
(3} months for further
recorunendations, Hat
anytime goncerns are
identifled, the Quality
Assurance Comunjtlee wili
review and make further
reconmendations, The
Quality Assurance
! Committee wil] consist of at
j a minimurm, the
! Administrator, Director of
Nursing, Assistant Director
5 of Nursing, Secial Services
Director, Dietary Service
Manager, and Medical
-Director at lzast quarterly.
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K 069 “Continued From page 9
Durmg the Life Safety Code tour, on 03/13/3 at '
1 11:00 AM, it was revealed the cooking range was ;
“observed to be pulled out approximately six () i
. Inches from the range hood. The range must be
*in the proper location for the range hoad fire

suppress:on system to operate properly,

An interview with the DOM, on 03/13/13 at 11:00
. AM, revealed he was unawara the range was
puﬂed out too far from the range hood.

At 01:50 PM, an interview and record review with

- the DOM revealed the range hood supprasslon

' system was not connected to the fire alarm

, system. The record revealed it was not applicable |
' for the range hood to be connacted to the fire
“alarm system, Interview with the DOM, at that
'time, revealed he was not aware the range hood
shcu!d be connected to the firs alarm system. ;

| Reference: NFPA 96 1998 edition

l i 7-8.2 ‘
Where afire alarm signaling system is serving |
 the occupancy where the extinguishing system is -
tocated, the activation of the automatlc i

. fire-extinguishing system shak activate the fire

j alarm signaling systen,

g-1.2.2*
é Cooking appllances reguiring protection shall not !
, be moved, modified, or rearranged without prior
i reevaluation of the fire-extinguishing system by |

the system Iastaller or servicing agent, unless
i otherwlse allowed by the design of the

13 The cooking range
will be relocated to the
proper location for the renge
hood fire suppression system
: to operate properly by April
! 17, 2013,

2. A complete facility

audit revealed that there wers

no other areas of the facility
, affected by this practice os
" observed by the Maintenance

{Mrecto: on April 12, 2013,
; 3. The Maintenance
Drrector will be re-educated
by the Administrator by April
12, 2013 on the requirements
of K069 involving that the
range must be in proper
location for the range hood
fire suppression system to
X operate property.
i 4. The Maintenance
Director will complete !
monthly sudits to ensure the
cooking rangs is in the proper 3
location for three {3) months. i
The sudit results wiil be .
. reviewed by the Quality i
! Assurance Commiltee :
. monthly for three (3) months i
] for further recommendations.
: I at anytime concems are :
i identified, the Quality !
: Asstrance Commitiee will
) review and mzke further
i recommerndations. The
: Quality Assurance
i Corzmitiee will eonsist of at
a mini mum, the 1
Administrator, Director of i
| Nursing, Asststant Director
: of Nurtsing, Social Services i
Director, Dietary Service
Manager, and Medical
Director at least quarterly.

K 069

E;‘i'tﬁ\\%}

M CMS-2507(02-89) Pravicus Varsions Obsclets Event IO:GMYK2 |

91 -d

Facisty 107 100046 If corinuation sheet Fage 10 of 14

XH3d 13rd3syg dH Wdb2:E ETNZ 21 Jdy



PRINYED: £3/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES (X1} PROVIGERISUPPI IER/CLIA {X2) MULTIPLE CONSTRUCTION. {X3) OATE SURVEY
ANO PLAN OF CORRECTION ICENTIFICATION NUMBER; A BUILOING 01 - MAIN BUILDING 0+ COMPLETED

185006 B WING 03/13/2013

g STREET AQORESS, CITY, STATE, 2IP COGE
201 SQUTH WARREN STREET

NAME OF PROVIOER OR SUPPLIER

MORGANTOWN CARE & REHABILITATION CENTER
MORGANTOWN, KY 42261
(Xayiey SUMMARY STATEMENT OF OZFICENCIES : 0. PROVIOER'S PLAN OF CORRECTION (s
PREFX (EACI OEFICIENCY HMUST BE PRECEOEO 5Y FULL . PREFIX 1 (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG |  REGULATORY ORLSC IOENTFVING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE | CATE
. i OEFIGIENGY) ,
‘; :
K 069 Continued From page 10 ' Koga'

' fire-extinguishing systen. ;
. Exception: Cooking appliances maved to perform 5 ‘
: maintenance and cleaning provided tha {
_ appliances are returned to fher original : '

i positioning prior to cooking opsrations, and any
~disconnected fire-extinguishing system nozzles

 attached to the appliances are reconnected in
gccordance with the manufacturer ' s listed

r design manual.

P A-9-1.2.2
- The effectiveness of an automatic extinguishing
i system Is affacted by the placement of the
‘nozzles. For this reason, it is esseantial that
- cooking appliances be situatec In the areain
“which they were when the extinguishing
; equiprnant was designed and installed. If an :
- appliance is moved from under the equipment for | : :
5 cleaning or any other reason, it should be : '
 replaced to its original position prior to initiating & :
. cooking operation. .
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD 5 K144,
S&=F, . !
: Generators are inspected weekly and exercised ! ' :
. under load for 30 minutes per month in ;
| accordance with NFPA 99, 3.4.4.1. P , . Avendor willbe L{\ ?}‘\B
: ‘ brought in fo ensurs that
. battery chargers ars not wired =
. ! directly to the battery by i
! : April 23, 2013, The :
‘ i Maintenance Director will
i begin recording transfer
: ' : times when testing the
generator by Apni 12, 2013,

2. The center has two
' This STANDARD s not met as evidenced by:
. Based on observation, intesview and record
W CMS-2367(02-0%) Previous Versions Cbsalaie Evant O GMYKZ | Fachey O: | 00045 If continug on sheef Page 11 of 14
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E ! ? (2) generators, The vendor E
K 144 | Continued From page 11 ; K 144! will be brought j» to ensure

i review it was determined the facility failed to

maintain the generator set by NFPA standards.
. This deficient practice affected eight (8) o eight

{8} smoke compartments, staff and all the

 residents, The facility has the capacity for 122

~beds with a census of 110 the day of survey.

The findings include:

- During the Life Bafety Code survey, on 03/13413,

“at 10:15 AM, wiring was observed to be
. connected to the battery at the generator set.

. Aninterview with the DOM, or 03/13/13, at 10:15

' AM, revealed the wiring was connected to a

{ battery charger. Battery chargers were not to be

“wired directly to the battery for safety and

: operational reasons. The DOM stated he was not
“aware the battery charger wiring should nct be

g conrected directly to the battery.

| At 01:45 PM, an interview and record review with

" the (DOM) revealed he was rot recording the

: transfer imes when testing tha generators. This

" type of testing ensures the generator is .
 transferring power in a timaly manner as requirad, |
' Run times were not being recarded as well.

" Reference: NFPA 99 199 edition

3-5.4.1.1 Mainrtenance and Testirg of Alternate

, Power Source and Transfer Switches.

" a. Maintenance of Alternate Power Source. The
: generator set or other alternate power source and |
" agsociated equipment, Including all appurtenant ;
. parts, shall be su maintalned as to be capable of |

that battery chargers ar= not
wired directly ta the battery
by April 23, 2013, The
Maintenance Director will
begin recording fransfer
times when testing the
generators by Apri? 12, 2013,
3. The Maintenance
Drirector will be re-educated
by the Admircistrator og
ensuring the generator's
battery charger is not hooked
‘directly |o the generator
battery by April 12, 2013,
4, The Maintenance
Director will chack the
generator on a monthly basis
for three (3) months 1o ensore
continued compliatce. The
andit results will be reviewed
by the Quality Assurance
Committes monthly for three
{3} months for further
recornmendations, Ifat
anytime concerus are
identified, the Quality
Assurance Committee wili
review and make firther
recommendations, The
Quality Asstrance
Committee will consist of at
4 mininwm, the
Administrator, Director of
Nursing, Assistant Directer
of Nursing, Social Services
Director, Dietary Service
Manager, and Medical
Director at least quarteriy,
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K 144" Continued From page 12 K 144!

' supplying service within the shertest time

' practicable and within the 10-second interval

. specified in 3-4.1,1.8 and 3-5.3.1. :

- b. Inspection and Testing. Generator sets shall be |
inspected and tested In accordance with

-3»4411(&}}

. b. Inspection and Testing.
¢ 1.* Test Criteria. Generator se:s shall be tested

twelve {12} times a year with testing intervals

- between not less than 20 days or exceading 40

' days. Generator sets serving emergency and

equipment systems shall be in accordance with |
i NFPA 110, Standarg for Emargency and Sﬁandby

" Power Systems, Chapter 8.

. 2. Test Conditions. The scheduled tast under Ioad

| conditions shall include a complete simulated

. cold start and appropriate automatic and manual !

 transfer of all essential electrical system loads. :

' 3. Test Persennel, The scheduled tests shall be |

; conducied by competent perscnnel, The tests are
; needed to keep the machines ready to function |

"and, in addition, serve to detect causes of

i matfunction and to train persor riel in operating

: procedures, ;

' Reference: NFPA 110 1999 adition

:5-12.6 j
" The starting battery unlts shall ¢ located as
; close as practicable to the prime inover starter to i
I minimize voltage drop, Battery cables shall be '
sized to minimize voltage drop in accordance with |
: the manufacturer's recommendations and i
accepted englneering practices :
. Battery charger output wiring shall ba
i parmanently conrected. Cennections shall not be

If cantinuator sheet Paga 13 of 14
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i Made at the battery terminals,

' g-4.2*
 Generator sets in Level 1 and Leve! 2 service
' shall be exercised at least once monthly, for a
minimum of 30 minutes, using one of the
| following methods:
a. Under operating temperature conditions or at
i ot less than 30 percent of the EPS nameplate
" rating
. b. Loading that maintains the minimum exhaust
' gas tlemperatures as recommended by the
. manufacturer The date and time of day for
“ required testing shall be decided by the owner,
based on facility operations.
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