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F 000 | INITIAL COMMENTS F 000 Morgantown Care and Rehab
‘ Center does not believe and .
A RecertlficationfAbbreviated Survey does not admit that any
investigating #KY21182 was conducted on - deficioncics existed, before,
01115/14 through 01/17/14 to determine the - during, or aflec the survey,
facllity's compliance with Federal requirements. ;“‘e Facility ISR L
‘The facilly falled to meet the mintmum m’;‘hﬁ;‘:’; p e
“requirements for recertification with the highest isgulofiin, Brndlmecs)
| scope and severity of an "E". #{Y27182 was prowedln;',s o anyp
1 unsubstantiated with no deficiencles clted. administralive or legal
F 253 483,156(h){2) HOUSEKEEPING & 253 proceedings, This plan of
* - gs=E{ MAINTENANCE SERVICES correction Isnotmeantto . . |
: . . . establish any standardof ~ = -+ -
The facllity must provide housekeeping and’ caro, contract obligation, or™ .~
malntenance services necassary to malntain g position :]“ld ﬁ“‘“’ Facility.
sanitaty, orderly, and ggmfortable nterior. poble ajnwg:é;ﬁ ;zi;g all
’ defens&f; in any type of civil
or criminal ¢ i
. | This REQUIREMENT Is not met as evidenced e e gypctamor
by: contained jn:this plan of
Based on observation, [nterview and faciiity correction shonld be
policy review it was determined the facllity failed considered as Review,
to provide housekeeping and maintenance _ Quality Assurance, or self
services necessary to maintain a sanitary, orderly .~ oritlcal examination privilege
.and comfortable Interior, Observation of a i “‘EF“‘I“Y e it
handrall on the Incline corridor revealed It would it e the right
not allow a resldent contihuous support due toa adm,nimﬁwy s
wooden bracket that would not allow the resldent criminal claim;, action, or
to grip the area, In addition, bath basls, bedpans proceeding. The Faility
and urinals in rooms #112, #200, #202, #204, offers its response, credible
' #209, #2141, #212, and #2156 were not stored in a allegations or compliance and
plastic or brown bag and fabeled. plan of correction as part of
. its ongoing efforls to provide
The findings Include: quality care to residents.
Observation, on 01/16/14 at 12:25 PM, revealed
the Inclining hallway hand rails, near the entrance
. of IC-1 dining area, did not allow resldents fo
N malntain contiiuous hold due to a board, siuated
LABORATORY D%‘R PROUIDER}%%REF{'];&E/&%W“VE‘S SIGNATURE TITLE (X6) DATE .
it * L
» L VL5 — Adadteror_fal )7

day.
pragram paiticipation,

.Any deficlency Ltalement endidg with afi asterisk (*) denotes a deficiency which the nstitution may bo excused from corecting providing It I5 detémnjéd that "~ ..,
.olfier safeguards provide sufficlanl protection {a the patients. {(See insiructions.} Except for nursing homes, he findings staled abové are disclosable 80 days , -
followsing the dale of survey whether or not & plan of carraclion Is provided, For nursirg homes, the above findings and plans of corraclion afe disclosable 14 .~ *
s following the date these documents are made avallable {o the facllity. If deficiencles are cited, an approved ptan of cortection is requisite lo continved
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1, The mclmmg handrail near
in the middie of the ralling anhd on each slds of the entrmce of the IC-1 dining 3’[ H
hand ralle that would not allow the resident to room was corvected on
safely get their fingers around the hand vail, January 20, 2014 by the
Maintenance Direator to
| Interview with the Maintenance Director, on allow continuous hold an the
01/46/14 at 5:41 PM, revéated the hand ralls board. "The washibusins,
would not allow the residents to malntzin a ?;dpl?gs’ and uRnals il o0ms
catified were discarded and
continuous hold on the hand railing and could replaced by the Assistant
rasulf In a possible fall, Diroctor of Nursiag on
January 15, 2014.
Interview with the Assisiant Director of Nursing 2. 100% audit of all handrsils
(ADON), on 0111614 at 12:16 PM, revealed the was conducted by the
handrails were used {o assist residents to go Maintenance Director on
down the incline and the residents could not get  Jamuary 20, 2014 to ensure
{helr hands around the rall at the window where that ;ldefs ‘;‘J;gd e e acd
the wood blocked the passage of the raliing. et areremo ng oo
h B
.. | Imterview with the Administrator, on 01/417/44 at e by thoTastor o
" | 4:48 P, revealed he was not aware {18 hand * Nursing on February 11,
rallin% lwtais‘a falls rlsk, but would ses this was 2014 to ensure that all
remedied, ‘ bedpans, e .
2. Review of the facllity provided standards of wﬁﬁbmm‘ﬁﬁnm were
practice entitled, "Moshy's Textbook for . bagged and fabeled, Thers
Long-Terim. Care Nursing Assistants”, 6th adition, were o concerns identified. -
revealed to "use leak-proof plastic bags for soiled
tissues, linens; and other materials and o make 3. The Maintenance Directar
sure all persoris have thelr own personal care “was fe-educated by the
‘| squipment. This includss wash basins, bedpans, fafjmmim“” “’gg’ ‘gglgéh“d
* | arinals, commodes, and eatlig and drinking oty ﬁ“a}’f“ffm Eoroe
utensiis. Do no} use items that are onthe floor. edumtfd by the Staff
“The floor Js contaminated, Claan hedpans, Development Coordinator or
trinals, and commades after each use, folrow fhe ‘the Director of Nursing that . .
. conter's disinfeclton procedures”, all urinals, bedpens, . . i-
. washbasing, and graduated .7, -
Observa!mn, on 1M6/14 belwean 10:44 AM and oylinders should be labelzd:
+1:58 AM dunng the initial tour, revea!ed . with the residents name and
placed in plestle bag by
A. a bath basin was not bagged and was sltling February 26, 2014.
on the resident's clothes In the closet in room ,
Factity 10: 100045 " #f conlinuation sheet Page 2 of 11
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: 4, ‘The Mafntenance Divector
F 253 | Continued From page 2 F 263 \viillhmgni-tor alt hand raifs
#202 and#204, - monthly % 3 monhis fo ensure
B: four (4) bith basins were in the tub and not sontinued compliance, The
bagged in room #212. _ Director of Nursing,
C. two (2) gradiiated oylinders on the back of the Assistant Diroctor of
tollet were not labeled and & bedpan was sitting ' gmé?g' gﬁr%ﬁ?}?ﬁﬁr
on tha floor and not baggsd i room #112. w;’lfl’m‘::im o0 resideits ,pgcr
Interview with Licensed Practioal Nurse (LPN) #1 T L o,
aifd Certified Nursing Assistant (CNA) #1, on es, and bath basins are
11714 at 3:66 PM, revealed tiey had gons Iaheled and stored in plastic
through the resldents' rooms after surveyor bags, The aiidit results will
observaiion and had Identified bedpans, bath be roviewed by the Quality
basins, and urinals were nbt stored in bags in Assurance Comumittee
rooms #200, #202, #204, #209, and #211, monthly x 3 months. Ifst
o . ‘ ?nyu{no CORCEMS are
Iiterview with GNA#E 8n 1/17/14 a1 3:30 PM, - identifed, B O il
revealed bath basins and bedpans should be roviavw and maks farther -
;, | stored In a bag, and In the closet when not in use, rocommendations.
The CNAstated the graduated cylinders should -
be labsled with the resident's name, In a bag and
stored on the beck of the commade. The urinal
shatild be labeled and stored on the lower bed rall
$o the resldent can reach . - ,
‘Interview with Staff Development Coordinator, on :
117014 &t 4:07 PM, revealed bath basiins should ;
be slored in abag. She stated she did not expect F
bath basins io be tossad in the closet or
graduated cylinders not to be fabeled,
Interview with the Asslstant Director of Nursing
{ADON) for the Secure Unit/IC-1 Unit on 01/17/14
at 7:30 PM, revealed she expected the bath
basins and bedpans to be stared In a plastic or
paper hag. : .
F 281 { 483.20(K)(3)()) SERVICES PROVIDED MEET Fasil
§5=0 | PROFESS{ONAL STANDARDS
Event ID:d1tH1 Faclity 10: 100045 It continuation sheef Page 3 of 11
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F 281 Continued From page 3 ' F281 .., :
: pag F 261 1. Resident # 20 care plan
The services provided or arranged by the facfity ;"{sﬂﬁ?&dg)&iﬁl y .
must meet professional standards of quality. Services Director to Inclide : l :
. hand bell In place of call light 1l ‘{
- " aod consuit psychialrist, .
This REQUIREMENT is hot met as evidenced 2. 100% audit of residents .
by: ‘ - will be conducted by Saclal
Based on gbservation, interview and review of Services Director by
the Interim Care Plan, Resident Transfer Form, Ty % 2014 to ensure
and Admission Assessment it was determined the arlztaccur::tg:ﬁtg e s .
facllity feilad to develop an Interim Care Plan ihat appropriate o
addressed Sulcidal Gestures for one (1) of twenly 3. The Social Services b
four (24} sampled residents (Rasident #20). Director and all Heensed N
Resldent #20 was admitied with a history of trylng nurses will be re-educated by A7
lo wrap aoall light cord.around hisfher neck while the Staff Davelopment b
at the hospital, and thé facility failed to develop Coordinator by February 26, o
|nterventions for staff to monitar for the behavior. 2014 that all residents with 3
L |, o : sulcldal Ideation are to have . bl
The findings Include: interventions upon admission, . . s
R . and cate plan developed,
Review of the Admisslon Assessment revealed 4. The Direstor of Nursing
the faciiity admitted Resldent #20 on 01/10/14, will andit 3 now admissions .
with dlagnoses which lnciuded Cerebral Vascular |- . perweek x 12 weeks fo
Accident (CVA) with left sided Homiparesis and chisafo i':m{iﬂr WPS‘:I" i‘é‘ 1
. place an esses sulcldal
Despression with Sulcldal [deation. D estures if iceded. The sudit
Review of the Resldent Transfer Form, revealed ﬁ%ﬁ;}?& gi:ﬁg;‘g:d by
Resident #20 was admitted to the facliity fromi a Commttee monthly x 3
Behavioral Heallh Center, where he was {reated months, Ifat any time
for Depression with Sulcldal Ideations, Further concerns are identified, the
review revealed Resident #20 was transferred to Quality Assurance
the. Behavioral Health Center from the hospital Committee will review and
where hefshe had afterpted to tie a call light cord make further
around hisfher neck after having CVA. Resldent recommendations.
#20 was agmilted to the Behavioral Beallth Center
on 01/02F14 and discharged on 61/10/14, to the
facility.
: Review of the Interim Care Plan, dated 01/10/14,
FORM CM$-2567(02-49) Previous Verslons Obsolele . Evert ID:411H1T . Facility (D: 100045 If continuation shest Page 4 of 11 '
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revealed there was no care plan in place to
address Resldent # 20's diagnosis of Depression
with Sulcidal deations and history of aitempting
to wrap a call fight cord around his neck/her neck:

Observation of Resident #20, on 01/17/14 at 3:00
PM, revealed the resident was lying in bed with
call fight cord connected to hisfher hedside,

Interview with Assistant Director of Nurses
(ADON} #2, Registerad Nurse (RN) #1 and
Certified Nurse Alds (CNAs) #1 and GNA#2, on
01117114 at 6:10 PM, 6:15 PM, and 7:40 PM
respectively, revealed they were not aware of
Resldent 20°s diagnosls of Depressfon with
Sulcldal Ideation, and, history of attemptlrig to.
wrap call light cord around hisfher heek,

Interview with ADON #2, on 01/17/14 at 7:40 PM, ‘ g AN
revealed the resident should have been assessed - SR B3 .
on admission for signs and symptoms of N R
depression, ADON# 2 stated the admitling hurse I T

was responsible for developing the Interim care
plan, but as the Unit Supervisor she was
Wtimately responsible. The ADON stated she
would have expected the nurse {o have assessed
the resldent for suldldal ideallons and depression,
daeveloped an Interim care plan {o address the
history of Depression with Sulcldal ldeations and
altempting to wrap call ligit cord around neck and
place, and to remove anything that could be
harmful to the resident.

F 315 483.25(d) NO CATHETER, PREVENT UT],. F 315
ss=p]| RESTORE BLADBER :

Based on the residenl's comprehensive
assessrnent, the facliity must ensure thata
resident who enters the facillly without en

FORM CMS-2587(02.50) Previous Varslons Obsolate Event [D:411H11 Faglity ID: 100048 : if continuation sheet Page 6 of 11
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F 316 | Continued From page & F 316 .- -
' Indwelling catheter is not catheterized unless the : 1. Certifisd Nursing
resident's clinical condition demonsbrates that Assistant #5 was re-educated
cathsterization was necessary; and a resident by the Assistant Director of
who Is incontinent of bladder receives appraprlate Nursing regarding urinary
treatment and services to pravent urinary fract ga‘m"" cace il ety 16
infections and fo restore ds much normal bladder cmonsiration % Januasy 16, .
function as possible 2014, Resident #1 was
. assessed for signs or d , MK
. toms of a urinary tract .
’ . mﬁon for7 daysa‘?;lh no g
This REQUIREMENT is not met as evidenced concems identifiad,
by: - 2. Residents with indwelling
Basad on ohservation, inferview, and veview of catheters were assessed for
the face sheel, Minimum Data Set : signs and symptoms of :
(MDS)assessment, Urinary Cathater urinary tract infection by the
Interdisciplinary and Ceriified Nurse Alde (ONA} - Assistant Direstor of Nursing
Care Plans, laboratoryreport, and facllity pollcy, g“.‘i?f‘;g% 2&%"" hete
Itwas determined the facillty falled to enstire  wlll be oo
+, | appropitale catheter care was provided to prevent regerding urlnary catheter
urlnary lrast Infections for one (1) of twenty-four care with relurm
(24} sampled residents {Resldent #1). demonstration by February
26, 2014 by the Staff
The findings include; . Tevelopment Coordinator,
- . . 4, ‘The Director of Nursing
Review of the facilily polloy entitled, "Catheter and/or designes will audit
Care-indwesliing, dated 12/2010, revealed the fivo (5) nursing staff per
"equipment needed for Foley catheler care: soap | - week pwy’d‘"glg““mf{s
and water, gloves, badpan, wasli cloths, basin Q‘S‘f‘,::;;r °:‘ ermmm
with lukewarm water, gauze sponges or colton- care s p,w‘;dﬁg The audit
halls, antiblollc cintment if ordered. Under rosults will e reviawed by ;
Progedural Guldslines: 4. Put tukewam water the Quality Assurance 2
- -and-washelolh In basin, 7. Use soapy washeloth Committee monthly x 3 -
. with soap to wash carefully around urelhwal months. 1fat anytims
' mealus and adfacent cathetar. For male concerns ars {dentified, the
resldents: Gently ease foreskin back. Ifthere ls Quality Assuranice
an accumnulation of secretions, cleanse well with Committes will review and
soapy washcloth, Squeeze warm water over e | e de;H ong
penis with foreskin retracted, then pull back down o '
and cleanse well with solution, and squeeze
warrm waler over two (2) to three {3) Inches of
FORM CM3-2557(02-99) Frevious Versions Obsolele Event I:411H11 Faciy (£ 100045
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F 315 Continued From page 6 : : ¥ 35|
: catheter.

Review of Resldent#1's face sheet revealed the
faclity admitted Resldent #1 on 11/03/11 with
diagnoses which mcluded Parkinson’s, Urinary
Tract Infeotlons (UT)), Cerebrat Vascular
Accident, Domentia, and Benlgn Prostalic
Hyperplasia. Review of the quarterly MDS

- | assessment, dated 08/20/13, revealed the facliity
assassed Resident #1's cognition as cognitively
intact and to require extensive assist of one (1)
staff with hyglene and bathing.

Review of the CNA Care Plan, dated 01/2014
ravealed Resldent #1 was independent with the
assist of one (1) staff PRN (as needed) with
urinary cathetsr and leg bag; and an intervention
{o provided calheter cars every shiftand PRN. ..

Observalion, on 01/16/14 at 8:24 AM, revealed
CNA #5 provided urinary catheter care. CNA#5
laid washcloths on the aver the bed able surface’
and notin washbasin per the facllity's policy. The
CNA proceeded to pull up the resident's foreskin
from the penis shaft and began washing and
rinsing the regident's perineal area with the wash
cloths he had lald on the over the bed table, CNA
#5 then pulled up Resldent #1's dlothing without
ptilling the foreskin back down the shaft of the
penis and did not clean-off the over the bed table
after providing the care,

Review of a lakioratory réport for a urinalysls, . - . R
collected 11/29/13, revealed the resident's urine |, . o , S I
was positive for Proteus Mirablils and Providencia S A
Stuaril| with gram negativé rods greater than
100,000, Afaboratory report, dated 01/03/14,
revealad the residenls urine was positive for
Proteus Mirabilis greater than 100,000, Review

FORM CMS-2567{02-00) Previous Versfons Cbsalete Event [D:44IHN Faciily 1D: 100045 If continualion sheet Page 7 of 11
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of Antiblotic Care Plans, dated 11/29/13 and
01/07/13 revealed Resident #1 had a UTl and
was on an antiblotic for ten {10).days and seven
(7) days respectively.

| Interview with CNA#5, on 01/16/14 at 9:38 AM,

revealed he had been trained to do catheter care,
and should not kave put wash clothis on the ovar
the bedfable without cleaning it first. The GNA
stated he forgot to pull down the foreskin over the
shaft of the panis on Resident #1 after providing
catheter care and this could cause Irdtation and
rashes.

Interview with Licensed Practical Nurse (LPN) #2,
on 1716114 at 9:42 AM, revealed Resident #1 had
a Urinary Tract Infection (UTI) and had Just
‘completed an antibiotlc, LPN #2 stated when
staff provided catheter care a wash basin should
be uthized for cleaning. She slated tha foreskin
over the shaft of the panis shauld bs pulled back,
cleaned, and pulled down after cleaning to
prevent infeclions,

Interview with the Assistant Directors of Nursing
(ADON) #2 and #3, on-1/16/14 at 10:44 AM,
revealed when staff provide catheter care a basin
with warm water and soap and wash ¢loths
should be utilized, and a towe! should be placed
on the over tlie bed table as-a barrier batween the
washcloth and table: - ADON#2 & #3 staled the

' | foreskin should be pulled aver the shaft of the

‘penis after providing care to prevent the tip.of the
penis from swelling.

lﬁterview with the Staff Development Coordinator
{S8DT), on 1/16/44 st 11:00 AM, revealed staff
was trained to do catheter care by refum

demonstration and skillcompetency check-offs
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The facillly must - | :

(1) Procure faod from sotlrcas approved or
considered salisfactory by Federal, State or local
authorities, and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT® 16 not met as evidenced
by:

Based on observation, interviaw and facility
policy review, it was determined the facility falled,
to store, prepare, distribute and serve food under

.| sanitary conditions. Obsevations of the kitchen,

revealed undated food items stored in the
refrigerator and the drip tray on the stove facked
frequeni cleaning. Jn addition, the lids for the
dumpsters were noted to-have been broken and
unable to seal and the sliding, side door of the
dumpster was hoted to have heon left opened:
“Two observations revealed multiple debris
soatterad on the ground surrotunding the
dumpsters,

Areview of the faclily's census and condition,

- | dated 01/48/14, revealad there were ona=hundred

and elghteen {118) residenls In the facility and
nine (9) of those residents were tubs feeders and
did not eat food from the kltchen area,

. " DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED -
' -CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391" °
STATEMENT OF DEFICIENGIES {8} PROVIDER/SUPPLIERICLIA (X2 MULTIPLE CONSTRUGTION {%3) DATE SURVEY -~ -
ANO PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BURDING : COMPLETED
T 185006 B.WING : 01717/2014
NAME OF PROVIDER OR SUPP'UER STRECT ADDRESS, CITY, STATE, 2IF CODE
. 201 SOUTH WARREN STREET
MORGANTOWN GARE & REHABILITATION GENTER | MORGANTOWN, KY 42261
" (X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDEIS PLAN OF CORREGTION - g
' PREFIY, {EACH DEFICIENGY MUST BE PREGEDEDGY FULL . PREFIX {EAGH CORRECTIVE AGTION SHOULR BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE i DATE. . |-
i . DEFICIENCY) , s
| S T - 37 '
. F 315 | Continued From page 8 F31s 1. The undated items that
on hire, were found on January 15,
F 3711 483,36(i) FOOD PROCURE, F 371 2014 and Jenuary 17, 2014
Lt ! were discarded by the Dletary
SS=E STORE/PREPAREISERVE - SANITARY Monsger on o respeotive

dates, The dumpster lid was
repaired on January 23, 2014
by the Maintenance Director.
‘The discarded briefs and
omatoes were picked up by
the Maintenance Director on
JYanuary 17, 2014, The stove
drip tray aluminum foil was A
changed on January 17, 2014 . : 1 B
by dictary staff. : o O
2. 100% andit of all stock ; . s IS
vwas completed by the Dictary . R
Manager on Janvary 20, 2014 - . - i
with no concemns identified, IR
The Madatenance Dircctor -
completed 100% audit of
dumpsters on January 23,
2014 to ensure all were
working appropriately with
no concems identified. The
stove drip fray aluminum foll
was changed on Jenuary 17,
2014, Itisonaweskly
eleaning schedule.

3. The Dietary Manger will
re-educate all dictary staff
regarding storage and daling
of food items by March 1, . S X
2014, All staff willbore. | Y Y
educated by the Staff - et TR
Devetopment Coordinator fo o

notify maintenance of any
items that are In need of — —
repalr by March 1,2014, The
Dictary Manger will re-
cducate all dietasy members

EORM CMS-2667(02-68) Praviows Versions Obsolole

. regarding the cleaning -
‘The findings Include: assignment by March 1,
. 2014,
Event 1D:411F1 Fachity (D: 100043 If contination sheet Pags Sof 11 .
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FORMAPPROVED.
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIERITLIA (X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
- 185088 B. WING . 01H 72014
. NAME OF PROVIDER OR SUPPUER STREET ATDRESS, ciw,_s’rme, 7P CODE : .
- . . 201 SOUTH WARREN STREET
!\?QR‘G!ANTOWN CARE & REHABILITATION CENTER . MORGANTOWN, KY 4?261
4 1 SUMMARY STATEMENT OF DEFICIENCIES D TPROVIDER'S PLANOF CORRECTON ~ + | @e. .
. PREFIX (EACH NEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
YAG REGULATORY OR LSG 1DENTFYING lNFORMATlON} TAG cROSS.REFERESgS&Eg g{}e APPROPRIATE DATE
4, The Di Manager will
F 371/ Continued From page 9. F 371 audit ell m for datg&st\m
_ tines per week for 12 wesks,
Review of the facility "Food ordering and . The dumpster willbe
Regelving Polloy,” undated, revealed leftover foud . m’ﬁ‘-?“‘d bythe
. | was la have been stored in covered contafners of Malntenanos Direclorthice -
- { wrappied carefully and securely, Eacly Hom was e o R
{o have been clearly labeled and dated before working properly e here -
being refrigerated.. Leftover food was to be used are 1o debris an the ground,
within 48 hours or discarded. " The Dietary Manager will
) ; -menifor the weekly dleaning
1. An ohservalion of freezers and refrigerators, schedule thrie times per
on 01716114 st 11:20 AM, revealed undated items week % 12 weeks 1o assure
to Include two (2) large bags of gailic bread, four that the schedule s belng
{4) large bags of Kaiser Rolis and a loafl of Rye followod. The audit results
Bread, Observation on 01/47/14 &t 3:50 PM will bo roviawed by the
revealed two {2) large pork roasts inthe Quatity Assurence
refrigeratar; with no datds marked. Comniittes monthly.x 3
‘ ) months, If at-dnytima
Interview with the Distary Manager, on 01£15/13 cencems are identified, the
% | at 41;25 AM, revealed she was the one who . gga'“‘f Amﬁ“ L
checked the freezers and refrigerators weekly, for 1ok frt t Ty and
outdated items and was not aware of the Undaled recommendations
food ttems In the refrigerators and freezers. She ' '
also stated she made dally rounds every morning
and checked for outdated products but did not
see these ltems, that moming.
12, Chsevatlons of the dumpster area, on
OH17/14 at 3:36 PM, with the Distary Manager,
and at 365 PM, with the Maintenance Dirsctor, , |
revealed lhe dumpster lid was broken off the top
hinges and lying down Inside the dumpster,
Surrounding the dumpster, on the concrete, were
| discarded brisfs, tomataes and coffee grounds
and the dumpster contained Targe, emptly cans of — T
vegelables, in clear bags
Intérview with the Dietary Manager, on 01/17/14
o | al 3135 PM; revealed the Kitchen staff did not
* Y qlifize the dumpster, only the trash compactor . .
Event D 44111 Facifity ID: 100045 If continualion sheel Page 10 6f 11
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4D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION )
PREFIX - {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
- TAG REGUIATORY OR LSG IDENTIFYING INFORMATION) - TAG GROSS-REFEREgggé!‘E?‘ @.an APPROPHIATE omE

F 371| Continued From page 10 F 371
. | and she was not aware of why the doors were left

open or who was responsible to ensure fhe
debls, surrounding the containers, was properly
disposed.

interview with the Malntenance Director, on
0471714 at 3:36 PM, revealed he was niot made
aware the dumpster lids were broken, orhe
would have had them fixed. He stated he would
have cleanad around the dumpster, had he been
rhade aware there was a problem. Review of the
Maintenance Logs revealed no entry for these
goncams, ‘

3, Observation of the slove drip tray, with the
Dietary Mandger, on 01/17/14 at 3:46 PV,
revealed the aluminum folf on the tray to have
besn dated 01/03/14. The foil contained a large
amount of o}l and blackened substances. The |
Dietary Manager stated the drip tray should have
been cleaned at least weekly and she was the
one who monitored to ensure the drip frays were
clean and she just failed to do this.

FORM CMS-2567(02-49) Previous Verslons Gbsolele Event 10:411811 ‘#admy 1D 100045 if continualion shest Page 11 of 41
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following the date of survay whether or not a plan of corraclion Is provided. For nursing
_days Tollowing lhe date lhese documants are made available to the faclily, Ifd
program panicipation. 2

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTR N B "i’p 3) DATE SURVEY
N < b )
9 o '1‘ / (A -
: 186006 g.\ma o Y 2 R ot1612014
NAME OF PROVIDER OR SUPPLIER STREETADRRESS, CITY, STATE, ZIPCODE  / /
201 sOU ‘ y
MORGANTOWN CARE & REHABILITATION CENTER oG Aﬁ*_._o “jzfg;ig q;\/
X4 ID SUMMARY STATEMENT OF DEFICIENCIES o i PROVID AN QHCYRREGTION 1x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEUED BY FULL - PREFIX (EACH GORRECTIVEA SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GRO_SS‘REFEREggﬁgl‘ég GT%E APPROPRIATE DATE
K 000} INITIAL COMMENTS K000 Morgaritown Care and Rehab
’ . Center does not believe and
1 CcFR: 42C 3,70(a _doesnot admit that any
-4 FR 483.70(a) ‘deficiencies existed, before, .
CR e during, or afler the survey,
BUILDING: ¢1 e 08 .
: The Facility reserves the right
-, to coptest survey. findings
PLAN APPROVAL: 1972 thiroigh informal disputs
% : . resolution, formal appeal
SURVEY UNDER: 2000 Existing . procéedings, or any
' ' : administrative or 1égal
| FACILITY TYPE: SNFINF pmcccding[s. Thisplanof
correction IS not meant to
TYPE OF STRUCTURE: Two (2) story, Type ll establish any standard of
(000) * care, contraet obligetion, or
- , position and the Facility
" reserves all right to raise all
SMOKE COMPARTMI:;‘_I}_ITS. Ten (10) smoke possible contentions and
compariments - defenses in any type of civil
' or criminal ¢laim, action or
s, | FIRE ALARM:; Complele fire alarm systern with proceeding, Nothing
(67) heat.and (45) smoke deteclors contained in this plen of
. correction should be
SPRINKLER SYSTEM: Gomplete automatic wet _ considered as Review,
sprinkler system. . 'Q?gg Ass?f:ﬂéer or §ﬂ}!f
cr examination priviicge
. E ’ “ which the Facility docs not
O I L g i
p ' to assert in any .
inistrative, elvil
A standard Life Safely Code survey was iz':,:,::; Ezlv[f,, 2';;,[,2' oF
conducted on 01/46/14 thru 04/16/14. proceeding. The Facility
Morgantown Care and Rehab Center was found offers its responss, credible
not to be in compliance with the requirements for . allegations orcompliance and
participation in Medicare and Medicaid. The plan of correction as part of
facllity Is certified for one hundred twenty two its ongoing efforts to provide
_| (122) beds wilth a census of one hundred. | i _-quality careto residents,
eighteen (118) on the day of the survey. ) N
The findings that follow demonsirate
-noncompliance with Title 42, Code of Federal
Regutations, 483.70(a) et seq. {Life Safety from
[ABORATORY .\%R‘S OR PROVIDE PLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Lo f LT At sitisfor 221179
-Any defic! ncyr?laﬁmeﬁl—énding vilth an aslafisk (*) d€noles a deficincy which the inslitulion may ba exeused from orrecting providing It Is determined'that
other safe s provide sufficlent proteciton 1o the pallents. (See instructions.) Except for nursing homes, {he findings staled above are disclosable 80 days

hoies, the above findings and plans of correciion ars disclosable 14
eficlencles are clied, an approved plan of correctlon Is requlsite to conlinued

B e iat]
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PRINTED: 014272014

FORMAPPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA ('2) MULTIPLE CORSTRUCTION (X3) DATE SURVEY:
| A LA OF coRReGTON DENTIFICATION HUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
185006 6. WING . 011612014
_NAME OF PROVIDER OR SUPPLIER ’ STREET ADDRESS, CITY, STAIE, Z1P CODE .
201 SOUTH WARREN STREET
MORGA“TOW” CARE & REHABILITATION GENTER | popoantowM KY 42261 . ... _|.
. (41D ; SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF GORRECTION o5}
PREFIX _{EACH BEFIGIENCY MUST BE PREGEDED BY FULL PREFTX  (EACH CORREGTIVE ACTION SHOULD BE COUPLETION
" TAG RE.GULATORY OR L5G I0ERTIFYING INFORMATION) TAG CROSS-REFEREBI&%&E?‘ g\l’{)EﬁPPROPRlATE AR
K 000 | Continued From page 1 K000 K025 -.
Flre) : 1. All idenfified arcas were
: ‘ eqw%}}ed ;nmh fire calk
. . capatile of maintaining thé
Defisiencios were cited with the highest sm%ke reststa;ce onﬁg
deficiency identified at " F " level, 112014,
K 0281 NFPA 101 LIFE SAFETY ?ODE STANDARD K026 2. All smoke barrlers were
85=F checked by malhlenance

Smoke harriers are constructed to provide at
least & one half hour fire resistance rating in-. -
accordance with 8.3, Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wirsd glass
panels and steel frames, Aminimum of two
separate compartments are provided on each
fioor. Dampars are not required in duct
penetrations of smoke barrers In fully ducled
heating, ventilaing, anhd alr sonditioning systems.
18,3.7.3, 19.3.7.5, 19.1.8.3, 19.1.64

This STANDARD s not met as evidenced by:
Basad on obsarvations and inlerview, itwas
determined the facllity failed fo malntain smoke
barrers thatwould reslst the passage of smoke
belwesn sinoke compariments in accordance
wilth NFPA standards, The deficiency had the
potential to affect nine (9) of ten {10) smoke
comparimerits, all residents, staff and visitors,
The faoility is certified for one hundred fwenly two
{122) beds with'a census of one hundred
eighteen {118) on the day of the survey. The
facliity fallad to ensure eight (8) smoke barriers
were sealed around pipes and wires to resist the

director on 1/20/14 with no
othei concerns identified,
3. Maintenance Director
was re-aducated by
Adminlstrator on 1/24514 .
regarding propar smoke
barrer compliancs,

4. Alt smoke baniers will
be audited for proper
smoke barrder material .
monthly for 3 months,
Findings will be brought to
Quality Assurance
committee for 3.months,
The findings will be
reviewed hy the Qua!rly

Assurance team for further

. recommendations, If at

any time concams are
ldentiiied, the Quallly
Assurance Committes will
review and make further
racommendafions, The
Quality Asstirance
committee will consist of at
a minimum, the:
Administrator, Director of
Nursing, Soclal Services
Director, Diefary Services
Manager, and Medical

alijn

OMB NO. 0938:0391 -

EvenliD:441H2]

passage of smoke. . Direclor at least quarterly.
The findings-includs;
FORN CMS-2607(02.99) Privions Veaslons Obsolele Faclliy ID: 100045 i conlinuation sheet Page 2 of 18 * -
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CENTERS FO_R-MEDICARE & MEEJ]CAjQSERVtGES . . O 8 NO. 0038-0391
" | STATEMENT OF DEFIGIENGIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION ' {%3) DATE SURVEY = |
AND PLAN OF CORRECTION : :!DENTlFE(}AT[DN NUMBER: A BUILDIRG 01-- MAIN BUILDING 04 o COMPLETED
, 185008 8. WING : 0111612014
HAHE OF PROVIDER OR SUPPLER ‘ STREET ADURESS, CITY, STATE, ZIP GODE . o

201 SOUTH WARREN STREET

_ MORGANTOWN CARE & REHABILITATION GENTER | wORGANTOWN, KY 42261 .
{4y ID SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAR OF CORREGTION x3)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD SE GOMPLETION

© TAG REGULATORY OR LSC IDENTIFYING INFORRMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
7 ! = DEFICIENGY) * . .
K 026 | Continued From page 2 - K028

Observations, on 01/15/14 between 10.05 AM
and 12:18 PM with the Maintehance Supervisor,
ravesled the smake partifions, extending above
tha celling located at the 1C2 unit, the PC unit, the
vending area at the ramp, at room #2309, at room
# 219, at room # 210, at room # 105, and at
medical reconds were penstrated by pipes and
wires. Further chservation revealed quick foam
was used on a smoke wall located af room 219,

Interview, on 01/15/14 between 10:05 AM and
4218 PM with the Malntenance Supervisor,
revealed he was unaware of the penetrations in
the smoke barlers as ihey have been Inspected
several imes since (he last survey, Furlher
interview revealed he was awarg the smoke
barriers In the atilc were 1o be sealed around all

penetrations.

Interview, on 01746/14 at 10:27 AM with the
Administrater, revealad he has never checked on
4 smoke barrler In tha facliity. The facllity has no
policy on the smoke barlers and uses the Life
Safely code to be In compliance.

Referance; NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduils; bus-ducls, cables, wires,

alr duots, pneumatic fubes and ducts, and simiiar

building service equipment that pass through

floors and smoke barrlers shall be protected as

. follows: . : - . 1.

"--w -— | {a) The space hetween the penetralingitem and - {2 N T
the simoke barrier shall . AR N A

1. Bo filted wilh & materfal capable of maintalning
the smoke resistance of the smoke barrler, or

2, Be proteoted by an approved device designed
for {he specific purpose.

(b) Where the penelrating item uses a sleeve to

FORM CHS-2567(02-68) Pravious Versions Obsolele Event ID:411H21 Fotliy 102 100045 | continuation sheat Page 3 of 18
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GEN"{ERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0838-038)
STATEMENT OF DEFICIENGIES (%1) PROVIDERISUPPLIERICLIA (¥2) MULTIPLE CONSTRUGTION _ (%2) DATE SURVEY
185006 B, WING 01/46/2014
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE
- 201 SOUTH WARREN STREET
RE & LITATION CE
'MORGANTOWN CARE & REHABILITATION GENTER .| MORGANTOWN, KY 42264 o
T XD ¢ SUMMARY STATEMENT OF DEFICIENCIES ‘I; i PROVIDER'S PLAN OF CORREGTION %3]
PREFIX {EACH DERCIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SROULD BE COMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE DiTE

TG REGULATORY OR LSG [DENTIFYING INFORRMATION)
- . : . DEFIGIENGY)

K 028 Continued From page 3. K025
penetrate the smoke barder, the slseve shall be
solidly setin the smoke barrier, and the space
betwaen the itern and the sleeve shall '
1, Ba flled with 2 material capable of malntaining
the smoke resistance of the smoke barrier, or
|2, Be protected by an approved device designed
i for the specific purpose, -
.. | {cyWhere designs take fransmission of vibration
inté-conslderation, any vibration igolation shall ‘
4. Ba made on either side of the smoke barrler, or , , : >
2, Be made by an approved device designed for : : e
the specific purpose,

| 8.3,6.2 Openings occurring at points where floors
or smoke

barriers meet the outside watls, other smoke
barriers, or fire ‘

barriers of a building shall meet one of the
following conditions: :

(1) It shall be filled with a material thatls capable
of maintaining .

- | the smoke resistance of the floor or smoke
bareter. ‘

(ﬁ) "i shall be protected by an approved devico
thatls

designed for the specific purpose.

1 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038

§8=D

Exit access Is arranged so that exits are readily
accessible at all times in accordance with section
74, 19.21

' FORN CMIS-2667(02-99) Provigus Versions Obsclets Evant [D:4tHH21 Fzallity 1D: 100045 4 i continuatiop shest Paga 4 6f 18 -
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CENTERS FOR MEDICARE & MEDICAID SERVICES . _OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES IXi} PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION - (%) DATE SURVEY
NO PLAN OF GORREGTION " IDERTIFICATION NUMBER: A DUILDING 01 - MAIN BUILDING 01 COMPLETED
, 185008 BWING . : -01H812014 -
NAME OF PROVIDER OR SUPPLIER T STREET ADDRESS, CITY, SYATE, ZIP CODE .
. 201 SOUTH WARREN STREET
MORGANTOWN GARE & REHABILITATION CENTER | moreanTOwN KY 42281 .
(X410 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN.OF CORRECTION N
PREFIX {EAGH DEF{OIENCY MUST BE PRECEDEG 8Y FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE © | GOMPLETION
TAG REQULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFEFENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
K038 '
) B i .
K 038| Continued From page 4 K038 1. Thel "23"“ o vehlels
' . . was movad on 11674
This STANDARD Is not met as evidenced by: after it was brought to the -
‘| Based on obsarvation and interview, it was aftsntion of the
determined the facllity failed to ensure egress Mainienance Direclor and
doors and exits were mafptained In accordance Administrator
| with NFPA standards. Thé deficiency had the " 2. 100% of all exit doors - - 3}3 ]L,
poteritial to affect two (2) of ten (10) smoke neak parking surfaces
compariments, forly-five (46) residents, staff and ‘ ;':?taxg"ed Bl{re sord i
visitors, The facllity is certified for one hundred $16IA egording propor. '
twenly two (122) beds with a census of one signage. ’

hundred elghteen (118) on the day of the survey.

| The facility falled to ensure one (1) egress door

would apen fully,
The findings include: ..
Observation, on D1/18/14 at 9:40 AM with the

Malntendnce Supervisor, revealed the egress
door al the skilled bend exit was blocked by a car,

| which would not allow the'door to open fully in the

event of an emergenay,

Interview, on 01/16/14 gt 9:40 AM with the
Malntanance Supervisor, reveaied the faclifly had
problems with employees parking in {hls area and

- had installed a no parking sign on the building to

try and prevent this from happening.

" !nten}iew, on 01/16/14 at 10:27 AM with the

Administrator, revealed he was unaware there
was an employee ' s car parked In front of the exit
located al the skilled bend. The facility has no

{ poliey on the blocking of and exit and uses the
| Life Safely code to be'in compliance. Further

" Vinterview revealed the facllity has addressed

employees parking In this area buthe can’t
watch the exit all the ime,

Reference: NFPA 101 {2000 ed.}

Al exit door areas -
requifing proper signage -
were noted and proper
signage was Installad én
1/24/14, Posts-blocking all
parking at Skilled exit door
will be installed by 3/1/14.
3. All staff will be re-
educated by Staff
Development Coordinafor
by 2426114 regacding
parking In only approved .

.- areas.,
:* . 4, Maintenance Director
- will monitor parking lot 3x

perweek for 3 months
vehicles parked in
appropriale places and
presence of proper
signage. Any Issues will be
resolved Immedidtely and
brought fo Quallty
Assurance commlitee. If af.
anytime concems are
{dentified, the Quality
Assurance Committee will
review and make further
recormmendations. The
Quality Assurance
commitice will consist of at
a minimum, the :

ORM CMS-2567{02-98) Previous Versions Dbsclate

Event 1 4HH21,

FaclityDy; 100645
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BVING e o 11812014

485006 _ .
T T RODRESS, OITY, SIATE, ZiP CODR

- T'NAME OF PROVIDER OR SUPPLIER

B . : 204 SOUTH WARREN STREET
L "MDRGANTDWN CARE &'BEHAB\L!T‘ATEQN-GENTER C | MORGANTOWN, KY 42381
TaTAMERRY CIENGIES - ] T PROVIDERS PLAN OF CORREGTION =~~~ o 1. T
%’g;& 1 {Eﬂgl‘i] gg&?ﬁ:ﬁfgﬁﬁ%g;gg}mm AV%ULL PR‘EF;X ¢ (EAGH GORRECTIVE AGTION GHOULDBE . | comEron
e | REGULATORYOR {'5C DENTIFYING INFORMATIOR) - TAG - caossﬁfamaegg‘%g i\é?{ é%a APPROPRIATE .
i e = U ; ‘ 1
- K 038] Conthued From page B ' K 038 ﬁﬁﬁ‘{:;‘fg?&m Dngnf’;e‘;f '
7.4.10 Means of Egress Rellabilly. | 3‘;*;;*;;;P;?,‘:a§dig;ﬁes
(A 3'10.1‘ Moans of egress shall ba gontinuously .  Director at least guarterly.
maintained - : o T ‘ y
free of all obstrugtions. of jmpediments to full SRS 2/22 H -
! I Instant use in ' 1. Emergency fights will be i
R e ~ | the case of fire or other emergency. - : installed by. 2/21/14 at -
|- Kods | NFPATOTLIFE SAFETY CODE STANDARD . K046 exterlorexitsby
S R ) e ' L 1 Maintenange Director ak
e lHurnination of means of 6gress, including exit | the end &f 1C2, PC Hall
-0 discharge, is arranged so that fallure of any single Secured unit, and smoking -
lighting fixture {bulb) will not leave the area in . exit. : o
dorlnoss.. (This does not refer to emergancy 2, Malntenance Director
| lghting in accordance with section 7.8 1028 completed 100% audilof
AR R all exits to ensura propst ‘
: ifumination-on {24114, No ‘ "
flénrth;% :{(‘)nt:erns were :
. . gen '
‘l . - . L
This STANDARD is not met as evidenced by: ?,;Jé’?ﬁfé‘f&‘iiﬂ,’ffﬁ%‘
Based on observation and interview, itwas - . Administrator on 1244
determined fhe facility falted to ensure exits were . vegarding praper exit
aqulpped with fighting in accordance with NFPA fiurination. . -
slandards. The deficlency had the potential to . 4 Allexitlights will o
affect elght (8) of ten {10) smoke compartments, audited by Maintenance
]l residents, staff and visttors. The faallity is | g“eﬁ?;""“‘?gip"“}'ee“ for
S ertificd for one hundred twenty o (122) hods - i "bfgumm?;“é:;?es
with & census of one hundred elghteen (118} on ﬁssfmnwgcdmma“{f at
the day of he survey. “The facliity failed to ense ’ " apy fime concems are
the outside e_margenc_y lights had two (2) bulbs at identified, the Quality
seven (7) exils, - . . Assurance Commities will
. o review dnd make frthat
- The findings inchide: ‘ recommendations. The
' T } Quality Assurance. . T R
Observation, on 0/16/14 between 12:30 PMand commitiea willconsistofal .3t )
4:00 PM with (he Malntenance Supervisor, I ig“?i‘;"‘t’m{ ih%l o R T |
covealed the extesfor exits at the ondofiC2,end - - Nu’r“si‘r‘f B ocial S‘:"‘?‘ o . i
of PC Hall,.end of secured unil, and the smoking Dj;ecﬁ)grl Digtary SL"N‘}EES . . .
exit had & single !ithfor flumination of the, . Manager, and Medical - : IR

S P ) Director at least quartarly. :
_ FOR.M sme'..zse"!{oz-es)Prewo(m'\fexslpx}spbsoreze ) Event D4R  Facility 10 100048 o i continuation sheelPags '8 66187,
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a0 " SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION W
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K 045 Continued From page 6 K045
o outslde of the exif. Further observalion revealed
the exterior exits at the kitchen parking lotand the
side of therapy had no exterlor lighting.
Interview, on 01/15/14 batweon 12:30 PM and
4:00 PM with the Malntentance Supervisor,
revealed he was unaware the lighting fitures
saiving the exteror exits must Include more than
one bulb for ilumination of the egress path.
interview, on 01/16/14 at 10:27 AM with the
Administrator, revealed he was aware there was
to be exterior lighting at an exit discharge butwas
unaware there had fo be atleasttwobulbs
serving the exit. The fagilily has no policy on
exterior fighting and uses the Life Safely code o -,
be In compliance. -
A _
" | Reference: NFPA 101 (2000 adition) :
7.8.1.4* Regulred lllumination shall be arranged
s¢ thatthe - L
failure of any single lighting unit does not resuit i
an lilumtnation .
lovel of less than 0.2 {t-candle {2lux} in any
deslgnated K056 '
araa, 1, The sprinkler heads -
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K056 identified in the Lobby area
- 88=E ' ) will be replaced with '
0 If theve Is an automatic sprinkler system, ftis appropriate sprinkler heads A J{/“f .
installed In accordance with NFPA 13, Standard by Centuty Fire Protection by -
for the Installation of Sprinkler Systerns, to 3/1/14, The identificd closst
provide complete coverage for all portions of the arcas will be deconstructed
bullding. The system s properly maintalned in and replaced by moblle
accordance witlh NFPA 26, Standard for the WendfafieS by Ma niciasce
{ Inspection, Testing, and Maintenance of - o o it ot ol
. : . 5 audit of all closels
Water-Based Fire Protection Systems. Itisfully within the center was
supervised, There Is & reliable, adequate water coraplated by Maintenance
supply for the systermn, Required sprinkler Director on 1/24/14 with no

FORM GRAS-2507{02-99) Previous Versions Obsolele Event ID:411H21

Faciiy 10: 100045
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"+ coveragé. According to CMS.8&C 13-66-LSC

.| rayealad the closels in the resident rooms # 229,
: o '230,:2_25, 227, 228,226,223, 224, 222,221, 220,
1219, 217,215, 218, 218, 214, 212, 243, 211, 210,
1208, 208, 206, 207, 204, 202, 200, 201, 203, 208,

This STANDARD Is not met as evidenced by

Based on observation and interview it was
determined the facility failed to ensure the
building hat a complate sprinkier system, In
accordance with NFPA Standards. The deficiency
had the pofential to affect six (6) of ten (10)
smoke compariments, seventy-two (72)
residents, staff and visilors, The facllily Is
certified for one hundréd twenty two (122) beds
with a census of one hundred elghteen (118) on
the day of the suivey. The facility falled lo ensure
all ¢losets of the bufiding had proper sprinkier

fhe enforcement Implfoation would ba a fully
sprinklered factlity with minaor problems

The findings in&lude: -

Ohservatlon, on D1/156/14 between 12:30 PM and
4:00 PM with the Malntenance Supervisor,

102, 100, 104, 1086, 108, 110, 112, 114, 116, 113,
114, 107,-and 105 did not have sprinkier
protection. Further observallon rovealed the

closets were bullt In the facllity and the sprinkler - |

In the room was over & fesf from the closets.

Interview, on 01/15/14 between 12:30 PM and

further issues identified,

3, Maintenanes Divector will
be re-educated by the
Administrator regarding
requirement K056 on
1/24/14,

4. Maintenance Director
will audit the center's
spiinkler system once per
month X 3 months to
ensura proper sprinkler
coverage. If at any tme
concems are [dentifled,
the Quallty Assurance
Committes will review and
make further
recommendations, The
Guality Assurance
committee will conslst of at
a minimum, the
Administrator, Dlrector of
Nursing, Soclal Services
Director, Dietary Services
Manager, and Medieal
Director at least quarterly.

| DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED...
. CENTERS FOR MEDICARE & MEDICAID SERVICES B NO, 0938-0391 -
| sTATEMENT OF DEFIGIENCIES {*1) PROVIDERISUPPLIERIGLIA {2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
. LAND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILOING 01 - MAIN BUILDING 04 COMPLETED
N 185006 B, WING : o1/16/2014
| NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. - - 201 SOUTH WARREN STREET
| MORGANTOWH GARE & REHABILITATION CENTER _ MORGANTOWN, KY 42281 . .. ____
4y 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o8
PRESIK (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVEACTION SHOULD BE .| GCOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
. : PEFICIENCY) :
_ ) further conceras identified.
K 056 Conlfnued From page 7 K 056 100% zudit of alf center’s
systems are equippad with water flow and tamper sprinkler heads was
switches, which are elactdcally connacted fo the completed by Mantenance
building fire alarmi syslem,  19.3.5 Director on 1/24/14 with no

FORM CMS-2657(02-99) Previous Vesslons Qbsolele

Event Ifu411H21
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(f contlnuation shael Paga 8 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/27/2014
FORM APPROVED
OMB NO, 0938-0381

STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

(%1) PROVIDERISUPPLIGRICLIA
IDENTIFICATION NUMBER:

185006

(#2) MULTIPLE CONSTRUCGTION
A BUILDING 01 - MAIN BUILDING 01

BWING __

(X3) DATE BURVEY
COMPLETED

011812014 |

NAME OF PROVIOER OR SUPPLIER
MORGANTOWN CARE & REHABILITATION CENTER

STREET ADDRESS, £ITY, STATE, 2IP CODE .
201 BOUTH WARREN STREET ) )
- MORGANTOWN,KY- 42261 .. . o - o .

1 ¢aio
| PREFIX
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PREFIX
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. K058

| lhterview, on 01/16/14 at 10:27 AM with the

.| the high up sprinklers alf changed since the fast

Continued From page 8 _

4:00 PM with the Malntenance Supervisor,
fevealad he was not aware that the closets listed
did not have proper sprinkler protection, Further
interview revealed after the fast survey the facilily
cut the top out of the clossts down 8 inches to gel
sprinkler coverage for the closets.

Administrator, revealed he was unaware the
alosels fn the.resident rooms were not property
sprinklered. ‘The facllity has rio policy on sprinkler
Govarage and uses the Life Safely codetobelin
compiiance, Furher interview revealed when the
facifity out the elght inches out of the top of the
closals he assumed they ware in compliance with

being fully sprinklered.

Observations, on 01/16/14 at 3:26 PMwith the
Maintenance Supervisor, revealed stendard
tesponse spinkler heads and qulck response
sprinkler heads In the same compartment,
jocated In the lobby of the facility. This deficlency
wauld not aflow both sprinkler heads to engage at
the same heat lovel,

Interview, on 0171614 at 3:26 PM with the
Malntenance Supsiviser, revealed the factlity had

survey to have the same respense time. Further
interview revealed he was unaware the standard
response hteads In the overhangs of the comdor
in the lobby area must also mest the same
response time of the higher up sprinklers In the -
dame compariment.

tnterview, oh 01/16/14 at 10:27 AM with the
Administrator, revealed he was unaware the
gprinklers in the fobby area were not properly

Installed to have the same response lime. The

K058

FORM CHIS-2

587(02-50) Provious \.fsrs_[ons Obsolale Evant1:di1H21
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4D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED SY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD 88 COMPLENON
“TAG REGULATORY OR LEG |BENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE BATE
s DEFICIENCY) :
|- K058 | Contlnued From page 9 Kose _ :
' | facliity has ho policy on sprinkler response fimes -] : T
and uses the Life Safsly code to be In " ) Co
compllance,

Refarance: NFPA 13 (1999 Edition)

‘513 8.1 Actual NFPA Standard: NFPA 101, Table
| 18.1.6.2 and 16.3.5.1. Exisling healthcare
facilities with construction Type V {111} require
complete sprinkler coverage for all parts of a
facility.

Actuat NFPA Standard: NFPA 101, 19.3.6.1.
Where required by 18.1.6, health care facilities
shall be protecied throughout by an approved,
supervised automatic sprinkisr system in
accordanca with Saction 9,7,

Aclual NFPA Standard; NFPA 101, 9.7.1.1, Each
autornatic sprinkler system requited by another
section of this Code shall be Ih accordance wilh
NFPA 13, Standard for the Installation of Sprinkier
Syslems.

Actual NFPA Standard; NFPA 13, 5-1.1. The
raquiréments for spacing, location, and position
-of sprinklers shail be based on the foltowing
principles:

-[-{1) Sprinkiers installed throughout the premises
-1 {2} Spiinklers located so as not to exceod
maximum protection area per sprinkler

{3) Sprinklers positioned and located soasto .
provide satlsfactery performance with respect to
aclivatlon time and distribution.

|+ —— IReference: NFPA 13 (1068 Edition) - -~ |- — - ——— = e

7-2.3.2.4 Where listed quick-response sprinkfers
ara used

throughout a system or portion of a system
having the same i
hydraulic design basls, the system areaof - 2

_ FORM GMS-2567{02-89} Previous Varsions Obsolste Event ID:413H21 Fadity iD: 100045 1f continuvalion sheat Page 10 of 18
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K 056
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S5=D

Continued From page 10

operation shall be

permitted to be reduced w;thout revising the
density as indicated

in Flgure 7-2,3.2.4 when all of the followlng
condttions

are salisfied;

{1) Wet pipe system

{2) Light hazard or ordinary hazard ocoupancy
{3) 204t {6.1-m} maximum cejling helght

The number of sprinklers in the deslgn area shall
never be

less than five. Where quuck-response sprinklers
are used oh a

sloped cetling, the maximum celling helght shall
be used for

determining the percent reduction In design area,
Where

quick-response sprinklers are installed, alf
sprinklers within a

compartmient shall be of the quick response type.
Exception: Where clrcumstancés raquire the use
of othérthan ordinary .
temperature-rated sprinklers, standard response
sprinkiers shall be

permiited fo be used.

NEPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and Include no
less than the following provisions:

{1 Smoking is prohibited in any room, ward, or
comparfent where flammable ﬂqulds

-1 combustible gases, or oxygen is used or stored -

and in any other hazardous location, and such
area [s posted with slgns that read NO SMOKING
or with the Internalional symbol for no smoking,

(2) Smoking by patients classifled as not

K056

K 066

FORM GAS 2567{02-98) Previous Verslons Obsolste

Evant ID;411H21

Facifly i 100048
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CENTERS FOR MEDICARE & MEDIGAID SERVICES 391
STATEMENT OF DEFIGIENGIES {X1} PROVIDER/SUPPLIERICLIA. {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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185008 B. WING , , 01/18/2014
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, CIYY, STATE, ZIP CODE

PROVIDER'S PLAN OF CORRECTION

: (8

" | courtyard exit was béing used as a smoking area

responsible.is prohiblted, except when under
direct supenision.

(3) Ashirays of noncombustible material and safe
design are provided in all areas where smoking is
permitted. '

(4) Metal containers with self-closing cover
devices inte whith-ashirays can be empliad are
readlly available to gll areas where smoking Is
permitted, - 19.7.4-

wh
[yt

This STANDARD' 1s not met as evidenced by:
Based on observation, smoking policy raview,
and Interview, It was determined the facliily falled
fo ensure the use of approvad smoking areas, in
accordance with NFPA standards. The deficlency
had tha potential to affect one (1) of ten (10)
smoke compartiments, thirty (30) resldents, staff
and visitors, The facility Is certlfied for one
hundred twenly two (122) bads with a census of
ong hundred elghtsen (118) on the day of the
survey. The facllity failed to ensure employees -
were smoking only In a deslgnated smoking area.

The findings include:.

Observation, on 01116/14 at 3:24 PM with the
Malntenance Supewisor, revealed the area at the

dug to allthe clgaretie hulls on the ground and in
the metal bucket at the exit. The area did not
provide an approved ashiray and is not listed as a
smoking area at the faclitty,

FORM CHS-2667(02-09) Previous Verslons Obsolele

Event ID:411H21°

Facifly |D: {00045

"R SUMMARY STATENENT OF DEFIGIENCIES D . me
PREFIX {EACH DEFICIENCY MUST 88 PREGEDED BY FULL, PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1AG CROSS-REFERENCED TO THEAPPROPRIATE | DAYE.
. .. DEFIGIENGY) s
1 K088 Gontinued From page 11 K066 koss '

1. Proper signage was
immediately placad in
ideniified area, Approved
ashiray was placed at
courtyard exit on 2/{12/14
by Mainlenance Director.
Fire exinguisher and fire
blanket was installed at
the exit on 2/12/14,
2,100% dudit of afl
smoking areas was
conducied for proper
smoking equlpment by

- Maintenance Director on
2112414 with no further
concems identified.
3. Malhtenance Diractor.
was re-educated by
Administrator on 1/27/14
regarding proper smoking
equipment at designated
smoking areas.
4. Maintenance Direclor
will audit identified aren
once permonth x 3
months to efisure propar

smoking procedures are
being followed, Any issues
noted durng weekiy audit
wiil bé brought to Quality
Assurance commities. If at
any time cencems are
Identified, the Quality
Assurance Commitiee wil
review and make further
recommendations. The

.Quality Assuranca

committee will conslst of at
a minimum, the
Adminlstrator, Director of
Nursing, Soctal Services
Director, Dletary Services
Manager, and Medical
Director at least quarterly. -

IF conltnuall
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Ko06o

Céntihued From page 12 _

Smoking Polley Review, on 01/16/14 at 3:24 PM
with the Maintenance Supervisor, revealed
employees shall be allowed fo smoke in the
designated EMPLOYEE smoking area. This area
may also be designated for guests and visitors as
well,

Interview, on 01/15/14 at 3:24 PM with the
Malntenance Supervisor, revealed he was
unaware of the smoking eccunﬁng at the extt to
fhe courtyard,

interview, on 01/18/44 at 10:27 AM with the
Administrator, revealed he was aware there was
smoking oscurring at the gazebo in the courtyard
which Is hot the dedicated employse smoking
aréa but was unaware of the cigaretie butts being
placed at the courtyard exit, He was aware the
smoking policy stated employees and guesls
could only smoke In the dedicated employee
smoking area. Further interview revesled the
smoking area was localad across from medical
records oulside the side exit door..

Reference: NFPA 101 (2000 edition)

19.7.4* Smoking, Smoking regulations shall be
adopted and

shall inglude not less than the fo!fomng
provislons: -

{1) Sraoking shall be prohibited in-any room,
ward, or.compartment .

where flammable liguids, gombustible gases, or
oxygen Is used or stored and in any other
hazardous location,

and such areas shall be posted wit signs that
read NO SMOKING or shall be posted with the
international

symbo! for no smoking.

K obs
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| with a census of one hundred elghtesn (118) on

Continued From page 13

Exception: In health care occupancies where
smoking is prohibited

and slgns are prominently placed at all major
enfrances, secondary

signs with {anguage that prohibits smoking shail
not be required.

{2) Smoking by patients classifled as not
responsible shall be_

prohibited. , ’

Exception: The requirement of 19.7.4(2) shall not
apply where the patient

Is under direct supervision.

{3} Ashtrays of noncombustible material and safe
deslgn

shall be provided in all areas where smoking Is
permilied. - '

(4) Metal contalners wnh geif-closing cover
devices Into

which ashtrays can be emptied shall be readily
avallable

to all-areas where smoking Is permitted,

NFPA 104 LIFE SAFETY CODE STANDARD

Cooking facilities are protected In accordance
with 9.2.3.  19.3.2.6, NFPA 96

This STANDARD Is nol met as evidenced by: -
Basad on Kitchen hood inspection recoris and
interview, the faclilly falled to ensure the kitchen
hood system was in accordance with NFPA
standards. The deficiency had the potential o
affect one (1} of ten {10} smoke compariments,
residents, staff and visftors. The facliity Is
cerlified for one hundred twenly two (122} beds

the day of the suivey. The facliity falted {o ensure
the kitchen hood suppreselon system was

K068

K 069

K069
1. Kitchen hood was
Inspected by qualified

Kitchen hood will be

by maintenance
supérvlsor.

professlonals on TH7/14.

inspected semi-annually.
Documentation will be kept

FORM CMS-2667(02-99) Previous Vessions Obsolele Event iD;411H24

Fagllity 1D; 100045

If corlinuation sheet Page 14 of 18




. DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/27/2014°7

| Racord review, on 04/16/14 at 8:30 AM with the

{ performed since 4/8/201 3

| interview, on 041 6!14 at 8:30 AM w]th the
‘Malntenance Supervisor, reyealed he was under

‘annually al the facility, The facility has no policy

8-3 Gieanlng

inSp,ected serl-annually.

The ﬁndings {nc!ude.

Malnterfance Supervisor, revealed there was no
documentstion of a kitchen hood inspestion being

the impresslon the proper Inepection was
compieted in Qatoberof 2013,

interview, on 01/16/14 at 10:27 AM waih the'
Administrator; revealed-he was under the
Impression {he kitchen hood was to be Inspected

on kitchen hood Inspections and uses flie Life
Safely cade to be in ¢compliance. Further
interview revealed the facility had changed
idtohen hood inspection companies and there
was & mix tp on when the tast inspection was
performed

_Refarence: NFPA 10 (1898 Edition).

2-3.2.1 Aplacard shall be conspictously placed
near the exlingulsher that slales that the fire
proteation system shall be achvated prior o using
tha ﬂre extiagulsher.

Reference: NFPA 96_ (1998 ed.)
8-3.1* Hoods, grease removal devices, fans,

duets, and other
appurtenan,ces shall ba ¢leaned to bare melat at

frequent

be audited hy

‘committee. .

- make further

“a minirmum, the

is sole hood in the center.”
* 3, Malntenance Director
. was re-educated by .
Administrator on 1/2214 "
“regarding timeliness of -
Kkitchen hood Inspestion
4. lnspecilon records will

Maintenance Directoroncs
evary 6 months to enste
proper compliance,
Any Kentified issues
resulling from records .
. auditwill ba brought {o° the
Gualily Assurance
If at any time
CONCems ara !denhﬁed
the Quuality Assurance .
Committee will review and

recomendations. The
Qualily Assurance . -
commities wilt consist ofat

) Admtnfslraior. Dirsctor of
- Nursing, Social Services
Director, Dielary Services
Manager, and Medical
Direclor at least quarterly.

: FORMAPPROVED
' CENTERS FOR MEDICARE & MEDICAIR SERVICES N _OM8 NO. 09384:1391_
o | STAYEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA 62} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
* | AND PLAN OF CORREGTION IDENTIFICATION. NwBEh A BUILOING 01 - MAIN BUILDING 01 COMPLETED
| . 185008 | Bowme - 1__otee018 |
- NAME OF PROVIDER OR SUPPLIER ' * STREET ADDRESS, CITY, STATE, ZIP CODE T
201 SOUTH WARREN STREET
MORGAHTOWN CARE & REHAB!LITATiON CENTER MDRG ANTOWN KY 42281
- (x4) D : $UMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION £5) ,
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX . {FACH CORRECTIVE AOTION §HOULD BE COMELETION
TAG . . REGULATORY OR LSC IDENTIRYING INFORMATION) TAG cms&nsr—‘saegg ég éﬁ g{j)E APPROPRIATE | . OATE" =
K 089 Continvied From page 14 K 068 2. identifled kitchen hqbd

’

: FORM cmszse?(oz -99) Previous Versfons Obsoinie

" Evenl1D:411H24

Faciity {13; 100045

i conlinustion sheet Page 15 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

" PRINTED: 0/27/2014 -

FORMAPPROVED

OMB NO. 00380391

| STATEMENT, Of DEFICIENCIES (X1) PROVIOER/SUPPLIERICLIA
AND PLAN OF CORREQTION IDENTIFICATION HUMBER:

185008

(%2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 01

B8, WING

{X3) DATE SURVEY
COMPLETED

.. 01/15/2014

NAME OF PROVIDER OR SUPPLIER
MORGANTOWN GARE & REHABIL!TAT]ON CENTER

STREE%AEE;RESS CITY, STATE, ZIP CODE *
201 SOLTH WARREN STRERT
__MORGANTOWN, KY 42281 _

9<4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIERCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2] PROVIDER'S PLAN OF GORREGT(ON

{4a2
PREPIX {EACH CORRECTIVE ACTION SHOULD BE GOMD.?“!.EHON

TAG CROSS-REFERENGED TO THE APPROPRIATE

DEFIGIENGY)

K080

K 072
_ 88=h

Continyed From page 15

intervals prior to surfaces bacoming heavily
contaminated with

greass or olly sludge. After the exhiaust system is
cleanad fo

bare melal, itshall not be coated with powder or
offier sub-

stance. The entlre exhaust system shall be
inspacted by a

Extinguishérs. properly tralned, qualified, and

.cerlified company or person

accaptable to the authority having jurlsd:ct:on in

aceor-
dance with Table 8-3.1,

Table 8-3.1 Exhaust System Inspection Schedule

Type or Volume of Cooking
Frequency
Syatems serving solid fusl cooking operaﬁons
‘onthly.

Systems senving high-volume cooking operalions
Quarterly

such as 24-hour cooking, charbroifing or wok

¢ooking

Systems serving moderate-voluriie cooklng ’
Semiannually
aperations

Systems serving low-volume cooking operations,
such Annually

as churches, day camps, seasonal businesses,
oF )

sénior conters

NFPA 101 LIFE SAFETY CODE STANDARD

Means of egress are continucusly mainfained free]

K 069

Kor2
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of-all obskuctions or Impedimenis to full instant
use In the case of fire or olher emergency, No
furnishings, decorations, or other ohjecis obstruct
exils, accass lo; egress from, or vislbilily of exils,
7.1.10 ‘

<

This STANDARD Is not met as evidenced by:
Based on observation and interview, it was
determined the facliity falled fo maintain exit
decess in gecordance with NFPA standards. The
deficlenoy had the polential {o affect thres (3) of
ten (10) smoke compartiments, thirty {30)
residents, staffand visltors, The facllity Is
cerlified for one hundred iwenty two (122) beds
with a census of ane hundred elghteen (118) on
the day of the survey. The Facilily failed to ensure
wheelchairg, tables, and 32 gallon frash cans
wers properly stored out of the carridor when not

inuse.
The findings Include:

Cbhservation, on 01/15/4 between 12:30 PM and
4:00 PM with the Malntenance Suparvisor,
revealed iwo (2) wheelchairs and two (2) 32
gallon trash cans storéd in the corridor, along one
slde of the corridor, on G2, Further observation
revealed the 32 gallon frash cans stored in the
gorridors of the skilled unit and the ekilled hall.

Interview, on 01/16/14 befween 12:30 PM and
-4:00:PM with the Malntenance Supervisor,
revealed the facllily roulinely stored the trash
cans in the corridor for easler aceess to them.
He was under the impression that if they all
storage on one side of the corridor they were

1. 37 gallon barrels were .
Imimediately placed in unit e !
shower rooms on 115/14 . :
by Maintenance Director.
Wheel chairs identifled .
were place in tesldent
rooms by Malntenance - - :
Director on 111514, 3 ; [Z{ '
2. 100% audit of all floors - Wi .
withiln the center was ’
completed on 116114 by
the Maintenance Director
to ensure proper sforage
requirament were met,

3. All staff will be educated

. by Siaff Development. -

Goordinalor by 2126114
regarding proper sforage
in the comrldors,

4. Corridors will be audited
once a week for 3 months
by Maintenancs Director
regarding proper slorage
of barrels and wheeldHalrs, -
Any issues will be brought
to ihe Qualiy Assurance
Commiitee. , If at any time
cancems aie jdentified,
the Quailly Asstirance
Committee wilt review and
make further .
recommondations. The
Quality Assurance

committes will consist of at

a minimurm, the

Adminislrator( Birector of

Nursing, Soclal Services

Direclor, Distary Servides

Manager, and Medical’

Director at laast qusiriedy,
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‘following the code.

Interview, on 01/16/14 at 10:27 AM with the
Administrator, revealed he was aware there could
no storage In the corridors over the 3¢ minutes.
The facliity has no policy on storaga In the
corddor and uses the Life Safefy codefo be in
compliarce. Further Interview revealed he was
unaware the 32 gallon frash cans could not he
stored inthe corridors,

Reference: NFPA 101 (2000 Editlon)

Means of Egress Reliabifity 7.1,10.1

Means of egrass shall be continuousty
maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency. .
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