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A Post Survey Revisit (PSR) to the Emergency
Preparedness Survey conducted on 08/29/23 was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.73.

Survey Date: 10/23/23

Facility Number: 000399
Provider Number: 15E683
AIM Number: 100289100

At this PSR survey, Morgantown Health Care was
found not in compliance with Emergency
Preparedness Requirements for Medicare and
Medicaid Participating Providers and Suppliers, 42
CFR 483.73.

The facility has 39 certified beds. At the time of
the survey, the census was 32.

Quality Review completed on 10/25/23

E 0039 403.748(d)(2), 416.54
SS=F 441.184(d)(2), 482.15
Bldg. -- 483.73(d)(2), 484.102(d)(2), 485.625(d)(2

485.68(d)(2), 485.727(d)(2), 485.920(d)(2

486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
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*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at

E 0000
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Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.
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*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency
plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospital is
exempt from engaging in its next required full
scale community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice
per year. The hospice must do the following:
(i) Participate in an annual full-scale exercise
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that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency

plan twice per year. The [PRTF, Hospital,
CAH] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
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accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences
an actual natural or man-made emergency
that requires activation of the emergency
plan, the [facility] is exempt from engaging in
its next required full-scale community based
or individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an [additional] annual
exercise or and that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must
conduct exercises to test the emergency

plan at least annually. The PACE
organization must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural
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or man-made emergency that requires
activation of the emergency plan, the PACE
is exempt from engaging in its next required
full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills using
the emergency procedures. The [LTC facility,
ICF/1ID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
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requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
full-scale community-based or individual,
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facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:

(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the HHA is
exempt from engaging in its next required
full-scale community-based or individual,
facility based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional exercise every 2
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years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)

of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
OPO is exempt from engaging in its next
required testing exercise following the onset
of the emergency event.

(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
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the [RNHCI's and OPO's] emergency plan, as
needed.
*[ RNCHIs at §403.748]:
(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:
(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the facility E 0039 1. AFTER ACTION REPORT 11/06/2023
failed to analyze the LTC facility's response to and WAS DONE ON OCTOBER 16,
maintain documentation of all drills, tabletop 2023 BUT HAD NOT BEEN
exercises, and emergency events, and revise the PRINTED OFF OF THE
LTC facility's emergency plan, as needed in COMPUTOR.
accordance with 42 CFR 483.73(d)(2). This
deficient practice could affect all occupants. 2. ALL RESIDENTS HAVE THE
POTENTIAL TO BE AFFECTED.
Findings include:
3. ADMIN, ENVIRONMENTAL
Based on record review at the Post Survey Revisit SUPERVISOR WILL MONITOR
with the Environmental Supervisor and THAT AND AFTER ACTION
Maintenance Director on 10/23/23 at 11:15 a.m., REPORT IS WRITTEN AND
there was a scenario and sign in sheet for a PRINTED OFF AFTER EACH
tabletop exercise but there was no after actions "TABLE TOP EXERCISE" IS
report available for review. Based on interview at COMPLETED. THIS WILL BE
the time of records review, the Environmental CHECKED MONTHLY BY ADMIN.
Supervisor stated the tabletop exercise took place AND EVIRONMENTAL
on 10/16/23 but could not find an after actions SUPERVISOR.
report in the Administrator's office.
4. ADMIN WILL REPORT TO
This finding was reviewed with the Environmental QAPI AT THEIR NEXT MEETING
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5SND22  Facility ID: 000399 If continuation sheet ~ Page 10 of 15
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K 0000

Bldg. 01

Supervisor at the exit conference.

A Post Survey Revisit (PSR) to the Life Safety
Code Recertification and State Licensure Survey
conducted on 08/29/23 was conducted by the
Indiana Department of Health in accordance with
42 CFR 483.90(a).

Survey Date: 10/23/23

Facility Number: 000399
Provider Number: 15E683
AIM Number: 100289100

At this PSR survey, Morgantown Health Care was
found not in compliance with Requirements for
Participation in Medicaid, 42 CFR Subpart
483.90(a), Life Safety from Fire and the 2012
Edition of the National Fire Protection
Association (NFPA) 101, Life Safety Code (LSC),
Chapter 19, Existing Health Care Occupancies and
410 IAC 16.2.

This one story facility with a basement was
determined to be of Type V (111) construction and
fully sprinklered. The facility has a fire alarm
system with smoke detection in the corridors and
all areas open to the corridor. The facility has
battery operated smoke detectors installed in all
resident sleeping rooms. The facility has a
capacity of 39 and had a census of 32 at the time
of this visit.

K 0000

AND FOLLOW THEIR
RECOMMENDATIONS FOR 6
(SIX) MONTHS.

DATE COMPLETED 11/6/23.
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All areas where residents have customary access
were sprinklered. The facility has one detached
building providing storage services which was
not sprinklered.
Quality Review completed on 10/25/23
K 0227 NFPA 101
SS=E Ramps and Other Exits
Bidg. 01 | Ramps and Other Exits
Ramps, exit passageways, fire and slide
escapes, alternating tread devices, and areas
of refuge are in accordance with the
provisions 7.2.5 through 7.2.12.
18.2.2.6t0 18.2.2.10 or 19.2.2.6 t0 19.2.2.10
Based on observation and interview, the facility K 0227 1. ESTIMATES WERE GOTTEN 11/06/2023
failed to ensure 1 of 2 exit ramps with drop-offs IMMEDIATELY FOR THE RAMP .
was provided with complete railings. LSC 7.2.5.3.3
states ramps and landings with drop-offs 2. ALL RESIDENTS HAVE THE
handrails shall have curbs, walls, railings, or POTENTIAL TO BE AFFECTED.
projecting surfaces that prevent people from
traveling off the edge of the ramp. Curbs or 3. ADMIN, ENVIROMENTAL
barriers shall be not less than 4 inches in height. SUPERVISOR, MAINTENNACE
This deficient practice could affect over 10 WILL MONITOR THIS ON A
residents, staff and visitors if needing to use the WEEKLY BASIS THAT PROPER
back entrance exit discharge ramp. REPAIRS ARE MADE FOR THE
RAMP.
Findings Include:
4. ADMIN WITH REPORT TO
Based on observation at a Post Survey Revisit QAPI AT THEIR NEXT MEETIN
with the Environmental Supervisor and AND WILL FOLLOW THE
Maintenance Director on 10/23/23 at 11:40 a.m., RECOMMENDATIONS OF QAPI
the exit discharge ramp outside the back entrance FOR 6 (SIX) MONTHS.
was greater than one foot rise over the
approximate 18 foot in length. The west side of the DATE COMPLETED 11/06/23.
ramp was provided with a wooden handrail and
was missing at least nine feet of handrail at the
end of the ramp, and the east side of the ramp is
the exterior wall of the facility. There was a
dropoff of a foot and a half to the parking lot at
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5SND22  Facility ID: 000399 If continuation sheet ~ Page 12 of 15
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K 0363
SS=E
Bldg. 01

the end of the existing railing. Additionally, at the
end of the handrail, there was about a half inch
difference in height at the concrete seam, creating
a trip hazard. There was a rug covering up the trip
hazard. Based on interview at the time of the
observation, the Environmental Supervisor agreed
the ramp needs corrected due to dropoff and
unevenness and lack of complete railing on the
last nine feet.

This finding was reviewed with the Environmental
Supervisor and Maintenance Director at the exit
conference.

3.1-19(b)

NFPA 101

Corridor - Doors

Corridor - Doors

Doors protecting corridor openings in other
than required enclosures of vertical openings,
exits, or hazardous areas resist the passage
of smoke and are made of 1 3/4 inch
solid-bonded core wood or other material
capable of resisting fire for at least 20
minutes. Doors in fully sprinklered smoke
compartments are only required to resist the
passage of smoke. Corridor doors and doors
to rooms containing flammable or
combustible materials have positive latching
hardware. Roller latches are prohibited by
CMS regulation. These requirements do not
apply to auxiliary spaces that do not contain
flammable or combustible material.
Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered
doors complying with 7.2.1.9 are permissible
if provided with a device capable of keeping
the door closed when a force of 5 Ibf is
applied. There is no impediment to the
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closing of the doors. Hold open devices that
release when the door is pushed or pulled are
permitted. Nonrated protective plates of
unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door
frames shall be labeled and made of steel or
other materials in compliance with 8.3,
unless the smoke compartment is
sprinklered. Fixed fire window assemblies are
allowed per 8.3. In sprinklered compartments
there are no restrictions in area or fire
resistance of glass or frames in window
assemblies.
19.3.6.3, 42 CFR Parts 403, 418, 460, 482,
483, and 485
Show in REMARKS details of doors such as
fire protection ratings, automatics closing
devices, etc.
Based on observation and interview, the facility K 0363 1. IN CHECKING THE DOOR ON 11/06/2023
failed to ensure 1 of over 30 corridor doors were THE SMALL DIRING ROOM
provided with a means suitable for keeping the DOOR THE LATCH WAS
door closed, had no impediment to closing, REMOVED
latching and would resist the passage of smoke. IMMEDIATELY.
This deficient practice could affect 5 residents,
staff and visitors in the vicinity of the Small 2. ALL RESIDENTS HAVE THE
Dining Room. POTENTIAL TO BE AFFECTED.
Findings include: 3. ENVIRONMENTAL
SUPERVISOR, MAINTENANCE,
Based on observation at the Post Survey Revisit ADMI WILL CHECK MONTHLY
with the Environmental Supervisor and THAT THE SMALL DINING ROOM
Maintenance Director at 11:35 a.m. on 10/23/23, DOOR IS NOT LATCHED IN ANY
the corridor door serving as the entrance to the WAY.
Small Dining Room was being held open in the
fully open position with an hook and eye holder at 4. ADMIN WILL REPORT TO
the bottom of the door. The door to the small QAPI AT THEIR NEXT MEETING
dining room was also equipped with a self closing AND FACILITY WILL FOLLOW
device. Based on interview at the time of THE RECOMMENDATIONS OF
observation, the Environmental Supervisor and QAPI FOR 6 (SIX) MONTHS.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5SND22  Facility ID: 000399 If continuation sheet ~ Page 14 of 15
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Maintenance Director confirmed the corridor door
was held open in the fully open position with a 5. DATE COMPLETED 11/06/23
hook and eye holder attached to the wall.
This finding was reviewed with the Environmental
Supervisor and Maintenance Director at the exit
conference.
3.1-19(b)
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