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

PRINTED: 07/11/2011
FORM APPROVED
OMB NO. 0938-0391

AND PLAN OF CORRECTION

STATEMENT OF DEF{CIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 « MAIN BUILDING 01
B. WING
185224 06/30/2011

NAME OF PROVIDER OR SUPPLIER
MEDCO CENTER OF BOWLING GREEN

STREET ADDRESS, CITY, STATE, ZIP CODE
1661 NEWTON AVE.
BOWLING GREEN, KY .42104

“ This STANDARD s not met as evidenced by:

: generators were maintained according to NFPA
: standards. The deficlency had the potential to

. affect all smoke compartments, residents, staff,
- and visitors.

'The findings include;

. Observation, on 06/30/11 at 10:45 AM, with the
; Maintenance Director revealed the annunciation

i Generators are inspected weekly and exercised
“under load for 30 minutes per month in
“accordance with NFPA 99.  3.4.4.1.

Based on observation and Interview it was
determined the facility failed to ensure emergency

| panel for the emergency generator located at the
nurses station was not functional,

I ervie 6/30/11)at 10:45 AM, with the
amte ce Director/revealed he was unaware
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K000 INITIAL COMMENTS K 0003
" A Life Safety Code abbreviated survey (KY :
#16638) was initiated and concluded on 06/30/11.
. The facility was found not to mest the minimal
« requirements with 42 Code of the Federal
't Regulations, Part 483.70. The highest Scope and
. Severity deficiency identified was an "F",
K 144, NFPA 101 LIFE SAFETY CODE STANDARD K144
88=F| K 144 - LIFE SAFETY 7/15/11

CODE STANDARD

1. The annunciation panel for the
emergency generator was repaired on
6/30/11.

2. There are no other annunciation -
panels for the emergency generator
in the facility.

3. The Maintenance Director was re-
educated by the Administrator on

I 7/11/11 regarding the requirements

set forth in Life Safety Code K144,
to include ensuring the annunciation
panel is functioning properly.

4, The Maintenance Director will
check the annunciation panel weekly
for 12 weeks as part of the
emergency generator preventative
maintenance testing. Monitoring
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other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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Assurance Committee on a monthly -
basis for 3 months and according to
committee recommendations

K 144 Continued From page 1 K 144,
- the annunclation panel did not function. :

*3-4.1.1.15 + Alarm Annunciator. | compliance. If at any time concerns
. Aremote annunciator, storage battery powered, . are identified they will be brought to
: shall be provided to operate outside of the i the Quality Assurance Committee for
i generating room in a location readily observed by further recommendations as heeded.
" | Operating personnel at a regular work station (see . C .
- NFPA 70, Natlonal Electrical Code, Section The Qual}ty Assurancie‘ ommuttee
700-12.) will consist of, at a minimum, the
; The annunaiator shall mdtcate alarm conditions of Administrator, Director of Nursing,
;gﬁoivn;:ergency or auxlliary power source as Assistant Director of Nursing, Social
a. Individual visual signals shall indicate the i Services Director, Dietary Service
following: { Manager, and Medical Director at

; 1. When the emergency or auxiliary power source
; Is operating to supply power to load
2. When the battery charger is malfunctioning
- b. Individual visual signals plus a common
j audible signal to warn of an engine-generator
! alarm condition shall indicate the following:
1. Low lubricating oil pressure
2. Low water temperature (below those required !
1 in 3-4.1,1.9)
: 3: Excessive water temperature
- 4. Low fuel - when the main fuel storage tank
» contains less than a 3-hour operating supply
. 5. Overcrank (falled to start)
6. Qverspeed
- Where a regular work station will be unattended
. periodically, an audible and visual derangement
i signal, appropriately labeled, shall be established
i at a continuously monitored location. This
' derangement signal shall activate when any of
“ the conditions in 3-4.1.1.15(a) and (b) ocour, but
- need not display these conditions individually.
t[110: 3-6.5.2)

least quarterly.
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