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. A Regcertification Survey was inittated on
06/19/12 and concluded on 06/22/12 with
deficlencies cited. The highest S/Swasa™D". A
Life Safaty Code Survey was conducted on
08/27/12 with the highest Scope and Severity of a

- DM, ' . . i F 221
F 221 ! 483.13{a) RIGHT TO BE FREE FROM : . F22 .
88D | PHYSICAL RESTRAINTS - Immediate Corrective Action For
The resident has the right to be free from any Residents Found To Be Affected
physlical restraints Imposed for purposes of :
disclpline or convenience, and not required to ¢ The activity apron was removed
treat the resident's medical symptoms. from resident #1 imme djate'ly thus
. : eliminating the restraint.
This REQUIREMENT is not met as evidenced
by ,
Based on cbservation, interview, record review " . s,
and raview of facility policy, 't was determined the :??7?:11: l,f.ll‘:atll,m; o.fl Other Residents
facllity failed to ensureone (1) of twenty (20) 1 ¢ Potential to be Affected
sampled residents, (Resldent #7) remained free o .
from physical restraints. Observations, on_ ¢ An audit for unapproved/non-care

06/20/12, revealed Resident #7 had a Posay

Activity Apron an while In his/her wheel chair planned physical restraints of 100%

which was tied behind the wheel chalr and , " of the resident population was
restrivted the resident from freadom of ' completed on June 21 by DON:
movament.

(Director of Nursing), ADON

The findings include: : (Assistant Director of Nursing),
Review of facllity policy entitied " Physical ) spc (Staff

Restraint Reduction Program ", dated 12/2010, o Devel‘)pmf"nt

revealed the faciiity’s definition of physical Coordinator), RNM (Restorative

restraint was any manual method or mechanical Nurse Manager), NNM i

device, material or equipment attached adjacent _ N ) M ger), R (Night

to the resident's body that the individual could not uise apager) -or MDSN

remove easlly which restricted freedom of

movement or hormal access to one's bady.

RECJOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T TITLE (%6) DATE

oty £ ST - Lt ' e

s deﬂc!a_nofstatement{ndlng wilh an asterisk (*) denotes a defislency which the Institution may be excused from correcting providing it is determinad that
or safeguards provide suffictant protection to the patients. (See instructions.) Except for nuralng homes, the findings stated above are disclosable 90 deys
owing the date of survey whether or not a plan of corcection is providad, For nursing homes, the abovs findings and plans of correotion are disolosable 14
/8 foliowlng the date thase documaents are made availeble 1o the facllily. If deficlencles are clted, an epproved plan of correction Is requisite to gontihwead

igram partieipation, . .
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F 221 | Continued From page 1 F2211  (Minimum Data Set Nurse) with no

‘have a Brief Interview Mental Status of one'(1),

- | of one (1) sfaff for ambuiation and peraonal

.| Resident #7 ufilized a wheelchair as a mobile

| diversional activity related to behaviors.

Record review revealed Resident #7 was
admitied to the facliity, on §62/11/09, with
diagnoses which'included Dementis, )
Hypertension, Parkinson's, Atypical Psychosis,
Alzheimer's Digease.with Behavior Disturbance,
Iron Deficiency Ansmia, Dysphagia, Symbolic
Dysfunction, and Difficulty Walking. Review of an
Annual Minimum Data Set, dated 05/17/12,
revealed the facliity.assessed Residant #7 to

indicating the resident was coghitively Impalred.

Further review of the MDS revealsd Resident #7
required extensive agsisiance of two (2) staff for
transfers and foilet use and extensive assistance

hyglene. Additional review of the MDS revealed
device and ufilized a trunk regtraint daily,

Review of R_esidenf #7's Comprehenslve Plan of
Care related to risk for falls and physical
restraints, reviewad 06/09/12, revealed Resident
#7 was to have a Velcro alarm pelvic seatbelt and
8 ¢lip alarm in place relatéd to decreased trunk
slabllity and decreased safaty awareness. Review
of the ‘activities plan of care revealed Rasident #7
was fo ba provided an activity apron as a

Ohbservations, on 06/20/12 at 9:50 AM, 10:50 AM
and 2:00 PM, revealed Resident #7 was silting in
a wheel chair in a common area of the facllity.
Eurther observalion revealed & Velero alarm
pelvic seatbsit was across the resident's lap and
a clip alarm was alarm altached bstween the .
resident and the whesl chair. Additional
observation revealed Resident #7 was wearing a

additional residents identified.

easures Taken To Assure There
ill Not Be a Recurrence

All nursing staff will be educated by
the SDC, DON, ADON, RNM,
NNM or MDSN from June 20

any stakeholder returning from leave
or inactive during these times or
during on-boarding for new staff
beginning July 11, 2012 regarding
the facility policy on restraints.

¢ Physical restraint utxhzatlon sha11 be
reviewed in ‘the weekly at-nsk
meeting begmnmg on June 28, 2012
for policy compliance. '

onitoring Changes To

ontinuing Compliance

Reports of the weekly at risk
* meetings will be presented to the

through July 10, 2012, as well as to |-

Assure |
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NAME OF PROVIDER OR SUPPLIER
BLUEGRASS CARE & REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE )
3678 PIMLICO PARKWAY ) "

LEXINGTON, KY 40517 °

(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED
8, WING _

08/22/2012

(X4 ID " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION XE)
PREEIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
T REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE OATE -
_ . DEFICIENCY) -
F221 goptln;e% f{ﬂz page 2 eher abd : . F221}  quarterly  Quality  Assurance
: osey Actlivity Apron across hisfher abtdomen and. . .
chest and the ties ware fied behind the wheel Committee for review and follow up
chair. until at such time consistent
_ substantial compliance
Observation, on 08/20/12 at 12:50 PM, revealed bioved pliance  has been|
Resident #7 was sitfing in a wheel chair at a achieved as determined by the
restorative table In the dining area. Further | committee,
observation revealed Resident #7 was wearlhg a :
Posey Activity Apron across his/her abdomen and
chest and the ties were tied behind the wheel
chalr. '
Date of Completion: 07-10-12

1'Review of the facllity's Behavioﬁxl
 Assessment/Psychotropic

.| the Posey Activity Apron, downloaded and printed

1 Resldent-#7, on 06/20/12 at 2:20 PM, SRNA #1

Review of the facility's Physical Reatraint
Elimination Assessment, with a review date of
05/18/12, revealed Resident #7 continued to get
up and unbuckled seat belt. Additional review of
the assessment revealed the activity apron was
utilized to attempt to-divert this behavior.

Medication/Management Plan for Resident #7
with a review date of 06/18/12, revealed staff
were 10 provide Resident #7 with an activity apron
to decreass the resident's anxiety.

Review of Manufaciure's Redommended Use for

by facility on 08/20/12, revealed the activity apron
was to be secured around the waist,

During an interview with. Stafe Registered Nursing
Asslstant (SRNA) #1 who provided direot care fo

demanstrated how she applied the Possy Activity
Apron while Resident #7 was not in the wheel
chair. SRNA#1 stated she would apply the Posey
Activity Apron 1o the resldent with the apron on

RM CMVIS-2587(02-89) Prevloﬁs Varslons Obsolete

Evant ID:QPOB11
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’TATEMENT OF DEFICIENGIES (X1} PROV]DER]SUPPUEFUGUA {X2) MULT|PLEI CONSTRUCTION {X9) DATE SURVEY ‘,
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: A BUILDING "‘é

186446 B. WiNG 08/222012 |

) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION |
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-neraﬁeggggg ggEAPPROPmATE OATE
F 221 | Continued From page 3 ) F221F 441
© | the resident's lap and chest with the ties around - '
the chest and tled to the back of the wheel chair. - . .
As SRNA#1 tied the ties of the Posey Activity [mmediate Corrective Action For
Apron 1o the back of the whes! chair she stafed Residents Found To Be Affected
she would not tle it tight. Additional Interview with
SRNA#1, on 06/20/12 at 2:46 PM, revealed ¢ Residents #5 & 7 were assessed
SRNA #1 had not seen the PoseyActlvttyApron the DON/ADON by
untll a couple months ago and she had not on June 22 and
raceived fraining on the use of the apron. weekly thereafter through July 6,
. ’ 2012 wi )
Interview with Assistant Diracfor of Nursing- 0.12 with no ne.:gatlve a.!‘.‘fect from
(ADON), on 06/20/12 at 2:20 PM, revealed the this alleged deficient practice.
proper placement of the ties for the Posey Activity .
Apmrl:| should be behind the resident’s back. The ® Unsampled resident #A  was
ADON indicated she regularly cheoked the z
placement of the activity apron and had not, momtorefd by I,‘E1e _AD-ON for a 24
' n%tthc;ed any problems. She stated she thought hour period beginning June 19, upon
SRNA#1 had been nervous and had not tied the notification b ) i
apron correctly. Further interview with the ADON i % 4 Sflr.II'VCyOI‘ with no
revealed If the Activity apron was tiad behind the negative allect from this alleged
wheal chair then. it would be considered a deficient practice.
restraint, The ADON was unaware staff had been
: trained on proper usage of the activities apron.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 44} qentification of Other Residents
§8=D | SPREAD, LINENS , With The Potential to be Affected
The facllity must establish and maintain an ' ' ,
Infection ControldProgram dslsigned to provide g ¢ An interview of -100% of the
-1 8afe, sanitary and comfortable environment and ; : :
1o help prevent the development and transmission | - licensed nursing staff was completed
of disease and Infection, on June 21 by DON, ADON, SDC,
. RNM, NNM or MDSN to ascertain |
(a) Infection Control Program if any additional had
The facllity must establish an Infaction Controf y onal  nurses ha
Program under which it - performed skin assessments in the
(1 !nvfest:gates, controls, and prevents infections manner  identified, -+ with 1o
in the facility; e ) s
{2) Decides what procedures, such as isolation, additional residents identified.
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TATEMENT OF DEFIGIENGIES L.(X1) PROVIDER/SUPPLIER/GLIA
ND PLAN OF CORRECTION - IDENTIFICATION NUMBER:

185448

{AME OF PROVIDER OR SUPPLIER

BLUEGRASS CARE & REMABILITATION CENTER:

(X2) MULTIPLE GONSTRUCTION (%2) DATE SURVEY - -

A. BUILDING - COMPLETED

B. WING EER
06/22/2012

STREET ADDRESS, CITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
. LEXINGTON, KY 40517

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION-

1D D ey -
g{gmx {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . _COMPLETION |-
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS—REFERESEEEIEﬁ gy)EAPPROPmATE ) DATE
F 441 | Continued From page 4 F441 ¢ All stakeholders involved in fmy -

should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to Infections,

(b) Preventing Spread of Infettion

(1) When the Infection Control Program
determines that a resldent needs isolation to,
prevent the spread of infection, the facility must
isolate the resident.

{2) The facllity must prohiblt employees wlth a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(8) The facliity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professlonal practice.

{¢) Linens

Personnel must handle, store, procsss and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is not mat as evidenced
by:

Based on observation, Interview, and record
review it was datermined the facility failed to
establish and maintain and Infeotion Control
Program designed fo provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of disease and |
infection for two (2) of ftwenty (20) sampled
residents (Residents #5 and #7), unsampled
Resident A,

+

Measures Taken To Assure There
'Will Not Be a Recurrence

delivery and setup were interviewed|
by the SDC, DON, ADON, RNM,
NNM or MDSN on June 22, 2012 to| .
ascertain  if any  additional
stakeholders had performed tray
setup in the manner identified, with
no additional residents identified

All licensed nursing staff will be
educated by the SDC, DON, ADON,
RNM, NNM or MDSN from June
20 through July 09, 2012, as well as
to any licensed stakeholder returning
from leave or inactive during these
times or during on-boarding for new
staff beginning July 11, 2012
regarding Standard Precautions with
specific focus to changing of gloves
during skin assessments.

Beginning June 25, 2012, all skin
assessments will be monitored by
the SDC, DON,- ADON, RNM, |
NNM or MDSN -daily for 1 week
then weekly for 4 weeks and

RM CMS-Z&BT(O?.-G_S) Pravious Versions Obaglels

Event |D:QPOB11

Pagllty ¥ 100462

if continuatlon sheet Page 8 of 7

Bluegrass Care & Rehab. POC Page 5 of 7




. PRINTED: 07/06/2012

DEPARTMENT QF HEALTH AND HUMAN SERVICES " FORM APPROVED
| MEDICAID SERVICES QMB NO. 0938-0391
YTATEMENT OF DEFICIENCIES (X1) PROVIDERISURPLIER/CLIA (X2) MULTIPLE GONSTRUOT!ON (xa} DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: DN GOMPLETED
. A. BUILDING )
8. WING N
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Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG '|. REGULATORY OR LSGIDENTIFYING INFORMATION) TAG GROSS-REFEREggfI:.;gITg THE APPROPRIATE DATE
. ENCY} |

F 441 Continued From page 6
The fi fndings include:

Review of the facility's Handwashmg policy, dated
12/2012, revealed staff were to wash thelr hands
to prevent the spread of infections or germs
hefore and after caring for each resident and
before ‘handling a rasident's food or food tray

1. Observahon, on 06!20!12 at 10:15 AM, of a
skin assessment for Resident #5 revealed
Licensed Practical Nurse (LPN) #2 assesséd the
resident's upper body, then proceeded to assess
the resident's perineal area. LPN #2 dld not
remove the soiled gloves or sanitize her hands
prior to proceeding o assess Resldent #5's lower
body, removing the dressings to his/her bilateral
lower legs. She assessad the resldent's iegs and
feet, adjusted the bed covers, and assisted with
pulling Resident #5 up in bed without hanging

| the solied gloves or sanitizing her hands.

2. Observation, on 06/20!12 at 2:40 PM, of a skin
assessment for Resldent #7 revealed Licensed
Practical Nurse (LPN) #2 assessed the resldent’s
upper body, then proceeded to assess the
resident's perineal erea which had a protective
cream appliad. LPN #2 did not remove the soiled |
gloves or sanitize her hands prior to re-dressing -
Resident #7's upper body and proceeding to
assess Resident #7's lower body and fest. LPN
#2 re-dressed the resident's lower body, and
adjusted the bed covers without changing the
solled gloves or sanitlzing her hands

lnterwew on 06/20/12 at 2:65 PM, WIth LPN #2
| revegled she should have removed her solled

F441) monthly thereafter uritil compliance
' is achieved per. ditection of the QA
Committee. ‘

# All stakeholders involved in tray
delivery and setup will be educated
by the SDC, DON, ADON, RNM,
NNM or MDSN from June 20
through July 09, 2012, as well as to
any licensed stakeholder returning
from leave or inactive during these
times or during qn~board1ng for new
staff beginning July 11, 2012
regarding Standard Precautions with
specific focus on apptropriate tray
setup, utilization of gloves and
sanitation progedures.

¢ Beginning June 25, 2012 SDC,
DON, ADON, RNM, NNM, MDSN
or Administrator shall monitor a
minimum of 1 meal daily for 1
weck, then weekly for 4 weeks and
monthly thereafter until compliance
is achieved per direction of the QA
Committee. Discrepancies will be
reported in the daily stand up

gloves after fouching Resident #5 and #7's meeting,
| perineal areas, sanitized her hands, and
YRM CMS-2667(02-89) Pravious Verslions Obsolete Evant ID:GPOB11 Facillty 1D: 100462 If eontinuation sheet Page G of 7
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puyid “SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION 1X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD B2 o O
TAG REGULATORY OR LSG [DENTIFYING INFORMATION) TAG GROSS-REFERENCED YO THE APPROPRIATE DATE
= N DEFICIENCY) .
- F 441 Continued From page 6 : | F 441 Monitoring Changes To Assure
reapplied new gloves before proceeding with the’ Continuing Compliance
skin assessments. o :
.| 3. Chservation, on 06/19/12 at 12:22 PM, of ¢+ Reports of the skin assessment
| delivery of lunch tray to unsampled Resident A, " monitoring will be reported in the
‘revealed CNA#2 open a sandwich wrapper with weekly at risk ting beginni
her bare hands. Further observation revealed Y 1sk meeting beginning
CNA#2 proceeded fo hold the sandwich at the June 26, 2012.
top while cutling tha sandwich without gloves. - . :
: : , ¢ Reports of th Iy . i
|'Interview, on 06/21/12 at ©:35 AM, with CNA #2 P . ‘ i © weekly. at risk !
revealed she cut the sandwich in half without meetings will be presented at the
donning gloves'prlor to meal setup. Furthe!r quarterly Quality Assurance
interview revealed she should have worn gloves s :
when directly touching resldent's food to profect Comlﬁee for rev1e?v and follo.w oP
Unsampled Resident A from germs and for -until. at such time consistent
sanltatnon purposes, substantial compliance has been.
achieved ag determmed by the
comnnttee
 Reports of .the tray delivery
monitoring will be presented to the
quarterly Quality Assurance
Committee for review and follow up
until at such - time consistent
substantial compliance has been
achieved as determined by the
committee, -
Idate of Completion: 09-10-12

Fegiltty 1D: 100492 I€ continuation sheet Page 7 of 7
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BEPARTMENT OF HEALTH AND HUMAN SERVICES . . , PR'#&E%A%%%%?Q%

CENTERS FOR MEDICARE & MEDICAID SERVICES . . ... OMB NO. 0838-0391
: TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION ) (X3) DATE SURVEY

A FIAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
: . . .JA. BUILBING 01 - MAIN BUILDING 01
. _ _ 185448 e - ' 06/19/2012
-,fi.‘-‘iﬁME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

" 3576 PIMLICO PARKWAY
LEXINGTON, KY, #0817

" BLUEGRASS CARE & REHABILITATION CENTER

4D [+ - SUMMARY STATEMENT OF DEFICIENCIES

T PROVIDER'S PLAN OF CORRECTION o5)
. PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGCH CORREGTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAo CROSS-REFERENGED TO THE APFROPRIATE DATE
. ) : DEFICIENCY)
K000 ! INITIAL COMI‘g‘IENTS ' K000
Bullding: 01

Plan Approval: 8/18/77

.| Survey under: NFPA 101 (2000 Edition)
Faclity type: SNF/NF

Type of struclure: Type V (111) Unprotected :
Smoeke Compartment; Four (4)

Fire Alarm: Complete Fire alarm System

Sprinkler System: Complete Sprinkler System: (
Dry).

Generator: Type [l Diagel and Type i Natural
Gas -

B M
ﬁ I.-..;,ﬁ....H.'_'.";:_‘.':::?_*—:-_ry-rwh,..,,_ﬂ

Astandard Life Safety Code survey was
conducted on 06/19/2. Bluegrass Care and
Rehabilitation Center waz fouhd not to ba in
compliance with the requirements for participation | |
in Medicare and Medicald. The facliity Is licensed
for one hundred twenty-four (124) bedsandthe | *
" | eensus the day of survey was ninety-nine (99).
K 143 { NFPA 101 LIFE SAFETY CODE STANDARD K143] K143

§5=D .
Transferring of oxygen is: Immediate Corrective Action | For
| {a) separated from any portion of a facllity Residents Found To Be Affected
‘whereln patients are housed, examined, or
| treated by a separation of a fire barrier of 1-hour : :
fire-resistive consiruction; . ¢ The alleged deficiency was rel atlYe
) ‘ . to an oxygen storage area angl did
(b) In air area that Is mechanically ventifated, not include a specific resident.
LABO! DIREETOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE %8) DATE
‘ LSBT Loy AT 7242

rd

Any deﬂ;}dﬁy slatem,mf ending with an asterisk (*) denwotes a deffclancy which the Institutlon may be excused from cerrecting providing it is detsrmined that
ather safeguards provide sufficient protection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclossble 90 days
following the date of survey whethar or not & plan of cormection s provided. For nursing hemas, the above findinga and plans of correction are disclosable 14 -
days following the date these doguments are made avallable to the factity. |t deficlencles are cited, en approved plan of correctlon Is requisite to continuad
progiram partictpation, '

FORM GIMS-2657(02-98) Previous Veralons Obsolate EventiD:QPOBZ1 . FaclityID: 100402 If continuation shest Page 1 of 4
. 8

Bluegrass Care & Rehab. POC Page 1 of 4



 DEPARTMENT OF HEALTH AND HUMAN SERVICES
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. | Assooiation.

This STANDARD Is not met as evidenced by:

| The findings include:

sprinklérad, and has ceramic.or concrefe flooring;
and :

{c} In an area posted with signs indicating that
transfarring Is oceurring, and that smoking in the
immediate area is not permitfed in accordance .
with NFPA 99 r:mt:3 tge gompressed Gas

8.6.2.5.

Based on ohservation and interview, the facliity
failed to ensure that the transferring of liquid
oxygen was being performet! in a sultable
locatlon as sat forth by NFPA standards.

During the Life Safely Code survey, on 6/19/12
batwean 10:00 AM and 2:00 PM , with the
Diractor of Maintenance, a liguid oxygen storage
room used for transferring liquid oxygen located
in the southwaest hall was noted to have tile floor
covering over concrefe. The floor must have
concreta or ceramic tile flooring to meet code
requiraments. The file and adhesive under the tile
would accelerate flams spread and would reduce
the protection time in event of fire.

* An interview with the Maintenance Director, on
6/19/12 at 2:00 PM, revealed hs was not aware
of liguid oxygen transferiing or construction
requirements.

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES. CMB NO. 0938-0391
| STATEMENT OF DEFICIENGIES | (%) Pﬁﬁ%ﬁ%ﬁ’ﬁ%ﬁ%{fﬁ# {%2) MULTIPLE GONSTRUCTION X3 gg;(‘ep féj;gfg\r S
D : . X
AND PLAN OF CORRECTION ABULDING 01 - MAIN BUILDING 01
8, WING
_ e 186448 . 06/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
C
BLUEGRQSS (?ARE & REHABIL!TA?‘!ON ENTER LEXINGTON, KY 40517
o) 1D SUMMARY STATEMENT OF DEFIGIENCIES (] PROVIDER'S PLAN OF CORRECTION )
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR L8C IDENTIFYING INFORMATION) TAG GROSB-REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENGY)
K143 | Continued From page 1 K143| o L .
pag Identification of Other Residénts

With The Potential to be Affected

+ The alleged deficiency was limjted
specifically to the oxygen stofage

. areas and did not affect the resident
areas thus no other specific resident
was identified. ' '

Measures Taken To Assure  Th ere
Will Not Be 2 Recurrence :

¢+ Maintenance Dircctor removed |tile
flooring - in  both oxygen storage

- rooms immediately after inspection
on June 25, 2012,

Monitoring Changes To AssJure
Continuing Compliance

¢ Maintenance Director” or
Maintenance Assistant will review
rooms  monthly  with reioft
presented to the quarterly Quality
Assurance Comnlittee for review
and follow wup until such time
consistent substantial  compliahce
has been achieved as determined| by
the committee,

FORM GMS-26B7(02-99) Provious Verslons Obsolste

Event ID:QPOB21

Facliity 12 100492
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. : o . D: 07/
DEPARTWMENT OF HEALTH AND HUMAN SERVICES PR s

CENTERS FOR MEDICARE & MEDICAID SERVICES . . . OMB NO, 0938039+
éTATEMENT QF DEFICIENCIES (X1) PROVIDER!SUPPUER:‘GLIA X2 MULTIELE CONSTRUCTION ' . {X3yDATE SORVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - -, ) COMPLETED
; A, BUILDING 01- MNP{ BUILDING 01
_ 188448 - . WiNG : : C 0B/19/2012
NAME OF PROV"J_ER OR SUPPLIER . STREEfADDRESS. CITY, STATE, ZIP CODE
4576 PIMLICO PARKWAY !

i BLUEGRASS CARE & REHABILITATION CEI‘\ITER LEXINGTON, KY 40817

ROV SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION L
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION.
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
- .  DEFICIENCY}
K 143 | Continued From page'2 - : - K143 L
' Date of Completion: 07-10-[12

8-82.5 Gases in Cylinders and Liquefied Gases
In-Containers.

8-8.2.5.1 Transferring Cyiindars.
 a. Mixing of compressed gases in cylinders shal!
be prohibited.
b. Transfer of gaseous oxygen from one. cylinder
to another shall be in accordance with CGA
Pamphlet P-2.5, Transferring of High Pressure
Gaseous Oxygen to Be Used for Rasplratlon.
Transfer of any gasas from ona cylinder fo
another In patient care areas of health care
facllities shall ba prohlbited.

8-8.2,8.2 Transferring Liquld Oxygen.
Transferring of liquid oxygen fromi one container
to another shall be accomplished at a focation

spacifically designated for the transfarring that is
as follows:
a. Separated from : any portion of a facility wherein
patlents are houséed, examinad, ot treated by a
separation of a fire barrier of 1-hour fire-resistive
“construction; ahd
b. The area Is mechanlcally ventilated, Is
sprinklered, and has ceramlc or concrete flooring;
-and
¢. The area s posted with 51gns indicating that
transferring !s ocourring, and that smoking in the
1immediate area Is not parmifted.
Transferring shall be accomplished utilizing
1 squipment designed-to comply with the
performance requirements and producers of CGA
Pamphlst P-2.8, Transferiing of Low-Pressure
Liquid Oxygen to be Used for Resplration, and
adhsring to those procedures.
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PRINTED: ‘07/05/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES ] ) FORM APPROVED
__GCENTERS FOR MEDICARE & MEDICAID SERVI_CES C : ' OMB NO. D938-0391
STATEMENT OF Deglciemc'aes {%1) .‘S’éﬁ‘{i%%%’%‘éi"hhﬁ?’a‘é‘ﬁ”‘ {¥2) MULTIPLE CONSTRUGTION : . {X3) DATE sunvéev .

AND PLAN OF COR EGTIO 4 : ABULDING 01 - MAN BUILDING O COMPLETE _
B, WING ' - -
- 188446 06/19/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
. . ‘ 3576 PIMLICO PARKWAY
BLUEGRASS CARE'& REHABILITATI_DN CENTER . LEXINGTON, KY 40617 .
o) iD SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF GORRECTION ol
PREEIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {BAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAB CROSS-REFERENCED TQ THE APPROPRIATE DATE
_ . iy . _  DEFICIENCY) N
. K143 Cortinued From page 3 : : K143

‘The use and operation of small portabie liquid
oxygen systems shall comply with the .
requirements of CGA Pamphlet P-2.7, Guide for
the Safe Storage, Handling and Use of Portabls
Liguld Oxygen Systams in Heaith Care Facliities.
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