FIOORIDA ACERCY FOR HEATH CARE ADMINISTRATION

RICK SCOTT L ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
2012

Administrator
Highland Terrace

700 Medical Court East
Inverness, FL 34452

Dear Administrator:
This letter reports the findings of a revisit survey conducted on 2012 by representative(s) of this office.

Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form 3020),
which the ies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than (2012,

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency’s website at
http://ahca.myflorida.com/Publications/Forms.shtm] as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities

and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional

and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(386) 462-6201.

Sincerely,
b Aoy, S
Kriste 1. Mennella
Field Office Manager
KIM/al
Enclosure: State Revisit Report and State Form 3020
BBT?
Headquarters Alachua Field Office

2727 Mahan Drive
Taliahassee, FL 32308
http:/fahca myflorida.com

14101 N'W Hwy 441, Suite 800
lachua, FL 32615.5669
Phone (386) 462-6201; Fax {386) 418-5300




AH Form Agproved

State Form: Revisit Report

{Y1) Provider ! Supplier/ CLIA/ ‘ (Y2) Multiple Construction {Y3) Date of Revisit
identification Number | A, Buikiing | 6/18/2012
AL1 X) 964467 i B. Wing |
Name of Facility Street Address, City, State, Zip Code
HIGHLAND TERRACE 700 MEDICAL COURT EAST
INVERNESS, FL. 34452

This report is compisted by & State surveyor o show those deficiencies previously reported that have been corrected and the dats such corractive action was accomplished. Each
deficiency should be fully identified using either the reguiation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
<codes shown to the left of each requirement on the survey repost form)

(Y4) tem {Y5) Dpate {Y4) ftem {Y5) Date (Y4) ttem (Y5) _Date
Correction Correction Correction
Compieted Completed Completed
1D Prefix } ID Prefix _A0081 " 1D Prefix _AD08S 3 :
Reg. # 58A-5.019(4) FAC Reg. # 58A-5.0191(2) FAC Reg. # 420178 FS
LsC sc - sc -
Correction Correction Correction
Completed Completed Compieted
iD Prefix  A0180 iDPrefix  A0182 . 1D Prefix
Reg. # 58A-5.026{1) FAC Reg. # 5B8A-5.026(3) FAC Reg.#
Lsc ) Lsc - - Lsc )
Correction Correction Correction
Completed Compisted Compieted
DPrefx D Prefix . 1D Prefix ~
Reg. # Reg. # _ . Reg.#
LSC tsc ~ X Lsc
Correction Corregtion Correction
Completed Completed Completed
0 Prefix 1D Prefix . 1D Prefix
Reg. # Reg. # _ - Reg. #
tsc i LsC i 18C
Correction Correction Correction
Completed Completed Compieted
D Prefix X 1D Prefix 1D Prefix
Reg. # Reg. # ) Reg. #
15C Lsc L8C
1 T
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
< [4
State Agency on/oS)i? % ot fff% A ﬁ Co B, 827 | a7lostie
Reviewed By Reviewed By Date: ‘ Signature of Surveyor! ‘ Date:
GMS RO | |
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
trsmnan Tinrnmantan Nofiriancias (PR IRRT) Sont tn tha Farifih? o



Agency for Health Care Administration

PRINTED: 07/05/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ; BULDING

. IG
AL11964467 SN

{X3) DATE SURVEY
COMPLETED

R
_— 06/18/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZiP CODE

700 MEDICAL COURT EAST
HIGHLAND TERRACE INVERNESS, FL 34452

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES

(3] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

5;

DEFICIENCY)

{A 000} Initial Comments {A 000}

A revisit for the for the Compliance Survey in
reference to CCR# 2012004476 conduct

2012 was conducted at Highland Terrace
Assisted Living Facility on ,2012. The
Assisted Living Facility was not in compliance
with the requirements listed in Chapter 429, Part
|, Florida Statutes and Chapter 58A-5, Florida
Administrative Code.

{A 152} 58A-5.023(3) FAC Physical Plant - Safe Living {A 152}
$8=D" Environ/Other

{3) OTHER REQUIREMENTS.

{a) All faciliies must:

1. Provide a safe living environment pursuant to
Section 429.28(1)a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and ;
appurtenances are maintained in good working
order.

{b) Pursuant to Section 429.27, F.5,, residents
shall be given the option of using their own
belongings as space permits, When the facility
supplies the furnishings, each resident _ __ |
_ sleeping area must have at least the following
furnishings:

1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the matiress a comfortable
height to ensure easy access by the resident;

2. A closet or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste :
basket; and

5. A comfortable chair, if requested.

{c) The facliity must maintain master or duplicate

AHCA Form 3020-0001

TILE (X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM b zzZinz

If continuation sheet 1 of 3



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 07/05/2012
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11964467

B.WING

(X2) MULTIPLE CONSTRUCTION
A BULLDING

{X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
700 MEDICAL COURT EAST

keys to resident
event of an emergency.
(d) Residents who use portable bedside

1o be used in the

commodes must be provided with privacy during

use.

(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by &
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by
Based on observation and interview, the facility
failed to ensure that the second floor was clean
and free from odor which may be hazardous to
residents,

Findings:

During the facility tour on a strong
smoke odor was detected on the second floor.
The odor was strongest in the area of
but was detectable throughout the second flcor.
There are signs on the resident doors indicating
that there are residents formally assigned to the
floor that were prescribed supplemental
It was also revealed during tour that the call
system was not operating properly. An Alarm
was working on the system and stated
that the system was now operating.

in interview with the Residential Administrator on

T at 11:00 AM, it was stated that the
contracted cleaning company had cleaned the
carpet and the restoration company had replaced
the walls in the area of the fire with new gypsum
boards and repainted the complete floor.

HIGHLAND TERRACE INVERNESS, FL 34452
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS -REFERENCED TO THE APPROPRIATE DATE
DEFICENCY)
{A 152} Continued From page 1 {A152)
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PRINTED: 07/05/2012
FORM APPROVED

Agency for Health Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

AL 11964467

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION
A BUILDING
B.WING

{X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
700 MEDICAL COURT EAST

Class 11l

HIGHLAND TERRACE INVERNESS, FL 34452
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
G REGULATORY OR 1SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
H DEFICIENCY}
{A 152} Continued From page 2 {A 152}
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