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Administrator

Sumimerfield Suites LL.C Assisted Living
17421 Southeast 109th Terrace Road
Summerfield, FL. 34491

Dear Administrator:

This letter reports the findings of a revisit survey conducted on 2012 by a representative of this office.
Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form 3020),
which references the uncorrected deficiencies identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. Al 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
hitp://ahca.myflorida.com/Publications/Forms, shtml as a first step in providing a web-based interactive
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,
A s Ry, AP (for
Kriste J. Mennella
Field Office Manager
KIM/amw
Enclosure
Headquarier‘s ) Alachua Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitpitiahca myflorida.com

14101 N'W Hwy 441, Suite 800
Alachua, FL 32615-5669
Phone (386) 462-6201; Fax (386) 418-5300




A Form Approved

State Form: Revisit Report

{Y1) Provider/ Supplier/ CLIA/ {Y2) Muitiple Construction (¥3) Date of Revisit
Identification Number A. Building
AL11864875 B. Wing
Name of Facility Street Address, Gity, State, Zip Code
SUMMERFIELD SUITES L.L.C. ASSISTED LIVING 17421 SOUTHEAST 109TH TERRACE ROAD

SUMMERFIELD, FL 34491

‘This report Is completed by a State surveyor fo show those deficiencies previously reported that nave been corrected and the date such corrective action was accomplished. Each

deficiency should be fully identified using sither the reguiation or LSC provision number and the identification prefix code previously shiown on the State Survey Report {prefix
codes shown to the feft of each requirement on the survey report form).

(Y4) item (YS) Date (Y4) item {Y5) Date {Y4) item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
D Prefix  A0DSY [ 1D Prefix 1D Prefix
Reg. # 58A-5.0181(12) FAC Reg. # Reg. #
L8C LsC Lsc
Carrection Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LsC
Correction Correction Correction
Completed Completed Completed
1D Prefix D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
isC L8C L8C
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
1sC LsCc LsC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency @ ov/? 7//2 el 43,#&‘6 S/W wrell oNTT/eR
Reviewed By Reviewed By Date: Signature of Survéyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficlencies. Was a Summary of

= Uncorrected Deficiencies (CMS-2667) Sent to the Facility?  ygg NG

STATE FORM: REVISIT REPORT Page 1 of 1 EventID:  GEIS12



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 08/07/2012
FORM APPROVED

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11964875

A BUILDING
B. WING

(X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

SUMMERFIELD SUITES L.L.C. ASSISTED LiVIt

STREET ADDRESS, CITY, STATE, ZIP CODE

17421 SOUTHEAST 109TH TERRACE ROAD
SUMMERFIELD, FL 34491

(X410
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
OATE

{A 000} Initial Comments

An unannounced follow-up survey was conducted
on to determine if the facility was in
compliance with Chapters 429, Part | & 408, Part
i, Florida Statutes and 58A-5 Florida
Administrative Code. The facility was notin
compliance.

{A 052}, 58A-5.0185(3) FAC Medication - Assistance with
88=D Gelf-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION,

(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

. trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.AC., and able to demonstrate to the
administrator the ability to accurately read and

: {A 000}

{A 052}

interpret a prescription label, must be available to

assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.

(b} Assistance with self- ion of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.

{c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s

reaction to the medication shall be reported to the ¢

resident s health care provider and documented

AHCA Form 3020-0001

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

TITLE {X6} DATE

STATE FORM

Bo0

GEIS12
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Agency for Health Care Administration

PRINTED: 08/07/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION TDENTIFICATION NUMBER:
AL11964875

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3} DATE SURVEY

OMPLETED
R

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
17421 SOUTHEAST 109TH TERRACE ROAD

in the resident ' s record.

{d) When a resident who receives assistance with |
medication is away from the facility and from :
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility,

2. The medication container may be given to the
resident or a friend or family member upon

leaving the facility, with this fact noted in the
resident’ s medication record;

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or .
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;

{e) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.

(f) Pursuant to Section 429.256(4)(i), F.S., the
terms "judgment " and " discretion * mean
interpreting vital signs and evaluating or
assessing a resident * s condition.

{4) Ass with self: inistration does not
include:
(a) Mixing, converting, or

_ medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

(b) The preparation of syringes for injection or the
administration of medications by any injectable

SUMMERFIELD SUITES LL.C. ASSISTEDLIVIl | SUMMERFIELD, FL 34491
xay 0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A052}; Continued From page 1 ' {A 052}
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Agency for Health Care Administration

PRINTED: 08/07/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11964875

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B.WING

{X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

SUMMERFIELD SUITES L.L.C. ASSISTED LIVt

STREET ADDRESS. GITY, STATE, ZiP CODE

17421 SOUTHEAST 109TH TERRACE ROAD
SUMMERFIELD, FL 34491

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL

D
PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

(X5}
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

DEFICIENCY)

{A 052} Continued From page 2

route.

(c) Administration of medications through
intermittent positive pressure breathing machines
ora :
(d) Administration of medications by way of a
{ube inserted in a cavity of the body.

(e} Administration of preparations.

{f) Irrigations or debriding agents used in the
treatment of a skin condition.

(g) or preparations.

(h) Medications ordered by the physician or
heaith care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preciude independent judgment on the part of the ;
unlicensed person, and at the request of a
competent resident.

(iy Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview the facility failed to ensure that staff
assisted with medications as directed for 2 of 9
(#2 & #4), prescribed medications were labeled
by pharmacist for 2 of 9 (#2 & #5) and the
medication observation record (MOR) was
up-to-date for 6 of O (#3, #4, #6, #7, #8, #9)
residents in the sample.

Findings:

Observations on ‘at 11:40 am revealed
that the licensed practical nurse (LPN) was
documenting in the MOR prior to starting the
administration or assistance with
self-administration of medication. Review of the

- {A052)

AHCA Form 3020-0001
STATE FORM w09

GEIS12
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PRINTED: 08/07/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA X2 TIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION O TIPIGATION NUMBER (x2) MuL STRUG COMPLETED
A BUILDING R
B.WING
AL11964875 ;.
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
17421 SOUTHEAST 109TH TERRACE ROAD
SUMMERFIELD SUITES L.L.C. ASSISTED LIVIE | SUMMERFIELD, FL 34491
X4y 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) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
{A 052}, Continued From page 3 1 {A052}

2012 MOR revealed that the 8:00 am and
9:00 am medications were not documented for
resident #3, 6:00 am medication was not
documented for resident #4, 9:30 am and 12:30
pm medications for resident #6 was not
documented, 8:00 am and 9:00 am medications
for resident #7 was not documented, 6:00 am
medication was not documented for resident #8
and the 8:00 am medication was not documented !
for resident #9 on .

Observations of the administration or assistance
with seif-administration of medication on .
starting at 11:50 am revealed that the LPN
assisted resident #2 with the Powder
medication, she addressed the resident and
proceeded to put the powder in the resident's
cranberry juice with ice, stirred the drink and
walked away. Review of the directions revealed
that the medication was not recommended for
o or chilled beverage.

Qbservations of the administration or assistance
with self-administration of medication on
for resident #4 revealed that the LPN brought the
resident the Lactaid Fast medication at 12:10 pm
informed the resident to chew and swallow the
medication, the resident was sitting at the dining
waiting to be served. Review of the
directions for the medication revealed that it was
to be given with meal.

Observations of the medications for resident #2
and #5 revealed that the over the counter (OTC)

medications Powder, 1 81 milligrams -
{mg), . and _._.. vhad
hand written fabels taped on the medication
containers.

During the interview with the administrator on

AHCA Form 3020-0001
STATE FORM so5s GEIS12 i continuation sheet 4 of 5




PRINTED: 08/07/2012

FORM APPROVED
Agency for Health Care Adminisration
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA ’ (X3} DATE SURVEY
AND PLAN OF CORRECTION o .ng.;.m.%N NUMBER: (X2) MULTIPLE CONSTRUGTION COMPLETED
aBuONG
B, WING — R
AL11864875 0711812012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S$TATE, ZIP CODE
17421 SOUTHEAST 109TH TE| E ROAD
SUMMERFIELD SUITES L.L.C. ASSISTED Livit | &0t SOUTHEAST 106TH TERRAGE ROA
X&) D 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) TG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 052} Continued From page 4 1a052p |

: at 2:00 pm, she stated that the facility's |
pharmacy consultant told them that they could put i
the hand written labels on the medications.

Continued interview revealed that the OTC
medications have a physician’s prescription.

AHCAForm 3020-0001
STATE FORM bl GEIS12 I Gontinuation sheet §of §



