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Administrator

Sugarmill Manor

8985 South Suncoast Bivd.
Homosassa, FL 34446

Dear Administrator:
Re: CCR#2012007313

This letter reports the findings of a compliance survey that was conducted on 2012bya
representative of this office.

Enclosed is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thitty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2012 to verify that the necessary corrections are in place to correct
the deficiencies identified on your survey.

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.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,

e oy, M
Kriste J. Mennella

Field Office Manager

KIM/amw

Enclosure

Alachua Field Office

14101 N'W Hwy 441, Suite 800

Alachua, Fi. 32615-5669

Phone (386) 462-6201; Fax (386) 418-5300

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahca.myfiorida.com
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AGO0: Initial Comments

An unannounced complaint survey for CCR#
2012007313 was conducted on . The
facility was found not to be in compliance with
Chapter 429, Part ) and 408 Part Ii, Florida
Statutes and 58A-5, Florida Administrative Code.

A030 58A-5.0182(6) FAC; 429.28 F'S Resident Care -
$8=D" Rights & Facility Procedures

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC.

{b) In accordance with Section 420.28, F.S., the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.

{c) The address and telephone number for
lodging complaints against a facility or facility staff:
shall be posted in full view in a common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823, the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.

{d) The statewide toll-free telephone number of
the Florida Hotline " 1(800)9€¢ or
1(800)962-2873 " shall be posted in full view in a
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common area accessible 1o all residents.

(e) The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, F.A.C. The rules
and procedures shall address the facility ' s

as resident responsibilities, the facility 's __._
and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other
administrative and housekeeping practices,
schedules, and requirements.

work in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law.

{g) The facility shall provide residents with

resident ' s right to unrestricted and private

F.S. The facility shali not prohibit unidentified
telephone calls to residents. For facilities with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each bullding where
residents reside.

{h) Pursuant to Section 429.41, F.S., the use of
physical . __. shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order

resident ‘ s representative. Any device, including
half-bed rails, which the resident chooses to use

policies with respect to such issues, for example, |

communication, pursuant to Section 429.28(1)(d),

(f) Residents may not be required to perform any !

i

convenient access to a telephone to facilitate the

biannually, and the consent of the resident or the .

AHCA Form 3020-0001
STATE FORM

oo

FWOST

I continuation sheet 2 of 13




PRINTED: 08/10/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA X2 T ’ (X3) DATE SURVEY
AND PLAN OF CORRECTION B HFICATION NUMBER. (X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
BWING
AL11911196 - "~
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
8985 8, SUNCOAST BLVD.
SUGARMILL MANOR HOMOSASSA, FL 34446
(X&) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
A 030 Continued From page 2 ¢ A030

and can remove or avoid without assistance shall
not be considered a physical

429.28 Resident bill of rights.-

(1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States |
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b) Be treated with consideration and respect and |
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

(d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

() Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as

AHCA Form 3020-0001
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provided in s. 428.27.

(g)Sharea .. 1 his or her spouse if both

are residents of the facility.

(h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(1) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

() Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the |
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the

case of a resident who has been adjudicated
mentally the guardian shall be

given at least 45 days * nofice of a

nonemergency relocation or residency
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facifity shall show good

cause in a court of competent jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff

of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
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active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on record review, observation, and
interview the facility failed to secure residents *
medications in one of two facility's area (Memory
Unit).

Findings:

Record review revealed that resident #1's |
... located in the regular Assisted Living Facility
(ALF) unit.

Resident #1 was observedon __ 3t 9:.00
AM, walking freely in all areas of the memory |
unit, including in the secured medication 1

...+ 1 medication cart kept unlocked and not
supervised.

Interview conducted with the Activities Director
and the Resident Care Coordinator ‘at:
approximately at 10:00 AM revealed that they
were aware that resident should not be in these
areas.

Interview conducted with the Administrator on
_ ... .. atapproximately 2:00 PM,
revealed that they were aware that resident
should not be in these areas.

Class Il

A055 58A-5.0185(6) FAC Medication - Storage and AQ55
$8=D' Disposal
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(6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their . __
locked when residents are absent, unless the
medication is in a secure place within the . .

or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored !
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a fist of all medications
being stored pursuant to such a request;

3. The medication is determined and documented |
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph,

5. The facility determines that because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or

6. The facility” s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.

{b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacie, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication

_ or apartments, which must be kept |
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES 0D PROVIDER'S PLAN OF CORRECTION X8y
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
DEFICIENCY)
A 058 Continued From page 5 1 A055

AHCA Form 3020-0001
STATE FORM

o599

FWO0S11

i continuzation sheet 6.0f 13



PRINTED: 09/10/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA LTIPLE CO! " (X3} DATE SURVEY
AND PLAN OF CORRECTION B T IPiCATION NUMBLR. (xemu NSTRUCTION COMPLETED
A BUILDING
B.WING
AL11911196
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8985 5. SUNCOAST BLVD.
SUGARMILL MANOR HOMOSASSA, FL 34446
X4y 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 L.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A085: Continued From page 6 T A0BS

requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;

3. Accessible to staff responsible for filing
pill-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all imes; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

(¢} Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication, * Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

{d) When a resident " s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident's
family, or the resident ' s guardian unless
otherwise prohibited by faw. If, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph

(e).

(e} Medications which have been abandoned or
which have expired must be disposed of within 30 |
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken

AHCA Form 3020-0001
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A055. Continued From page 7

by the administrator or designee with one
witness.
(f) Facilities that hold a Special-ALF permit issued

medicinal drugs to the dispensing pharmacy
pursuant to Rule 64816-28.870, FA.C.

Based on observation, and interview the facility
two facility's area (Memory Unit).
Findings:

Resident #1 was observed on ' at 9:00
AM, walking freely in all areas of the memory
unit, including in the secured medication '

1 medication cart kept uniocked and not
supervised.

Interview conducted with the Activities Dtrector
and the Resident Care Coordinator
approximately at 10:00 AM revealed that they
were aware that resident should not be in these
areas.

Interview conducted with the Administrator on

: at approximately 2:00 PM,
revealed that they were aware that resident
should not be in these areas.

Class 1}

A079 58A-5.019(4) FAC Staffing Standards - Levels
8§8=0D
(4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:

This Statute or Rule is not met as evidenced by: |

A055

to a pharmacist for disposal or may be destroyed |

by the Board of Pharmacy may return dispensed

failed to secure residents ' medications in one of :

AQ78
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Number of Residents  Staff Hours/Week

6-15 212
16-25 253
26-35 294
36-45 335
46-56 375
56-65 416
66-75 457 :
76-85 408
86-95 539
For every 20 residents over 95 add 42 staff hours
per week.

2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility, Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the faciiity.
3. In facifities with 17 or more residents, there !
shall be at least one staff member awake at all
hours of the day and night.
4. At least one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all imes when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is atleast .
. must be designated in writing to be *
in charge of the facllity.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is

AHCA Form 3020-0001
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actively involved in the day-to-day operati
providing supervision for all aspects of re:
schedule.

positions or absent staff may not be coun!
{b) Notwithstanding the minimum staffing
facilities, including those composed of

provide resident supervision, and to provi
arrange for resident services in accordan:

direct care staff available to residents or

increase staff above the minimum levels

standards described in Rule 58A-5.0182,
are not being met, or that the facility is fail

and residents regarding any determinatio
additional staff is required.

minimum, the agency shall require the

the facility, including making decisions and
care, and is listed on the facility ' s staffing

8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant

requirements specified in paragraph (a), all

apartments, shall have enough gualified staff to

the residents scheduled and unscheduled service !
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,

FAC

(¢} The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for

representatives, specific to the resident ' s care.
(d) The facility shall be required to provide staff
immediately when the Agency determines that the:
requirements of paragraph (a) are not met. The
facility shall also be required to immediately

established in paragraph (a) if the Agency

determines that adequate supervision and care
are not being provided to residents, resident care

meet the terms of residents ' contracts. The
Agency shall consult with the facllity administrator

1. When additional staff is required above the

ion of

sident

ted.

de or
ce with

FAC,
ling to

n that
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submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall ,
be reviewed by the agency to determine i the

plan will increase the staff to needed levels and
meet resident needs.

2. When the facifity can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing 1
requirements for the facility and the facility shall

no fonger be required to maintain a plan with the
agency.

3. Based on the recommendations of the local

fire safety authority, the Agency may require i
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.S., and Rule Chapter 69A-40, F.A.C., until such :
time as the local fire safety authority informs the
Agency that fire safety requirements are being

met.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff ;
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the

staffing requirements of Rule 58A-5.029,
58A-5,030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that for one of three sampled
residents (#2) the facility met the needs for

safety.

AHCA Form 3020-0001
STATE FORM bl FWOS11

I continuation sheet 11 of 13




PRINTED: 09/10/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA X2) MULT! TION {X3) DATE SURVEY
AND PLAN OF CORRECTION "o IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTIO COMPLETED
A BUILDING
B. WING
AL11911196 _
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
8985 S, SUNCOAST BLVD.
SUGARMILL MANOR HOMOSASSA, FL 34446
(X4) D SUMMARY STATEMENT OF DEFICIENCIES [y PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIWE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
AQG79: Continued From page 11 I AQT9

Findings:

Review of an Observation note date .
indicates that when resident was admitted on I
at 10:00 AM. Further review of the  ~
note revealed, "Resident is very and
asked to use the phone often. Does not want to
go to sleep. She stated 'l don't live here'.
Resident got out of facility at about 10 PM. 911
was notified as well as administrator and
[Resident Care Coordinator]. How resident got
out is unknown. Resident was found about one
mile up the road and was escorted back by
police.”
Another Observation note dated .
stated that the resident would lay down on the :
floor in the hall way after dinner and claimed she
had and couldn't get up Aides and guests
witnessed resident on the floor three times.
Not sure why resident was pretending to . 1 but
aides explained she shouldn't do that and helped
her bed.” On record review revealed |
that "Resident did the fake falling several times.
She gets down on her knees then lays out on the |
floor and starts asking for help and says she can't”
get up. Aides explained she really shouldn't do
that because she may actually get hurt and it's
not safe to be laying in the hallway, because
another resident may accidentally wheel over her
with their wheel chair or walker, and she may
cause someone else fo ' Multiple other days
were documented to resident's behavior and

A Progress Note dated states, “she
was very agitated, hitting, screaming, beating on
walls. Found unobserved on ____ fwith . 1
_.-dueto . " Resident was sent that day to
the hospital for the
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The facility did have a family grievance submitted |
on..... : from resident #2's family :
indicating, they were not able to locate staff
members during change of shift. This issue was |
addressed with the staff on .

|
Interview with the Resident Care :
Coordinator/Community Liaison, on at
2:00 PM revealed that on the day resident #2 was
admitted the family left the unit, but let the door to ;
the memory unit close on its own. The resident |
walked out before the door closed, eloped.
Accarding to the interview, law enforcement
picked up resident #2 about one mile from the
facility.
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