FLORIDA ACENCY FOR HEALTH CARE ADMNISTRATION

RICK SCOTT i ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY

,2012

Administrator

Nature Coast Lodge, LLP
279 North Lecanto Highway
Lecanto, FL 34461

Re: CCR 2012006154, 2012007685 &
2012007706

Dear Administrator:

This Ietter 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 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 Iater than 12012,

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,
o B S

Kriste J. Mennella
Field Office Manager

KiM/amw

Enclosure

Headquarters

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

Alachua Field Office

14101 N W Hwy 441, Suite 800

Alachua, FL. 32615.5669

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




AH Form Approved

8tate Form: Revisit Report

{Y1} Provider/ Supplier/ CLIA/ (Y2} Multiple Construction {Y3) Date of Revisit
identification Number A Building 91412012
AL11964613 B. Wing

Narrie of Facility Street Address, City, State, Zip Code

NATURE COAST LODGE, LLP 279 N. LECANTO HWY

LECANTO, FL 34461

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown 1o the left of each requirement on the survey report form).

(Y4} ttem {Y§) Date {v4) ttem {Y5) Date (Y4) ttem {Ys) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix  AGOOS : 1D Prefix _A0030 : ID Prefix  ADOSE
Reg. # 58A-5.0181(2) FAC Reg. # 58A-5.0182(6) FAC; 429.28 Reg. # 5BA-5.0185(T) FAC
LsC LSC LscC
Correction Correction Correction
Completed Completed Completed
D Prefix  AOOT7 D Prefix  AN27T ! 1D Prefix
Reg. # 58A-5.018(1) FAC Reg. # 58A-5.031(2) FAC Reg. #
LsC LsC 18C
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix iD Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC L8C LsC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC Lsc
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
(B ores e 0 )0
Stato Agency % ,t/éwe//ﬁ_ 127/12. A /74,@, . Levorses A o5 /22/12
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of

Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ypg NO

STATE FORM: REVISIT REPORT ' Page 1 of 1 EventiD:  Q2G812



Agency for Health Care Administration

PRINTED: 09/27/2012
FORM APPROVED

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

AL11984613

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B. WING

£X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

NATURE COAST LODGE, LLP vl

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{A 000} initial Comments

An unannounced follow up survey for CCR#
2012006135, CCR #2012007706 and CCR #
2012007685 was conducted on The
facility was found to not be in compliance with
Chapter 408, Part Il and 429 Part |, Florida
Statutes and 58 A-5 Florida Administrative Code
as it pertains to this survey.

{A 053} 58A-5.0185(4) FAC Medication - Administration
$8=G

(4) MEDICATION ADMINISTRATION.
(a) For facilities which provide medication
administration a staff member, who is licensed to
administer medications, must be available to
administer medications in accordance with a
heaith care provider ' s order or prescription label.
{b) Unusual reactions or a significant change in
the resident ' s health or behavior shall be
documented in the resident * s record and
reported immediately to the resident ' s health
care provider. The contact with the health care
provider shall also be documented in the resident
'8 record.
(c) Medication administration includes the
conducting of any examination or testing such as
| glucose testing or other procedure
necessary for the proper administration of
medication that the resident cannot conduct
himself and that can be performed by licensed
staff.
{d} A facility which performs clinical laboratory
tests for residents, including i glucose
testing, must be in compliance with the federal
Clinical Laboratory Improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.S. A
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test

{A 000}

{A 053}

AHCA Form 3020-0001

TTLE

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

(X6) DATE

STATE FORM

bl Q26812

#f continuation sheet 102



PRINTED: 08/27/2012

FORMAPPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B WING R
AL11964613
NAME QOF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
279 N, LECANTO HWY
NATURE COAST LODGE, LLP LECANTO, FL 34461
X4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION x5,
PREFIX (EACH 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 DATE
DEFICIENGY)
{A053} Continued From page 1 {A 083}

themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
residents ' own equipment. Information about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, Tallahassee, FL 32308; telephone
(850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a licensed staff administer
medications as was indicated from the 18230f 1:1
residents.

Findings:

Record review of 1823 dated for
Resident # 11 revealed that she needs total
assistance for medication.

Interview with Assistant Executive Director,
Sharon Desches on at 9:25 AM
revealed that only Med Techs give medications at
the facility and that are not licensed nurses and
that Resident # 11 has been getting her
medications from Med Techs. She stated that
she had just started the job the previous week as
the former Administrator was fired and that she
was unaware of the citations. She stated that the
doctor would be contacted today and that the
1823 reviewed and fixed,

Class It

AHCA Form 3020-0001

STATE FORM

6%

Q2G812
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