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Initiat Coraments

A re-licensure biennial survey, with a limited
mental health component, and a generator
maonitoring were conducted at Sweetest Home,
Inc {The) on . The provider had
deficiencies identified at the time of the visit.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-

{1) The owner or administrator of a facility is

s ible for ining the i

of admission of an individual to the facility and for
in i i of

g P
residence of an individual in the facility, A
determination must be based upon an evatuation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
confinued residency for the type of license held
by the facility under this pari. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b} A facifity may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facifity and the resident,
additional care is provided by a licensed hospice,
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and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision, For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. if a facility is licensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days,

{2) Aresident may not be moved from one facility
1o another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as foliows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
critetia, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by reference in {2)(p)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant fo
Section 429.26(1)(c}, F.S.
{b) Aresident requiring care ofa
may be retained provided that:
1. The resident contracts direcly with a licensed
horme health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident’s
record; and,
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3. ¥ the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

{CYA . ill resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a ficensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legat
representative if applicable, and the facility agree
o continued residency;

3. Allicensed hospice, in consuliation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and these
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's fite.

{d) The facility administrator is responsible for
itoring the i appropri of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

(f) Assisted living facility staff may provide any
nursing service permitted under the facility's
license and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g} Continued residency criteria for facilities
holding an extended congregate care license are

AHCA Form 3020-0001

STATE FORM

1211

i coninuastion sheet 4 of 12




PRINTED: 056/27/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11967484 B WING 05/06/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
480 NW 26TH AVENUE
SWEETEST HOME INC
MIAML, FL 33125
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A010] Continued From page 4 AQ10

described in Rule 50A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility administrator failed to be

T ible for ining the i
appropriateness of residence for one out of
thirteen sampled residents (Resident #3).

Findings included:

On at 10:24 AM, observation showed
Resident #3 was lying in bed with full bed rails in
upright position,

On at 10:25 AM, Staff E {caregiver)
stated that Resident #3 was not in hospice, but
she was in bed because she was not feeling well.

On at 1:48 PM, during a telephone
interview, Resident #3's daughter stated her
mother was non ambulatory and she had not
been walking since her admission in 2022.

Areview of Resident #3's health assessment
completed showed medical history
and diagnoses of

, high

P (HBP),
“ . ( »
PR , and . Resident #3
needed assistance with ambulation, bathing,
.. eating, self-care (grooming), toileting,
ing and with self ini ion of

medication.

Further review of Resident #3's record showed no
documentation the resident was receiving
hospice services.

On at 2:10 PM, Staff F (administrative
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whom a physician has prescribed a physicat
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior to use on the resident.

{a) The care plan must specify:

1. The device presoribed for use;

2. The maximum amount of time the resident is

fo have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | . or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident’s physician must review the
appropriateness of the continued use of the
physical annuafly, and documentation of
this review must be maintained in the resident's
record, If the resident's ability o independently
remove or avoid the device fluctuates, the device
must be considered a physical and alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the resident's
physician review the appropriateness of the
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staff) stated that Resident #3 had and
and some days she was just not
responding.
Class il
A033 50A-36.007(8) PHYSICAL A033
88=D
{8) PRYSICAL . Residents for
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

. Name,

Race

. Date of birth,

. Place of birth, if known,

. Sociat security number,

. Medicaid and/or Medicare number, or name of
other health insurance

8. Name, address, and tel ephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the

NO U A RN =g
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continued use of the physical annually
and maintain documentation of this review in the
resident's record for one out of thirteen sampled
residents (Resident #1).
Findings included:
at 10:22 AM, observation showed
Resldent #1 lying In bed with full side bed rails in
the upright position.
Areview of Resident #3's record showed a full
bed rails order dated and a care plan
for the use of physical dated
On at 2:10 PM, Staff F (administrative
staff) stated that they would get a review of the
care plan.
Class #l
A 162 59A-36.015(3) FAC Records - Resident A162
88=D
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resident's health care practioner and case
manager, if applicable.

{b) Acopy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided; supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

fHiA  record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their | recorded
semi-annually. This subsection does not apply to
residents who are recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
wiitingthat | not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
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as described in Rule 59A-36.018, F.A.C.
{§) For a facifity whose owner, administrator, staff,
or representative thereof, serves as an atiorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 429.27, F.S,
{k) For any facility that maintains a separate trust
fund to receive funds or other preperty belonging
1o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1} ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ( . .), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitpy firules.c .asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facllity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the | | ofa
heailth care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident’s ,DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facifity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
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record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
confract to retain the records for a longer period
of fime. Upon requaest, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have an accurate
health assessment after a change in condition for
two out of thirteen sampled residents (Resident
#1 and Resident #2). The facility also failed to
ensure all required demagraphic data was
included in the records of one out of thirteen
sampled residents (Resident #3).

Findings included:

1)

at 10:22 AM, observation showed
Resldenl #1 lying in bed with full side bed rails in
the upright position.

Review of Resident #1's record revealed the

resident was under hospice care since

A review of Resident #1's health assessment
dated showed medical history and
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diagnoses of high s (HBP), type 2

s , recurrent . 3
The physician indicated that the resident was not
bedridden and needed assistance with
ambutation, bathing, ., eating, self-care
{grooming), toileting. transferring, and with
self-administration of medication.

On at 10:23 AM, observation showed
Resident #2 lying in bed with full side bed rails in
the upright position.

Review of Resident #2's record revealed the

resident was under hospice care since

Areview of Resident #2's health assessment

dated showed medical history and
diagnoses of high ., (HBP),
N " and . The

{ ).

physician indicated that the resident was not
bedridden and needed assistance with
ambulation, bathing, ., eating, self-care
{grooming), toileting, transferring, and with
self-administration of medication.

On at 2:10 PM, Staff F (administrative
staff) confirmed that Resident #1 and Resident #2
were bedridden, and receiving administration of
medication. She stated that they would get
updated health assessments.

2)

Areview of Resident #3's record showed the
demographic sheet was missing the address of
the resident's legal representative.
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On at2:10 PM, Staff F stated that
they would add the information.

Class il
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