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Initiai Comments

A Biennial Standard Survey was conducted on

, 2012, The Sunfiower Home Care,
Inc. with Limited Mental Health component had
deficiencies found at the time of the visit.

58A-5.0185(8) FAC Medication - Over The
Counter (OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
mcludes but is not limited to, OTC medications,

", nutritional supplements and
nutraceutlcals hereafter referred to as OTC
products, which can be sold without a
prescription.

(a) A stock supply of OTC products for multiple
resident use is not permitted in any facility.
{b) OTC products, including those prescribed by
a licensed health care provider, must be labeled
with the resident * s name and the manufacturer’
s label with directions for use, or the licensed
heaith care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required.
(¢} Resi or their rep! ives may

hase OTC prod from an i of

their choice.
(d) Afacility cannot require a licensed health care
provider* s order for all OTC products when a
resident self-administers his or her own
medications, or when staff provides assistance
with self-administration of i
to Section 429.256, F.S. Alicensed health care
provider ' s order is required when a Ilcensed
nurse provrdes i with self- ion
on of icati which includ
OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c) of this subsection are
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required.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facifity
failed to ensure that over the counter products
were properly labeled.

Findings include:

Observation conducted on . 9:10am
revealed that the centrally storage medication
area contained 1 bottle of pills and 1 Dry
Eye Relief Eye Drops. Further observation
revealed the over the counter products were not
labeled with residents ' name.

On at 9:10am, the administrator
acknowledged the findings.
Class il

58A-5.025(1) FAC Resident Contracts

Resident Contracts.

{1) Pursuant to Section 429.24, F.S,, prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which ins the following p

(a) Alist of the specific services, supplies and
accommodations fo be provided by the facility to
the resident, including limited nursing and
extended congregate care services If the facility
is licensed to provide such services.

{b) The daily, weekly, or monthly rate.

{c) Alist of any additional services and charges to
be provided that are not inciuded in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract.

{d) A provision giving at least 30 days writtlen
notice prior to any rate increase.

A0S7

A167

AHCA Form 3020-0001
STATE FORM

WWCQTt

i continuation sheet 2 of 6



Agency for Health Care Administration

STATEMENT
AND PLAN Of

PRINTED: 11/26/2012
FORM APPROVED

OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
F CORRECTION \DENTIFICATION NUMBER:

AL11867444

{X2) MULTIPLE CONSTRUCTION
A, BUILDING
B.WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SUNFLOWER HOME CARE, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

8752 NW 116 TERRACE
HIALEAH GARDENS, FL 33018

x4y 1D
PREFIX
TG

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

! D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

{X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE.
DATE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

A 167

Continued From page 2

() Any rights, duties, or . of residents,
other than those specified in Section 429.28, F.8.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

(g) Arefund policy which shall conform to Section
429.24(3), F.8.

(h) Awritten bed hold policy and provisions for
terminating a bed hold ag if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Unit such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident’ s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility.

(j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
p t. If there is disag ing the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
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| effect.
| (k) A provision that residents must be assessed
| upon admission pursuant to subsection
| 58A-5.0181(2), F.A.C., and every 3 years

fter, or after a signil change, p
to subsection (4) of that rule.
(1) The facility ' s policies and procedures for
self-administration, assistance with

if- ini: ion and ini ion of
ions, if i p t to Rule

58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
to a properly executed .

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 1 out of 5 (SR#4) sample
resident contract was complete.

The findings include:
A review of SR#4 ' s file revealed that the resident

* s contract, dated , did not contain the
monthly sum or amount of rent.

On at 10:07AM, the administrator
reviewed SR#4 ' s contract and acknowledged
the findings.

Class Il

Alé24§ 58A-5,0191(8) FAC LMH - Training
58=
(8) LIMITED MENTAL HEALTH TRAINING.
(a) Pursuant to Section 429.075, F.8., the
administrator, managers and staff, who have
direct contact with mental health residents in a
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| licensed limited mental health facility, must
receive the following training:

1. A mini of 6 hours of specialized training in
working with individuals with mentat health
diagnoses.

a. The training must be provided or approved by
| the Department of Children and Families and
| must be taken within 6 months of the facility ' s
receiving a limited mental health license or within
6 months of employment in a fimited mental
health facility.
b. Staff in " direct contact” means direct care
staff and staff whose duties take them into
resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents.
¢. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.8.,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator
or through d {earning, bienni H{
in subjects dealing with one or more of the
foliowing topics:
a. Mental health diagnoses; and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving
goals; how to I inthe
resident' s status or condition that may affect
other services received or may require
intervention; and crisis services and the
_ . procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
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| continuing education required biennially pursuant
| to Section 429.52(4), F.8., and subsection (1) of
| this rule.
| 4. Administrators, managers and direct contact
| staff affected by the continuing education
| requi under this ion shall have up
: to 6 months after the effective date of this rule to
i meet the training requirement.

(b) Administrators, managers and staff do not
| have to repeat the initial training should they
| change employers provided they present a copy
of their training certificate to the current employer
for retention in the faciiity ' s personne! files. They
must aiso ensure that copies of the continuing
education training certificates, pursuant to

p (a)2. of this subsection, are

retained in their personne! files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 out of 4 (SE#2) sampled
employees received the biennial 3 hours of
specialized license mental health (LMH)
continuing education training.

Findings include:

Record review revealed that SE#2 received the
initial LMH training on . Further record
review revealed no documentation that showed
SE#2 had received the 3 hours of LMH continuing
education training.

On , 2012 at 10:54AM, SE#2
acknowledged the findings and stated that she
have fo send the money order.
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FLORIO AGENCY FOR HEAUTH CARE ADMINSTRATON

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

PO , 2012

Administrator

Sunflower Home Care, Inc
8752 Nw 116 Terrace
Hialeah Gardens, FL. 33018

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on , 2012 by
representative(s) of this office.

Attached 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
thirty days of the date of this letter unless the Agency has approved another timeframe.

St m this office will co a revi 12/27/2012 to verify that the ol ions 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
hitp;//ahca.myflorida.com/Publications/Forms.shtml as 2 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
@fhrlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG0
rieadquarters Miami Fiekd Office

2727 Mahan Drive
Tallahagsee, FL 32308
hitp:/iahca.myflorida.com

8333 N.W. 53rd Streef, Suite 300
Miami, FL 33166
Phone (305) 593-3100: Fax (305) 583-3121




