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A000 initial Comments

| ABiennial Standard Survey was conducted on
, 2012. The Belen Sweet Home
ALF 11 with Limited Mental Health and Limited
Nursing Services components had deficiencies
| found at the time of the visit.
A 056 58A- 5 0185(7) FAC Medication - Labeling and
$8= D Orde

i (7) MEDICATION LABELING AND ORDERS.
(a) No prescription drug shail be kept or
admlmstered by the facility, including assistance
 with self-administration of medication, unless itis

| properly labeled and dispensed in accordance

| with Chapters 465 and 499, F.S., and Rule
£64B16-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug

| containers, then the following information must be

| recorded on each individual container:

| 1. The resident ' s name; and
2 Identification of each medicinal drug product in
| the container.

! (b) Except with respect to the use of pill
organizers as described in subsection (2), no

; person other than a pharmacist may transfer
medications from one storage container to

| another.

(c) If the directions for use are * as needed " or
" as directed, " the health care provider shali be

: contacted and requested to provide revised
instructions. For an " as needed " prescription,

; the circumstances under which it would be

| appropriate for the resident to request the
medication and any limitations shall be specified;

i for example, ™ as needed for pain, not to exceed

; 4 tablets per day. " The revised instructions,
including the date they were obtained from the

: health care provider and the signature of the staff
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who obtained them, shall be noted in the

| medication record, or a revised label shall be

; obtained from the pharmacist.
i {d) Any change in directions for use of a
medlcallon for which the facmty is providing

tance With self-admi ion or

‘m ini ication must be accomp:
| by a written medlcatlon order issued and signed
| by the resident ' s health care provider, or a faxed
copy of such order. The new directions shall

| promptly be recorded in the resident ' s

| medication observation record. The facility may

I then place an "alert" label on the medication

| container which directs staff to examine the

: revised directions for use in the MOR, or obtain a

| revised label from the pharmacist.

| {e) A nurse may take a medication order by
telephone. Such order must be promptly

| documented in the resident ' s medication

| observation record. The facility must obtain a

1 written medication order from the health care
| provider within 10 working days. A faxed copy of
a signed order is acceptable.
| {f) The facility shalt make every reasonable effort
| to ensure that prescriptions for restdents who
| recelve assi e with self-administration of

| medication or medication administration are filled
or refilled in a timely manner.

1 {g) Pursuant to Section 465.0276(5), F.S., and

| Rule 84F-12,006, F.A.C., sample or

| complimentary prescription drugs that are

| dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shall also include the practitioner * s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled

| package, they shall be kept in a container that

| bears a label containing the following:
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: 1. Practitioner ' s name;

: 2. Resident ' s name;

| 3. Date dispensed,

| 4. Name and strength of the drug;

| 5. Directions for use; and

| 6. Expiration date.

| (h) Pursuant to Section 465.0276(2)(c), F.S.,

! before dispensing any sample or complimentary
prescription drug, the resident”’ s health care

| provider shall provide the resident with a written

| prescription, or a fax copy of such order.

| This Statute or Rule is not met as evidenced by:
| Based on observation and interview, the facility

failed to ensure that prescribed medications were
i properly labeled

| Findings include:

 Observation conducted during the tour on
b 1 9:24am revealed that the centrally
| storage medication area contained a zip-lock bag
i that had 1 vial of . iand 1 bottle of
. The bottle did not
| have a prescnphon tabel and the botlle of
had a prescription label but the
patient’ s rame had been obscured with a black
| marker. Further observation revealed 3 boxes of
i Lancets that were not properly labeled.

;On - _at9:38am, the administrator

| acknowledged the findings and stated that the
zip-fock bag that had 1 vial of ~ and 1
| bottie of 1 belonged to resident #3
| and the 3 boxes of Lancets belonged to resident

#2

i
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A 057 58A-5.0185(8) FAC Medication - Over The
$8=D . Counter (OTC) Products

! (8) OVER THE COUNTER (OTC) PRODUCTS.

| For purposes of this subsection, the term OTC
mcludes but is not fimited to, OTC medications,

" ., nutritional supplements and

; nutraceutlcais hereafter referred to as OTC
products which can be sold without a
prescrlptlon
(a) Astock supply of OTC products for multiple
| resident use is not permitted in any facility.

| {b) OTC products, including those prescribed by

1 @ licensed health care provider, must be labeled

{ with the resident ' s name and the manufacturer’

| s label with directions for use, or the licensed

; health care provider ' s directions for use. No

| other labeling requirements are necessary nor
| should be required.
(c) Residents or their representatives may
| purchase OTC products from an establishment 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 medications pursuant
to Section 428.256, F.S. Alicensed health care
provider ' s order is required when a licensed

| nurse provides assistance with self-administration
or administration of medications, which includes

| OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c) of this subsection are
required.

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

|

1
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Based on observation and interview the facility
fasled te ensure that over the counter products
| were properly labeled.

| Findings include:
i
| Observation conducted during the tour on
- 9:24am revealed that the centrally
storage medication area contained 1 box of
| Relief tablets & 1 box of Anti-
| tablets were in the centrally storage medication
, area without the proper labefing.

{On - at 8:36am, the administrator
¢ acknowledged the findings and stated that the 2
i boxes belonged fo resident #3.

Observation conducted on -

| 12:23pm lunch revealed staff #2 addlng Tmck It

| Powder to resident#3 ' s cup of water. Further
\ observation of the Thick-it Powder revealed that it
1 was not labeled with any of the residents ' name.

on - at 12:23pm the administrator
acknowledged the findings and stated that the
Thick-it Powder belonged to resident #3,

| Class IIt
A 078 58A-5.019(2) FAC Staffing Standards - Staff
88=D

| (2) STAFF.

| (a) Newly hired staff shall have 30 days to submit
| a statement from a health care provider, based
| on a examination conducted within the last six
i months, that the person does not have any signs
| or symptoms of a communicable
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including . Freedom from
eee . —o .. ust be documented on an annual
basis. A person with a positive test

must submit a health care provider ' s statement

that the person does not constitute a risk of

communicating . Newly hired staff
does not include an employee transferring from
one facility to ancther that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicabie

;, hefshe shall be removed from duties
until the administrator determines that such
condition no ionger exists.

{b} All staff shall be assigned duties consistent

with his/her leve! of education, training,

i preparation, and experience. Staff providing
services requiring ficensing or certification must
be appropriately licensed or certified. All staff

; shall exercise their responsibilities, consistent

with their qualifications, o observe residents, to

document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.

{c) All staff must comply with the training

requirements of Rule 58A-5.0191, FA.C.

{d) Staff provided by a staffing agency or

employed by a business entity contracting to

provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

{e) For facilities with a licensed capacity of 17 or

more residents, the facility shall:

1. Develop a written job description for each staff

position and provide a copy of the job description
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must be taken within 6 months of the facility 's ¢

receiving a limited mental heath license or within |

6 months of employment in a limited mental

health facility.

b. Staffin " direct contact " means direct care

staff and staff whose duties take them into

resident living areas and require them to interact

with mentat 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.S,,

and subsection {1} of this rule.

2. Aminimum of 3 hours of continuing education,

which may be provided by the ALF administrator

or through distance learning, biennially thereafter

in subjects dealing with one or more of the

+ following topics:

| a Mental health diagnoses; and

b. Mental health treatment such as mental health

needs, services, behaviors and appropriate

interventions; resident progress in achieving

freatment goals; how to recognize changes in the

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

continuing education required biennially pursuant |

to Section 429.52(4), F.S,, and subsection (1) of |

this rule.

| 4. Administrators, managers and direct contact

| staff affected by the continuing education

| requirement under this subsection shall have up

|

to 6 months after the effective date of this rule to |
i
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meet the training requirement. ¢
(b) Administrators, managers and staff do not 1
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 facility ' s personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
subparagraph {g)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the faciiity
failed to ensure that 1 out of 3 (staff #2)
employees received the initial  hour ficense
mental health (LMH) training.

Findings include:

Record review revealed that staff #2 ' s date on
application is | as a caregiver. Further
record review revealed no documentation that
showed staff #2 had received the initial 6 hours of
LMH training

On , 2012 at 1:52pm the
administrator reviewed staff #2 ' s file and
acknowledged the findings.

Class Ili
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TR ACENY FOR PEALTE CARE ADMINSTRATIORN

H DUDI
Ré%(vggg& Better Health Care for ail Floridians EUZSQBC%TET ARY EK
,2012
Administrator
Belen Sweet Home AIf T
11825 Sw 206 Street

Miami, FL 33177
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on L2012 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.

Staff from this office will conduct a review after ) 1o verify that the necessary corrections are in
place fo 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
hetp://ahca.myflorida.com/Publications/Forms.shiml 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
ey g .
e A oS 2

'f“ Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG99

Miami Figid Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (305) 583-3121

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahca.myflorida.com




