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(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION})

0000 Initial Comments
A Standard Biennial revisit survey was conducted on . Sweet Care Home ALF, Inc. with

Limited Mental Health and Limited Nursing Services components had the following deficiencies found at
time of survey:

p032 Resident Care - El t Standard,

Based on record review and interview the facility STILL failed to conduct two elopement drills yearly.
Findings as follow:
Record review showed the facility failed to perform two elopement drills yearly.

Phone interview on at 11:30 a.m. the facility's Administrator stated the facility had not
performed any elopement drills.

Uncorrected Class Iil
Do78 Staffina Standards - Staff
Based on record review and interview the facility STILL failed to have a written statement from a health
care provider documenting that the individual does not have any signs or symptoms of communicable

. «for 1 out of 4 (Staff B) facility staff within 30 days of employment. The facility failed to have
negative examinations documented on an annual basis for 1 out of 4 ( Staff D) facility staff.

Findings as follow:

Record review found the facility didn't have a written statement from a health care provider documenting

that Staff B did not have any signs or symptoms of communicable for Staff B (hire dated
/. .). Record review found Staff D's last freedom from communicable ' statement was
dated . The facility did not have documentation of a negative examinations

documented on an annual basis for Staff D.

Phone interview on at 11:30 a.m. the facility's Administrator stated they had the
documentation but it was not in fagility.

Uncorrected Class Il
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0084 Trainina - Assis Self-Admin Meds & Med Mamt

Based on record review and interview the facility STILL failed to have 4 out of 4 (Staff A, B, C, D) facility
staff trained in assisting residents with self administration of medications on annual basis.

Findings as follow:

Record review documented the last continuing education training received by staff were:
Staff Aon

StaffBon /

Staff Con

Staff D on

Phone interview on at 11:30 a.m. the facility's Administrator stated Staff A, B, C, and D assist

with self administration of medication and had all their training documentation but it was not in facility.
Uncorrected Class Il

D085 Trainina - Nutrition & Food Service

Based on record review and interview the facility STILL failed to have 4 out of 4 (Staff A, B, C,and D)
facility staff trained in nutrition and food service on annual basis.

Findings as follow:

Record review found the facility had no documentation that Staff A, B, C, and D received nutrition and

food service training. Staff A's last training was dated , Staff B received CORE training on
, Staff C's last training was dated , and Staff D's last training was dated
Phone interview on at 11:30 a.m. the facility's Administrator acknowledged the findings and

added he had all the training documentation but it was not in facility,
Uncorrected Class HI

1.243 LMH - Trainina

Based on record review and interview the facility STILL failed to have 3 out of 4 (Staff B, C, and D)
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trained in working with Limited Mental Health (LMH) residents and failed to have 1 out of 4 (Staff A)
facility staff trained in 3 hours LMH continuing education training.

Findings as follow:

Record review showed the facllity held an standard license with a LMH component.

Record review showed the facility had no documentation of Staff B, C, and D receiving Limited Mental
Health training within 6 months of employment. Staff B hired , Staff C hired on .
and Staff D hired . /. 1/ - Staff Alast continuing education training was dated / , there
was not documentation that the staff member received 3 hours of continuing education training every
two years.

Phone interview on at 11:30 a.m. the facility's Administrator acknowledged the findings that
training documentation was not at the facility.

Uncorrected Class 1|
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

Administrator

Sweet Care Home AN, Inc
18260 Sw 153 Court
Miami, FL. 33187

Dear Administrator:

This letter reports the findings of a Standard Biennial revisit survey conducted on

2015 by representative(s) of this office. Enclosed is the provider's copy of the Statement of
Deficiencies (State Form 5000-3547), 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; vou will onlv receive this faxed report, All
deficiencies shall be corrected no later than e
snles s becorrectednolaterthan 00 .

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. shim! 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 o 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 (305) 593-3100.

Sincerely,

e S

Arlene Mayo-Davis, RN
Field Office Manager

AMD:ve
Enclosure

BBT?

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, Fl. 33166

Phone:(305) 593-3100; Fax:(305) 503-3121
AHCA.MyFlorida.com

Facebook.com/ACHAFiorida
Youtube.com/AHCAFlorida
Twitter.com/AHCA_FL
StideShare.neVAHCAFlorida




