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pooo Initial Comments

A Standard Biennial Second Revisit Survey was conducted on 10-19-2016 and on 10-20-2016 at My
Sweet Home 1l (License #10875) with Limited Nursing Services component. At the time of survey there
was one deficiency found uncorrected.

pos3 Medication - Administration

Based on record review and interviews the facility failed to that residents who could no longer assist with
self-administrator had a licensed staff member administer medications to them.

Findings included:

Reviewed facility's medication observation record (MOR) Employee C (Caretaker) assisted hospice
residents (#1/2/3/4) with their medications in the morning.

On -~ at 1:30 PM the Owner called the hospice company and told them the residents could not
take their medications.

Interviewed Employee C on s at 12:30 PM she stated that neither of the hospice residents can
take their medications without assistance and she has been assisting with their medications.

The Owner stated on that her employees have been assisting the four hospice residents
with their medications on many occasions because each of the residents cannot hold the cups with their
medications in them and this is why the facility staff has been assisting the residents with their
medications. Staff place the medications on spoons. The Residents cannot hold the medications in the
cups because the lack of control of their hands which they shake too much and would spill their
medications without the assistance of her staff.
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RICK 8COTT
GOVERNOR

JUSTIN M. SENIOR
INTERIM SECRETARY

, 2018

Administrator

My Sweet Home |i
214 Nw 120 Avenue
Miami, FL 33182

Dear Administrator:

This letter reports the findings of a second Standard Biennial Licensure Revisit Survey
conducted on 20, 2016 by representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies
corrected during the visit, uncorrected deficiencies andfor new deficiencies that were identified
on the day of the visit.

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 later than . 2016,

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.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 Verlande Exil, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Ariene mlvis, RN
Field Office Manager
AMD:ve
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