AGENCY FOR HEALTH CARE PRINTED: 06/21/2018

ADMINISTRATION FORM APPROVED
[STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA {X3) DATE SURVEY
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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 - Initial Comments
An Abbreviated Biennial Survey was conductedon , |, 2018. Sweet Living Facility Inc. (License

#10526) with Limited Mental Health Component had the following deficiencies identified at time of he
survey.

0077 - Staffing Standards - Administrators - 429.176 FS; 58A-5.019(1) FAC
Based on record review and interview the facility failed to appoint a separate manager for each facility.
Findings included:

Oon at 10:30 AM the Administrator stated, "That she has two managers Staff B and unknown
person.”

Review of the heailth finder database revealed that the manager also supervised another assisted living
facility. Review of the employee roster from the background screening database found the manager
was the Administrator of another facility since . Staff A is the Administrator and Staff B (the
manager) of two facilities.

Interview on at 2:45 PM the Administrator acknowledged that the facility did not have a
separate manager.

Class H

P152 - Physical Plant - Safe Living Environ/Other - 58A-5.023(3) FAC

Based on observation and interview the facility failed to maintain a safe living environment for five
residents,

Findings included:

On at 9:15 AM during the tour of the common area where residents sat watching television had
peeling paint on the wail. The kitchen outlet are had discoloration and peeling paint.

Interview on at 3:00 PM the Administrator stated, "We are remodeling the kitchen and changing
everything."
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Class

[-243 - LMH - Training - 429.075(1) FS; 58A-5.0191(8) FAC

Based on record review and interview the facility failed to have the the initial 6 hours training in Limited
Mental Health (LMH) for one out of five sampled staff and the 3 hours of continuing education training
for two out of five (#A & B) sampled staff.

Findings included:

Review found Staff A and B did not have 3 hours LMH continuing education training. Staff D, hired
, did not have the 6 hours required training.

Interview on at 2:50 PM the Administrator acknowledged they did not have the required
training.

Class il
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