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Initial Comments.

An unannounced standard biennial re-licensure
survey with limited limited health, generator

comp
management plan, visitation form, and complaint
investigation (complaint number 2022017280)
was conducted at Home Sweet Home on

- . At the time of survey, deficient
practice was identified.

59A-36.007(5) FAC; 429.28( )} FS 420.27
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.AC.

{b) In accordance with Section 429.28, .S, the
facitity must have a written grievance procedure
for recelving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
impltemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
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1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. ini ive and he

and requirements;

. control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat R

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
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residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facitity shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personat dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
{iving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the tights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

corr , access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.

(e} Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
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representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facifity.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |, |
for heaith care services, the provision of or
arrangement of transportation to health care
e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
within the ity.
{k} At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medicat reasons, the resident is certified by a
ician to require an iontoa
facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
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representative. The notice must state that the
resident may contact the State Long-Term Care
O Program for i with
relocation and must inciude the statewide toil-free
telephone number of the program. In order for a
facifity to the resi of an individual
without notice as provided herein, the facility shail
show good cause in a court of competent
jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grlevance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, Land
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Famifies, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or & focal
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
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retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder

Hotiine operated by the Department of
Children and Famities, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shail not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure the rights of 1 of 7 sampled
residents regarding dignity covering of

bag when in public view. (Resident #4)

The findings include:

A030

AHCA Form 3
STATE FORM

20-0007

s

YWDK11

If continuation sheet 6 of 3§




Agency for Health Care

PRINTED: 02/23/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968678

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/02/2023

NAME OF PROVIDER OR SUPPLIER

1613 MONROE SHEFFIELD RD
CHIPLEY, FL 32428

HOME SWEET HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A030| Continued From page 6

On at approximately 11:06 AM, Resident
#4 was observed sitting in his wheelchair in front
of the administrator's personat home. Others from
the community were able to view Resident #4 at
this time. During this period, the resident's

bag was uncovered and coutd
visibly be seen. Additionally, the emptying spout
was not in the proper holder and some of the

could be seen leaking from the emptying

Spout.

On at approximately 6:49 AM, an
observation of Resident #4 was made in the
dining area. His bag was not covered
and was dragging on the floor behind him.
was observed showing in the bag.

On at approximately 9:06 AM, an interview
with the administrator was completed. The
administrator reported that it has been difficult to
encourage Resident #4 to take proper care of his

bag. The administrator was not able to
answer if Resident #4 had been trained in the
upkeep of the bag. The administrator
confirmed that it was a dignity issue walking
around the grounds in public view with the

bag not being covered.

Class i

A 036 53A-36.007(10) CONTROL
$8=G| PROCEDURES

{10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of

A030
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personal services to residents whenever there is
an expectation of possible exposure to
materials or . hygiene may
include the use of -based rubs, )
handwash, or handwashing with soap and water.
(b} Standard precautions must be used when
there is an ; exposure to transmissible
agents in f . f
, nonintact skin, and mucuous

during the provision of personal
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, ., . protection, or a
shield,
{c} The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility faited to provide services ina
manner that reduces the risk of transmission of

for 1 of 7 sampled clients.
{Resident #4)

The findings include:

On at approximately 11:06 AM, Resident
#4 was observed sitting in his wheelchair on
outside of the administrator's personal home.
Observation revealed a bag uncovered
and small amount of in the bag. The
emptying spout was not plugged into the holder.
The drainage bag and spout was lying on the
ground in the dirt, A smali amount of was
observed leaking from the emptying spout.
Resident #4 was asked i that was his

A036

AHCA Form 3
STATE FORM

20-0007

s

YWDK11

If continuation sheet 8 of 3§




Agency for Health Care

PRINTED: 02/23/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968678

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/02/2023

NAME OF PROVIDER OR SUPPLIER

1613 MONROE SHEFFIELD RD
CHIPLEY, FL 32428

HOME SWEET HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A036

Continued From page 8

drainage bag and confirmed that it was. Resident
#4 reported that the staff usually takes care of his

, but sometimes he will empty the bag. At
this time, the administrator watked out of the front
door of the house. The administrator was
informed of the bag on the ground with
some leakage. The administrator walked inside of
her personal home and returned with a plastic
grocery bag, picked the bag off the
ground, and placed the bag in the
grocery bag and gave it to the resident. The
administrator reported that home health nurses
visit the facility once a week and check on the
resident's . The administrator stated that
her staff assist the resident with emptying his

. The administrator was not able to
answer if staff were trained on the care for the
resident's

On at approximately 11:43 AM, a
telephone interview was completed with the home
heaith nurse who worked with Resident #4. This
nurse confirmed that they provided

services to resident. The home health nurse
stated that their iast visit was on , but he
was going to be visited today. The nurse was
informed that the emptying spout was observed
on the ground in dirt uncovered and not
connected to the collection bag. The home health
nurse stated that the emptying spout on the
ground could cause problems. At
approximately 1:15 PM, the home health nurse
arrived at the facility to change Resident #4's

On at approximately 3:57 PM, a staff
interview with staff C was performed. Staff C
reported during the routine staff interview that
they "would like to know more about

So, 1 can be able to help assist resident with
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emptying his bag". Staff C reported that
she had not been frained to assist with the
resident
On at approximately 6:49 AM, an
observation of Resident #4 was made in the
dining rcom with his bag dragging on the
fioor. Staff B asked Resident #4 to pick the
bag up. Resident #4 picked up the
bag and sat down in a chair in the living
room. The bag was placed in the chair
with him. The bag was not covered and
was showing in the bag.
Arecord review of Resident #4's health
assessment from did not list any special
p i or for staff i
care at the facility.
CLASS
A052| 429.258( ), 59A-36.008(3) Medication - A052

SS=E| Assistance with Seff-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, propesly labeled
container, from where it Is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

(b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
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removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c) Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by fifting the container to his
or her .
(d) Applying | medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a . including
removing the cap of a . opening the unit
dose of solution, and pouring the
p i p dose of ication into
the dispensing cup of the .
{4} Assistance with self-administration of
medication does not include:
{a) Mixing, . > converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,
{c} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of , preparations.
(e} The use of irrigations or debriding agents
used in the treatment of a skin condition.
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{f) Assisting with . Lor .,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that prectude i judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{6} i with the self- ini fon of

ication by an unli person as d ibed
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. .. or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

(b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.
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{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from
tacitity staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. icat may be p i and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S,

(g) As used in Section 429.256(4)(n), F.S., the
terms "judgment” and "discretion” mean
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Continued From page 13

interpreting vital signs and evaluating or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on record review, observation, and
interview, the facility failed to keep an accurate
record of when a resident receives assistance
with self-administration of medication for 2 of 2
residents (Residents #5 and #6).

The findings include:

A medication administration observation was
on at i 6:20 AM.
Staff D {Administrator) was observed assisting
Resident #5 and Resident #6 with
i i ion of morning ions. After
the medications were given, Staff D did not sign
for the medications she assisted in administering.

An inferview was conducted on at
approximately 7:55 AM with Staff D, who stated
she did not sign for Resident #5 or Resident #6's
morning medications because Staff B (Caregiver)
had already signed for those medications,

An interview was conducted on at
approximately 9:45 AM with Staff B, who stated
he signed last night for Resident #5 and Resident
#6's morning medications. He further stated he
did not give the medications to resident #5 or
resident #6 last night or this morning.

Arecord review of Resident #5's medication
observation records {MOR) indicated that, on the
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Continued From page 14

morning of at an unknown time, Staff 8
signed for 9 medications in which he did not
assist in administration.

Arecord review of Resident #6's MOR indicated
that, on the morning of at an unknown
time, Staff B signed for 6 medications in which he
did not assist with administration.

Class Il

429.52(1 & 7} FS; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a staternent that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule_ Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

A05B2
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Continued From page 16

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice

orientation of at least 2 hours to ail new assisted

fiving facility employees who have not previously

completed core training as detailed in subsection

().

{b} New staff must complete the preservice

orientation prior o interacting with residents.

{c) Once complete, the employee and the facility

administrator must sign a statement that the

employee completed the preservice orientation

which must be kept in the employee's personnel

record.

{d) In addition to topics that may be chosen by

the facHiity administrator, the preservice

orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered

by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility

administrators or managers shall provide or

arrange for the following in-service training to

facitity staff:

{a) Staff who provide direct care to residents,

cther than nurses, certified nursing assistants, or

home heaith aides trained in accordance with rule

58A-8.0095, F.A.C., must receive a minimum of 1

hour in-service training in control,

including universal precautions and facility

sanitation procedures, before providing personal

care to residents. The facility must use its
control policies and procedures when

cffering this training. Documentation of

compliance with the staff training requirements of

29 CFR 1910.1030, relating to borne

. .. .. may be used to meet this

requirement.

{b) Staff who provide direct care to residents

A081
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must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident rights in an assisted living faclity.

2. Recognizing and reporting resident .

neglect, and . . The facility must use its
prevention policies and procedures when

offering this training.

(d} Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service fraining

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

tiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.,

2. All facility staff shall demonstrate an
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Continued From page 17

understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that 2 of 4 sampled employees
received training in control, assistance
with daily living and behavioral needs, elopement
training, reporting major incidents, reporting
adverse incidents, facility emergency procedures,
incident reporting and resident rights and
recognizing/reporting Ineglect. {Employees
Aand C, both Caregivers}

The findings include:

Areview of Employee A's (who was observed
providing direct resident care) personnel file
revealed a hire date of - Record review
indicated that Employee A was missing trainings
for assistance with daily living and behavioral
needs and elopement training.

A review of Employee C's (who was observed
providing direct resident care) personnel file a
hire date of . Record review indicated that
Employee C was missing documentation for
trainings in control, assistance with daily
fiving and behavioral needs, elopement training,
reporting major incidents, reporting adverse
incidents, facility emergency procedures, incident
reporting and resident rights, and
recognizing/reporting Ineglect.

On at approximately 9:30 AM, the
Administrator was asked about the above

A081
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trainings. She reviewed both Employee Aand C's
personnel files and was not able to produce the
trainings for either employee.
Class Il
A 082 59A-36.011(4) FAC Training -/ A0B2

$8=D
)

{ ). Pursuant to section
381.0035,F.8,, ail facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.8., must
complete a one-time education course on
and , Including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

this rule.
This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 of 4 sampled employees
received a one-time education course in

. IAcquired

. (S
{Employees A and C, both Caregivers)

The findings inciude:

A record review of Employee A (hired )
and Employee C {hired ) found no
ion of a one-time fon course in
!
On at approximately 9:30 AM, the

maintained in accordance with subsection (12), of

AHCA Form 3020-0001
STATE FORM

s

YWDK11

f continuation sheet 19 of 35




Agency for Health Care

PRINTED: 02/23/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11968678

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/02/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1613 MONROE SHEFFIELD RD
CHIPLEY, FL 32428

HOME SWEET HOME

0@y D
PREFIX
TAG

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

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A082

A 080
$8=0D

Continued From page 19

Administrator was made aware of this oversight.
The administrator was not able to produce the
trainings for either employee.

Class i

59A-36.011(11) FAC Training -

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 4 sampled employees
received at least one hour of training in the
facility's policies and procedures regarding

. {Employee A, a
Caregiver)

The findings include:

A record review of Employee A's personnel file
{hired ) revealed no documentation of at
teast one hour of training in the facility's policies
and procedures regarding

A082
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orders.
On at approximately 9:30 AM, the
Administrator was made aware of this oversight.
The administrator was not able to produce any
documentation of this training.
Class Ili
A 093] 59A-36.012(2) FAC Food Service - Dietary A003

$8=D | Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidetines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at:
hitps:/lods.od.nih.gov/Healthinformation/Dietary_
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
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Continued From page 21

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in

AD093
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Continued From page 22

the facility.
2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meais a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on .
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide any menus reviewed by a
ticensed registered dietitian (RD).
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The findings include:

On . during the observation of lunch at
12:30 PM, the surveyor requested the facility's
current menu. The administrator removed the
menu from the bulletin board at the haliway
entrance to the dining room and presented this as
the menu the facility was using. Upon review, the
menu presented had an expiration date of

On at approximately 12:48 PM, a
telephone interview was performed with the
registered dietitian listed on the menu. She
reported that she normally updates menus yearly.
When presented with the name of {acility and the
name of the administrator, the RD stated that
she could not find any information for this facility
in her database. The RD reported that she does
not do menus for this facility. The RD stated that
any menu she approves has the facility's name
fisted on the right side of the menu. The RD
stated that, for her protection, any menu she
reviews has the name of the facility and her
credentials in red on the right side of the menu. If
these are not present, the RD stated that she did
not review this menu. The menu presented by the
Administrator did not have the facility's name or
the RD's credentials in red.

On at approximately 1:09 PM, the
Administrator was asked about this discrepancy.
She reported that she was sharing menus with
another facility. She stated that this facility and
the other facility each pay half of the RD's fees
and the other facility would give her a copy. The
Administrator was not able to produce any other
menus to include regular and therapeutic meals
reviewed annually by a licensed dietitian for this
facitity.
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Class Ill
A 162 59A-36.015(3) FAC Records - Resident A1682

88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,
5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
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Continued From page 25

receiving assistance with the activities of daily
fiving must have their |, recorded
semi-annually.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.S,
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children

A162

AHCA Form 3
STATE FORM

20-0007

s

YWDK11

f continuation sheet 26 of 35




PRINTED: 02/23/2023

FORM APPROVED

Agency for Health Care

STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED

AL11968678 8. WING 02/0212023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HOME SWEET HOME 1613 MONROE SHEFFIELD RD
CHIPLEY, FL 32428
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A162| Continued From page 26 A182
and Famifies.
(m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.A.C.
(0) The resident's ,DH
Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement,
2. The resident demographic data required in this
paragraph,
3. The health assessment described in rule
59A-36.006, FAC.,
4. The resident's contract described in rule
59A-36.018, FA.C; and,
5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facility,
{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a tonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.
{r} it resident records for
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facilities holding a limited mental heaith, extended
congregate care, or fimited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a copy of the written informed
consent for unlicensed staff assisting the resident
with the self-administration of medication for 2 of
2 residents. (Residents #1 and #4)

The findings inciude:

Acrecord review was conducted of Resident #1
and #4's medical records on - No written
informed consent for unlicensed staff assisting
the resident with the seif-administration of
medication was found.

On at approximately 9:06 AM, the
Administrator was asked about this oversight.
She could not provide documentation for the
written informed consents for Resident #1 or
Resident #4.

Class Ili

AL243| 429.075(1) FS; 59A-36.011(9) FAC LMH ~
$8=D| Training

428.075

{1) To obtain a limited mental health license, a
facitity must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the

A162
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Continued From page 28

staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011
(9) 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
ficensed limited mental health facility, must
receive the following training:
1. Aminimum of 8 hours of specialized training in
working with individuals with mental 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 limited mental
health facility.
. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
required for i and
managers pursuant to section 429.52(5), F.S.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
onling, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,

AL243
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Continued From page 29

b. Mental health treatment such as:
(1) Mental health needs, services, behaviors and
appropriate interventions;
{11} Resident progress in achieving treatment
goals;
(1) 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(5), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
to 6 months after the effective date of this rule to
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 facility's personnet files, They
rmust also ensure that copies of the continuing
education training certificates, pursuant to

P (a)2. of this subsection, are
retained in their personnel files,

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that 1 of 4 sampled employees
received a minimum of 6 hours of specialized
training in fimited mental health. (Employee B, a
Caregiver)

The findings include:

AL243
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Continued From page 30

A record review of the facility's license revealed
that facility has a specialty license for limited
mental health.

Arecord review of employee B's personnei file on

found no documentation of a minimum of
6 hours of speciatized training in limited mentat
health, even though he was observed being the
sole care giver on duty on both and

On at approximately 9:30 AM, an interview
was with the ini = i
this oversight. The Administrator could not
confirm if Employee B had received limited
mental health training and could not provide
documentation.

Class Il

435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2){o} Until such time as the | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit to a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of ail employees within the clearinghouse.
Initial employment status and any changes in

AL243
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Continued From page 31

status must be reported within 10 business days.
(d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential

0l for electronic ., ission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain the employment status of 3 of 4
sampled employees within the background
screening clearinghouse within 10 business days
of hire. (Employees A, B, and C, all Caregivers)

The findings include:

A review was conducted of the background
screening clearinghouse to find Employees A
(hired ), B (hired ), and C (hired

). All three employees were observed
working at the facility during the survey. None of
these employees were listed in the background
screening clearinghouse.

On at approximately 9:06 AM, during an
interview with the Administrator about this
cversight, she stated that she had not updated
the background screening clearinghouse to add
Employees A, B, and C.

Unclassified

CZ814

AHCA Form 3
STATE FORM

20-0007

s

YWDK11

f continuation sheet 32 of 35




PRINTED: 02/23/2023

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968678 R ———— 0210212023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1613 MONROE SHEFFIELD RD
HOME SWEET HOME
CHIPLEY, FL 32428
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
€Z841| Continued From page 32 CZ841
CZ841| 408.823( .)FS In-person Visitation Cz841

{1) This section applies to .
centers as defined in s. 383.063,

hospitals licensed under chapter 395, nursing
home facilities licensed under part |l of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facifities for the

P . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 428.

{2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policles and procedures. The policies
and procedures must, at a minimum, include
control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in 53, 400.022(1)(b} and 429.28(1)
{d}, as applicable; and designation of a person
responsible for ensuring that staff achere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
{b} A resident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
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Continued From page 33

essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.

{c} The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was fiving with
family before being admitted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver,

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including tabor and
delivery.

8. patients.

{d) The poficies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

(e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial ficensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.

CZ841
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{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on policy review and interview, the facility
failed to establish visitation policies and
procedures that included, at a minimum,
control and education policies for visitors;

ing, personal p i i and
other controf protocols for visitors;
permissible length of visits and numbers of
visitors; and designation of a person responsible
for ensuring that staff adhere to the policies and
procedures.

The findings include:

A review of the facility's visitation policy was
conducted on . The policy did not include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors; or designation of a person
responsible for ensuring that staff adhere to the
policies and procedures.

On at approximately 1:35 PM, an interview
was conducted with the Administrator, during
which time the Visitation Requirements
Worksheet was reviewed. The Administrator
verified the facility's visitation policy does not
contain all required components.
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