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Initial Comments.

A blennial survey was conducted at Ronny's
Assisted Living Facility on . Ronny's
Assisted Living Facility had deficient practice
identified at the time of the survey.

59A-36.008(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

A0DC

A058

6. The faciiity's rules and reguiations require
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Continued From page 1

central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a i
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are

ADBS
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stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i

pharmacy pursuant to Rule 64816-28.870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that the centrally stored
medications located in medication carts were
focked at all times when not in use.

Findings Included:

During an observation conducted on
at 09:00 a.m. with Staff A, Surveyor was able to
easily pull open the medication cabinet.

During an interview with Staff A conducted on

at 09:00 a.m, Staff A confirmed the
medication cabinet was left unlocked and
unattended. Staff A did not know how long it had
been unlocked and unattended. Staff A
confirmed the medication cabinet had residents
medications inside the cart at that time.

An interview was conducted on at
10:16 a.m,, the Administrator stated her
expectation is that the staff lock the medication
cabinet when it is unatiended.

ADBS
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A084| 59A-36.011(6) FAC 429.52(6), FS Training - A084

88=D| Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who wnl! be prowdlng assistance thh the
i as in
rule 58A-36.008, F. A C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements W|th respect 1o the supervision,
istration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as ibed; re of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.
{b} The training must be provided by a registered
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nurse or licensed pharmacist who shall issue a
training certificate fo a trainee who demonstrates,
in person and both physically and verbally, the
ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, ..,
forms, and | . \ and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the

dosage

AD084
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Continued From page 5

fevels;
1. Apply and remove stockings and
hoslery;
m. Placement and removal of . bags,
excluding the removal of the .. or
manipulation of the site; and,
n. Measurement of . s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of & additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

AD084
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure unlicensed
staff had assistance with self-administration of

ication and icati training
prior to providing assistance with the
seif-administration of medications for 1 of 3
sampled staff (Staff A),

Findings included:

On at 9:30 a.m. Staff A was observed
during a medication pass observation. StaffA
washed her , identified resident, reviewed

the MOR {Medication Observation Record)
focated medication in cabinet, compared label to
MOR, read medication label to resident, popped
medication into small cup, handed cup to resident
with cup of water, waiched resident take pill and
swallow with water, documented in MOR.

Record review conducted revealed

Staff A, hired on , did not have

training in assistance with self-administration of
ication and icati training

iocated in the personnel record.

An interview with the Administrator conducted on

at 10:30 am revealed Staff A's
training for assistance with self-administration of
medication and medication management training
was not available for review at the time of the
survey.
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AHCA Form 3020-0001
STATE FORM

o SORG11

f continuation sheet 7 of 7




Agency for Health Care

PRINTED: 01/14/2022

FORM APPROVED

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

AL11969301

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

12/29/2021

NAME OF PROVIDER OR SUPPLIER

80116 DELL
TAMPA, FL.

RONNY'S ASSISTED LIVING LLC

DR
33815

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

Cz814

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

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed 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 fo 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 alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d} An employer must register with and initiate ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. 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 staff
members within the employee roster listed on the
AHCA background screening clearinghouse (
Employee Roster and Provider account
information section), within 10 business days of
initial employment and 10 business days of

CZ814
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Continued From page 1

ending employment for 8 ( the Administrator, Staff
A, Staff B, Staff C, Staff D, Staff E, Staff F and
Staff G ) 8 employees sampled.

Findings included:

During an interview with the Administrator
conducted on at 10:16 AM, they
stated that the former Administrator (Staff G) no
fonger worked at the facility. The Administrator
confirmed she has been the current Administrator
of the facility since

On a record review of personnel files
for Staff A showed Staff A was hired as a direct
care staff on

On a record review of personnel files
for Staff B showed Staff B was hired as a direct
care staff on

On a record review of the employee
roster listed in the AHCA background screening
clearinghouse, did not show the Administrator,
Staff A or Staff B listed on its current employee
roster, However, records did show Staff C, D, E,
Fand G are listed on the employee roster.

During an interview with the Administrator
conducted on at 10:45 AM, the
Administrator stated she had not been granted
access to the portal to complete the updates to
the employee roster. The Administrator stated
that she has been trying for almost a year to get
access to the portal and "l am not going to lie, itis
not updated yet”. The Administrator confirmed,
Staff C, D, E, F, and G no longer worked at the
facifity, and hasn't work for the facility in months.

CZ814

Unclassified
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