Agency for Health Care

PRINTED: 12/14/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11966458

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
12/01/2022

NAME OF PROVIDER OR SUPPLIER

5010 N 40 STREET NORTH

CENTRAL TAMPA ASSISTED LIVING

TAMPA, FL

33810

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

{A000)|

(A054)
§8=D

Initial Comments.

Arevisit to compiaint investigation
{complaint numbers: 2022015313 and
2022015657, a second revisit to

2022011975 and 2022012381), and a complaint
investigation {complaint number: 2022016272}
were conducted at Central Tampa Assisted Living
on - Deficiencies were identified at the
time of survey.

59A-36.008(8) FAC Medication - Records

(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the Issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
oations or medicati nistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.

A 000}
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{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update Medication Observation Records
(MORs) immediately each time medications were
offered to four Residents (#1, #4, #5, and #6) of
four sampled residents that required assistance
with sef-administration of medications.

Findings Included:

Review MORSs for Residents #1,
#4, #5, and #6, conducted on ,
revealed the following:

“Resident #1's 5mg was not
documented as given on f s
s B vand
at 09:00pm. Resident #1's
10mg was not documented as given on

- at 09:00am and -

- , and
- at 05:00pm. Resident

#'s ., 0.25mg was not documented as
given on y - at
09:00am and ' -

,and - at
05:00pm.
*Resident #4's . 0.5mg was not
documented as given on and
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at 09:00pm. Resident #4's
0.25mg was not documented as
given on N B
and at 09:00am. Resident #4's
250mg was not documented

and

as given on f
at 09:00am and
at 05:00pm.

*Resident #5's Amolodipine 5mg was not
documented as given on s N
s ,and at
09:00am. Resident #6's 500mg was
not documented as given on and
at 09:00am.

*Resident #6's s 0.5mg was not
documented as given on N N

s ,and at
09:00am and . ’

and at 05:00pm. Resident #6's
Acidophilus was not documented as given on
,and at 09:00am.
Resident #6's . Pamelate 25mg was
not documented as given on .
, and at 05:00pm.
During an interview with the Regional Operations
Director, conducted on at01:27pm,
the Regional Operations Director agreed that the
problems with the facility's internet/Wi-Fi system
interfered with the documentation of residents’
icati The Regional O i Director

{A054}

stated that the facility would implement an
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alternative documentation system until the
facitity's internet/Wi-Fi was repaired or replaced.

Class Ili

429.42( ) FS; 58A-5.033(3}(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-
{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class Il deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitering visit or an

igation in response to a int, shall, in
addition to or as an aiternative to any penalties
imposed under s. 429.19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ticensed dietitian, as applicable. The consultant
shail, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.
{2) A corrective action plan for deficiencies
related to assistance with the self-administration
of ication or the ini ion of icati
must be developed and implemented by the
facitity within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency fo be life-threatening.

58A-5.033(3)
(3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. If a class 1, class |I, or uncorrected class 1l
deficiency directly relating to facility medication

{A054}
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practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
nofify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant fo Section 465.0125, F.S., or
registered nurse as determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or |l deficiency and within 14 working days
of the notice of an uncorrected class Ili
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
nofification by the consultant and facifity
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to ensure documented Class il deficiencies

i icinal drugs were as
required (Cross Reference: AG054).

Findings Included:
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Due to the uncorrected Class Il deficiencies
concerning the facility's medication practices, the
facility shaif be required to employ the
consultation services of a licensed pharmacist
consultant or a registered nurse consultant.

The consuitant shall at a minimum, provide onsite
quarterly consultation until the inspection team
from the agency determines that such
consultation services are no longer required.

This written statement serves as notification of
the above stated requirement.

During an interview with the Regional Operations
Director and Administration, conducted on

at 04:00pm, the Regional Operations
Director and Administrator verbalized
understanding that the facility was required to
employ or contract with a licensed pharmacist
consultant or registered nurse to consultant due
to the facility's uncorrected medication Class il
deficiency.

Class i

429.176 FS; 429.52( ),58A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational

q nts and has the
core educational requirements under s. 429.52. A
facility may not be operated for more than 120
consecutive days without an administrator who

AD05B8
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has completed the core educational
requirements.

429.52

{4} A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
admmlstratlve fine as prescribed in 5. 429.18.

i ficensed in with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule
{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to alt
residents as required by chapters 408, part 1,
429, part |, F.8., and rule chapter 59A-35, FA.C,,
and this rule chapter.

{a) An administrator must:

1. Beatleast. |, v

2. If employed on or after

have, at a minimum, a high school dxoloma or
GED,;

3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.8;

4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
as a facility i

o7y
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Administrators who attended core training prior to
L. . are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuant to rule 59A-36.011, FA.C,

ini who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1)(a)4. of this rule, fo temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day periad, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, FAC,; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living faciliies, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facifities.
{d) An individual serving as a manager must

o7y
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satisfy the same qualifications, background
screening, core training and competency test
requirernents, and continuing education
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

s , are not required to take the
competency test unless specified sisewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(¢) of this rule, and
may not . serve as an administrator
of any other facility.
(e} Pursuant to section 428.176, F.8_, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and available oniine
at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-08393,

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to have an qualified
Assisted Living Facility CORE trained
Administrator.

Findings included:

Observations, conducted on from
09:15am through 1:15pm, the Administrator was
actively working in the facility and provided

assistance during the survey process.

Arecord review for the Administrator, conducted

o7y

on , revealed that the Administrator
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had assisted living core training on
The Administrator had 13-hours of core (ramlng
bi-annual continuing education on
There was no evidence of 12-hours of contmumg
education obtalned by

. There was no
evidence in the record that the Administrator
retook the Assisted Living Facility CORE training
after noncompliance with adhering to the
continuing education requirements.

During an interview with the Administrator,
conducted on at 01:16pm, the
Administrator was unable to provide evidence of
12-hours of continuing education obtained by

s s ,or

Class Il
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