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Initial Comments
Assisted Living Facility

A biennial state licensure survey with fimited
nursing services (LNS) was conducted on

in conjunction with a complaint survey,
CCR# 2013002625, see (Aspen Event J1TB11).

Central Tampa Assisted Living Facility had
deficiencies found at the time of the visit.

58A-5.0185(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage

i to remain as indep as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
intheir . or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the
or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter

ications for residents shall be lly stored

if:
1. The facility administers the medication;

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

3. The medication is determined and documented
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
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physical arrangements and the condrttons or
habits of the of
medication by a resident poses a safety hazard to
other residents; or

6. The facility ' s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, F.AC.

{b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
focked storage receptacle, ,orarea at all
times;

2. Located in an area free of dampness and
abnormal , except that a

requiring refri ion shall be refri

Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staﬁ responSIbIe for fi lllng
pill-organizers, with

or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

{c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident’ s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication, " Such medication may be reused if

| re-prescribed by the resident ' s health care
| provider.

{d) When a resident ' s stay in the facility has
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ended, the administrator shall return all
medications to the resident, the resident ' s
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the
meducauons shall be considered abandoned and
may d d of in 1ce with

(e).

{e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
10 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant fo Rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview the facility failed to properly store and
dispose of discontinued medications within 30
days of discontinuation, for two of four (#1 and
#2) sampled residents.
Findings include:
Observations of the refrigerator for medications at
approximately 10:45 am on ...« found a box

of 1 injections for Resident#t
that was iced over and had moisture damage
sealing the box shut, due to the cardboard

.. Therewas also. ... Rfoundina

crushed box, with of most of the label unreadable
for Resident #2. There was no expiration date
that was readable on the box.
Arecord review for Resident #1 revealed the
injections of were never used and
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(2) STAFF IN-SERVICE TRAINING. Facllity
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in .. ... .1
control, including universal precautions, and
facility sanitation procedures before prov»dlng
p care to resi
compliance with the staff training requrremems of
29 CFR 1910.1030, relating to | borne

B may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers

: the following subjects:
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the order was written to discontinue the _._ . . _.
Review of the residents MORS found the
medication to no longer be ordered. Order shows
that " " was discontinued on ...
Record Review for resident #2 found the 1
R was discontinued on . ...
During an interview with the Administrator on
- -..._. . at approximately 11 20am. it was
that the ions should have
been removed by her, or another staff member
and returned to the pharmacy Accordmg to the
the 15 were di
The ..__...wasdiscontinuedon ...... ... The
. was believed to be the same
medication as . and that is why the script
was written to discontinued
Class lll
A081 58A-5.0191(2) FAC Training - Staff In-Service A08%
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1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care {0 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
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident
neglect, and
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving,
(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.
{f) All facility staff shall receive in-service training
regarding the facility ' s resident elopement

policies and pr within thirty
(30) days of employment.
1. All facility staff shall be provided with a copy of
the facility * s resident slopement response
policies and procedures.
2. All facility staff shall demonstrate an
understandmg and competency in the

ion of the el TeSpOnN:

potrc;es and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all direct care staff
completed the required staff in-service training
within 30 days of hire for 1 of 4 sampled staff
members, Staff C, which placed the residents at
risk of inadequate or inappropriate care.
Findings include:

Areview of Staff C's personnel record revealed
that she was hired on .. and had no
documentation of training in the areas of activities
of daily living, resident behavior and needs,

inci::!ent reporting, resident rights:, rand recognizing
and reporting resident , neglect, and

An interview with the administratoron ..
approximately 2:42 p.m., she acknowledged that
the documentation for the required in-service
training was missing for Staff C.

Class Il

58A-5.0191(11) FAC Training - Do Not
. Orders

M
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 _ s within 60 days
after the effective date of this rule.
{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
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regarding _ . ._ s within 30 days after
employment.

{c) Training shall consist of the information
included in Rule 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that direct care staff had
completed one hour of training for

e 1 within 30 days of
hire for two of four sampled staff members, Staff
B and Staff C. By not completing the required
education the residents are at risk of
inappropriate care.
Findings include:
Arecord review of personnel records revealed
that Staff B, was hired and Staff C, was
hired . There was no documentation in

their records for the completion of  training.

In an interview with the administratoron _____ . _
at approximately 2:42 p.m., she acknowledged
that the documentation for the _ s training
was missing for Staff B and Staff C.
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FLORDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
2013
Administrator
Central Tampa Assisted Living
5010 40 Street North

Tampa, FL. 33610
Dear Administrator;
Re: Biennial with LNS & CCR# 2013002625

This letter reports the findings of a biennial state licensure survey with limited pursing services (LNS) and a
complaint survey that were conducted on . 2013, by a representative of this office.

rad

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

b

The Quality Assurance Questionnaire has long been employed to obtain your f k following survey
activity. This form has been placed on the Agency’s website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health
Faclliﬁes and Provnders on this page. Your feedback is encouraged and valued, as our goal is to ensure the

1

I and PP ion of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000,

Patricia Reid Caufman
‘T/ of Field Office Manager

PRC/kpr

Enclosure: State Form 3020

e
Petersburg Field Office
525 Mirror Lake Dﬂve North, Suite 410 A
Petersburg, FL. 33701
Phore (727) 552- 2000 Fax(727) 552-1161

Headquarters
2727 Mahan Drive
Taltahassee, FL 32308
http:ifahca.myfiorida.com




