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A000, Initial Comments A 000

An unannounced Relicensure, Limited Mental
Health (LMH) and Generator Monitoring survey
was conducted at Tropical Garden Vilfas Inc
{Home) on . The facility had

i related to the Reli , LMH and
Generator Monitoring at the time of the visit,

A 056, 50A-36,008(7) FAC Medication - Labeling and A 038
Orders

{7) MEDICATION LABELING AND ORDERS,
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:
1. The resident's name; and,
2. The identification of sach medicinal drug in the
container.
{b) Except with respect to the use of pilt
organizers as described in subsection {2), no
individual other than a pharmacist may transfer
medications from one storage container o
another.
{c) lf the directions for use are “as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident fo request the

ication and any limitati must be
for example, "as needed for, |, not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
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health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised labet must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
do in the resident’s icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 81N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
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they must be kept in a container that bears a
label containing the following:

. Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

Expiration date,

) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

TOOE 0N

This Statute or Rule is not met as evidenced by:
Based on nbservation and interview, the facility
failed to ensure the timely removal and disposal
of expired medications for one (8) out of five (12}
sampled residents,

The findings included:

On . , at approximately 1:15 p.m.,
a review of medications stored in the facility's
medication carts revealed the presence of
expired medications belonging to multiple
Residents. The following medications were
observed and confirmed to be expired:

- Abottle containing 90 ER Capsules
75 mg with a discard date of
- An open bottle of ES tablet dated

with 21 loosed pills observed in the
medication cart.

-Abottle of | 100000 unit/ML dated
- A bubble pack of 4 mg that
expired on .

- Many Daily-Vite Tablets with expiration date of
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- A bubble pack of . 10 mg tablets dated

- Abotlle of Polyethylene | dated
{belonging to a discharge resident)

On at 1:30 PM, Staff B reported that
they have not been able to discard the expired
medications because they have to tumn them over
o the Pharmacy. She also expressed some of
the medications belonged to residents that were
no longer at the facility. She said they wilt
expeditiously discard them, now.

During the exit conference conducted on

. at approximately 3:00 p.m., the expired
medication issue was discussed with the
Administrator and she promised to rectify the
concerns.

Class #Hl

59A-36.011(6) FAC 429.52(6), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unticensed
persons who will be providing assistance with the

If- injstration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(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 with respect to the supervision,

i inistration, and of

A0S58

A084
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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 medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear o be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include i of proper

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
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription iabel;

2. Provide assistance with seif-administration in
accordance with section 428.256, F.8,, and rule
59A-36.008, F.A.C,, including:

a. Assist with oral dosage forms, |
forms, and | . y 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 fo advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;

dosage
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e. Complete a medication observation record;
{. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefited 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 seif-injection;
i, Assist with :
joUsea to perform
testing;
k. Assist residents with |,
and continuous positive alrway pressure (CPAP)
devices, excluding the titration of the

ievels;

1. Apply and remove stockings and
hosiery;

m, Placement and removal of . bags,
excluding the removal of the  __ or
manipulation of the site; and,

n. Measurement of . , rate,
temperature, and , rate,

{c) Unlicensed persons, as defined in section
428.256(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

N with self-admin o
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have
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4 hours of
with self-administration of medication training
must complete an additional 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 (8)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 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

This Statute or Rule is not met as evidenced by:
Based on record review and staff interviews, it
was determined that the facility falled to ensure
that 1 of 3 reviewed employees {Staff C)
completed the required two hours of annual
training in assistance with seif-administration of
medications.

The findings included:

Areview of Staff C's personnet file on .

indicated that she had been employed at
the facility since . The facility's staffing
schedule dated . , showed that Staff
C is scheduled to work Saturday and Sunday
7:00 a.m. to 7:00 p.m.

Further review revealed Staff C completed the
initial six hours of training in assistance with
self-administration of medications ;

A084

AHCA Form 3020-0001
STATE FORM

Ll HLIB

i coninuastion sheet 7 of 18




PRINTED: 02/18/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11910385 e — 01/06/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
432 SOUTH 'F' STREET
TROPICAL GARDEN VILLAS INC. (H
¢ LAKE WORTH, FL. 33460
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A084! Continued From page 7 AQ84

but there was no evidence provided for the
annual 2-hourrs of medication training update.

During an interview conducted on P

, at 2:30 p.m.,, the Administrator stated she
will ensure Staff C complete the medication
training.

Class 1l

A 200 59A-36.025 FAC Emergency Environmental A200
Control

59A-36.025 Emergency Environmental Controf
for Assisted Living Faciliies.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan") to serve as
a o its Compr '

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
(&) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure air termperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (88} hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and iife safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may

AHCA Form 3020-0001
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use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rute. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(5), F.A.C., are met. The plan shait
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided, the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rute does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power. The
pian shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, 8. must maintain an
aiternative power source and fuel as required by
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this subsection at all times when the assisted
living facifity is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b, Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a ficod or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours after the
joss of primary electrical power during a declared
state of emergency, The plan must include
information regarding fuet source and fus!
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
{ess must store 48 hours of fuel onsite.

b, A facility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facifity located inan areaina

AHCA Form 3020-0001
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declared state of emergency area pursuant to
Section 252,36, F.S. that may impact primary
power delivery must secure ninety-six (96} hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.
3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.
4. if jocal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
living facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fusl storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
0 ensure the safe and sufficient operation of the
aiternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.
{b) Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or

ion that require ification of its
systems or equipment affecting the facifity's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval,
(3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
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copy of its approved plan in a manner that makes
the plan readily available at the licensee’s
physical-address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available 1o access and produce the
pian. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistedliving@ahca.myfiorida.com.
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power pian to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
county emergency management agency and
dpdate within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
. , have implemented the plan

required under this rule.
{b) Each new assisted living facility shalf
implement the plan required under this rule prior
1o obtaining a license.
{c) Existing assisted fiving facilities that undergo
any additions, modifications, alterations,

i renovations or ion that
require modification of the systems or equipment
affecting the assisted fiving facility’s compliance
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with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{5) POLICIES AND PROCEDURES,
{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shalt ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ici requiring refrigeration;
3. Wellness checks by assisted living facility staff
to monitor for signs of . and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
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immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily avaitable for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident’s estate; and such
additional parties as authorized in writing or by
law,

{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S$., including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines,

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its

omp! plan.
{8) NOTIFICATION.
{a) Within five (5) business days, each assisted
living facility must notify in writing, unless

i for i ication has
been granted, each resident and the resident's
legal representative:
1. Upon the initial submission of the plan fo the
county emergency management agency that the
ptan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annuat submissions and approvais of the plan
do not require notification to residents or their
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legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily avaitable to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability fo immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on a review of records and interviews, the
facility failed to maintain a functionat emergency
power supply to ensure the health and safety of

all 12 of 12 residents residing in the facility.

The findings included:

On L , the Administrator was asked
to provide docurentation verifying that the
facility's emergency power supply was
operational. The Administrator reported that the
facility had two generators; however, both were
nonfunctional. The Administrator further stated
that a contractor had been hired to repair the
generators, but repair attempts were
unsuccessful. At the time of the interview, the
Administrator indicated that efforts to restore the
generators were ongoing.

During the exit conference conducted on
, at 3:00 p.m., the facility's emergency
power supply remained nonfunctional.
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AL242] 428,075(2) FS; 59A-38.020(3) FAC LMH - AL242

Responsibilities of Facility

429.075

{2) A facility that is licensed to provide services to
mental heaith residents must provide appropriate
supervision and staffing to provide for the health,
safety, and welfare of such residents.

59A-36.020

{3) RESPONSIBILITIES OF FACILITY. In
addition to the staffing and care standards of this
rule chapter to provide for the welfare of residents
in an assisted living facility, a facility holding a
fimited mental health license must:

{a) Meet the facility's to assist the
resident in carrying out the activities identified in
the Community Living Support Plan;

{b) Provide an opportunity for private -fo-
contact between the mental health resident and
the resident's mental health case manager or
other treatment personnel of the resident's

mental health care provider;

{c) Observe resident behavior and functioning in
the facility, and record and communicate
observations to the resident's mental heaith case
manager or mental health care provider regarding
any significant behavioral or situational changes
that may signify the need for a change in the
resident's professional mental health services,
supports, and services described in the
community fiving support plan, or that the resident
is no longer appropriate for residency in the
facility;

{d) I the facility initiates an involuntary mental
health examination pursuant to section 394.463,
F.8., the facility must document the
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circumstances leading to the initiation of the
examination;

{e) Ensure that designated staff have completed
limited mental heaith training as required by rule
59A-36.011, F.AC.

{f) Maintain faciiity, staff and resident records in
accordance with the requirements of this rule
chapter.

This Statute or Rule is not met as evidenced by:
Based on a review of records and staff interviews,
the facility faited to provide evidence of
completion of the required minimum of three (3)
hours of limited mental health (LMH) training
every two years for two of three sampled
employees {the Administrator and Staff B), as
required.

The findings included:

On L. + during the facility's
relicensure survey, documentation verifying
completion of LMH training was requested for
review. Staff B was unable to provnde current and
valid of
the required LMH training.

Review of the Administrator's personnel records
revealed she was hired on . The
Administrator completed the mmal six (6) hours of
LMH training on ; however, she
failed to complete the requlred three (3) hours of
refresher LMH training every two years thereafter,

Review of Staff B's personnel records revealed
she was hired on , as a Home
Health Aide. Staff B completed exght {8) hours of
initial LMH training on ; however,
she failed to complete the requ!red mree 3)
hours of refresher LMH training every fwo years.
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During an interview conducted with the
Administrator on P ,at
approximately 2:00 p.m., the Administrator was
unable to provide documentation demonstrating
compliance with the LMH training requirements
and stated that the required training would be
completed.

Class il
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