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Initial Comments.

An unannounced relicensure survey was
conducted on at Tropical Garden
Villas inc. The facility had deficiencies at the time
of the survey.

429.26( . &9)FS; 59A-36.006(4) FAC
Admissions - Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i the appropri:
of admission of an individual to the facility and for

ing the i approp: of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. A resident may not
be moved from one facility to another without
consultation with and agreement from the
resident or, if appticable, the resident's
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. in
the case of a resident who has been placed by
the department or the Department of Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
(2} A physician, physician assistant, or nurse
practitioner who is employed by an assisted living
facitity to provide an initial examination for
admission purposes may not have financial
interest in the facility.
{9A , it resident who no longer meets
the criteria for continued residency may remain in
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the facility if the arrangement is mutuatly
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of a
physician who agrees that the physical needs of
the resident are being met.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
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the facility.

©A , ilt resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
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Based on a record review, interview, and
observations, the facility failed to ensure the
results of a significant change examination was
recorded on the health assessments (AHCA
Form 1823) for 1 out of 3 sampled resident
(Resident #6}

The findings included:

On . at approximately 10:30 AM; a tour
of facility bedrooms was conducted and an

.. tankwas observed in Resident #6 room.
On . at approximately 12:45 PM, an
interview was conducted with Resident #6,
revealing the resident administers the
tank herself and uses as needed.

On , a record review of Resident file
revealed an admission date of and a
Heaith Assessment form (AHCA Form 1823)
dated - Review of the AHCA Form 1823
the resident’s di is as
{controlied),

{ . ) .
Resident #8 admitted on

On , at approximately 11:24 PM,
Resident #6 file was requested from the
Designee. A prescription orderfor ,, was
not located in the residents file. A prescription
crderfor ,, was requested from the
Designee, at this time, the Designee stated the
resident came from the hospital with the

.. andthe facility did not receive the .
crder. The designee provided discharge notes
from the local hospital emergency room dated

. AHCA Form 1823 was not updated to

reflect the residentwas on .

On a record review of Resident #6
medicat file revealed, prescription order(PO})
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notes dated . The PO notes document
Resident #6 has an order for inhaler
{PRN) for diagnosis s . {Photographic
evidence attached- Photo #3). AHCA Form 1823
was not updated to reflect the resident was
diagnosed with ' . Therefore, the
facility failed to ensure significant change
examination was recorded on the residents health
assessment.

The facility provided no additional information for
review at this time.

On . at approximately 1:15 PM, the
findings were discussed and acknowledged by
the Designee.

Class Ili

AQ77| 429.176 FS; 429.52( .),59A-36.01(1) FAC
88=B| 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 has completed the
applicable core educational requirements under
s. 429.52. A facility may not be operated for more
than 120 consecutive days without an
administrator who has completed the core
educational requirements.

429.52

{4) A new facility administrator must complete the
required training and education, including the
competency test, within 90 days after date of

AD10
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employment as an administrator. Faifure to do so
is a violation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19. Administrators ficensed in accordance
with part 1| of chapter 468 are exempt from this
requirement. Other licensed professionals may
be exempted, as determined by the agency by
rule.

{6) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

(1) ADMINISTRATORS, Every facifity must be

under the supervision of an administrator who is

responsible for the operation and maintenance of

the facifity including the management of all staff

and the provision of appropriate care to alt

residents as required by chapters 408, part I,

429, part |, F.8., and rule chapter 59A-35, F.AC.,

and this rule chapter.

(a} An administrator must:

1. Beatleast . | ot

2. If employed on or after

have, at a minimum, a high school dlploma or

GED,;

3. Be in compliance with Level 2 background

screening requirements pursuant to sections

408.809 and 428.174, F.S;

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

Admmnstrators who attended core training pnor o
, are not required to {ake the

competency test unless specified sisewhere in

this rule; and,

5. Satisfy the continuing education requirements.

pursuant to rute 59A-36.011, F.A.C.
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who are not in compli 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, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC, and,
2. Complete all additional training requirements if
the facifity maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} ini may supervise a d of
either three assisted living facilities or a group of
facilities 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 facilities, 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
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

AD077
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may not
of any other facility.

20, 1998, are not required to take the
competency test unless specified elsewhere in
this rule. In addition, @ manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c) of this rule, and

. serve as an adminisirator

{e) Pursuant to section 429.176, F.S., faciiity
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 3180-1008, , which
is incorporated by reference and available online

at:
http:/iwww. firules.o
=Ref-09393.

or after
an Administrator.

The findings included:

ce.asp?No

This Statute or Rule Is not met as evidenced by:
Based on an interview and record review, the
Facility failed to ensure the person appointed as
facility manager satisfied the same, minimum
requirernents of an Administrator.

1A high school diploma or G.E.D; if employed on

, have, requirements of

On a record review of the Staff A file
{designated facility Manager) was conducted, and
a high school diploma or equivalent could not be
located. At this time, the Managers high school
diploma or equivalent was requested from the
Designee. The facility provided no additional
information for review at this time.

On , at approximately 1:15 PM, the
findings were discussed and acknowledged by
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the Designee.
Class
AQ78) 59A-36.010(2) FAC Staffing Standards - Staff AQT78

88=D
(2) STAFF.
(a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
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Continued From page 9

training, p ion, and exp
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that all staff obtained a written
statement from a licenses health care provider
that documents freedom from communicable

toinclude . within the first 30 days of
hire for 1 of 3 sampled staff (Staff A).

The Findings Included:

A078
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On at 11:00 AM, a record review was
conducted for Staff A whose hire date

. The record revealed no

ion of an initial cc i

Class

88=D

an
TRAINING.

regarding
employment.

statement. Further review revealed no
documentation of any annual statements on
file, unable to determine last ~ examination due
to lack of documentation. The Designee was
provided an opportunity to locate the
documentation, no information provided

On at at 1:20 PM, during an interview
with the Designee , she acknowledged the
findings and provided no additionat
documentation for review.

A 090 59A-36.011(11) FAC 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 facifity's policy and procedures

within 30 days after

{c) Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:

A078
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Based on record review, and interview, the facility
failed to ensure that alt staff received 1 hour of
Do Not Recucitate Orders ( training within
the first 30 days of hire, for 1 of 3 sampled staff
(Staff B).

The Findings Included:

On at 11:00 AM, a record review was
conducted for Staff B whose hire date was

. The review revealed no certification
of completion for 1 hour of training. At this
time, the Designee was provided an opportunity
to locate documentation,

During an interview with the Designee, she
acknowledged the findings and provided no
additional documentation for review.

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
staff of the facility who are in direct contact with
mental health residents rmust 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 pant Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
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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,

b. Mental health treatment such as:

{1} Mental heaith needs, services, behaviors and

appropriate interventions;

{1ty Resident progress in achieving treatment

goals;

{iil) How to recognize changes in the resident's

status or condition that may affect other services

received or may require intervention; and,
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{ ) 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
fo 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 record review and interview, the facility
failed to ensure that alt staff received 6 hours of
initial Limited Mental Health (LMH) Training
within 6 month of hire, the facility also failed to
ensure that all staff received 3 hours of LMH
continui il fon training bi y, for20f 3
sampled staff (StaffA, B).

The Findings Included:

On at 12:00 PM, employee staff
records were reviewed for Staff A whose hire date
was and Staff B whose hire dates
was - The record review revealed no
certificate of completion for 6 hours of LMH
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training for Staff A. Staff B's record review
revealed Staff B received 8 hours of initial LMH
training on . Further review revealed
no certificate of completion for 3 hours of
biannual LMH continuing education. At this time,
the Designee was provided an opportunity to
{ocate the documentation.
On at 1:28 PM, during an interview
with the Designee she acknowledged the findings
and provided no additional documentation for
review.
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