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Initial Comments.

Two Complaint Investigations #2021014394 and
#2021015107 was conducted at Century Oaks
Assisted Living Facility with Memory Care on

& . The facility had
deficiencies at the time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of

A0DC

A025

AHCA Form 3

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20-0007

TLE

(x5 DATE

STATE FORM

oL7EN

It continuation sheet 1 of 22




Agency for Health Care

PRINTED. 12/29/2021

FORM APPROVED

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

AL11965743

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/05/2021

NAME OF PROVIDER OR SUPPLIER

4001 STACK BLVD

CENTURY OAKS SENIOR LIVING
MELBOURNE, FL 32901

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

A025

Continued From page 1

resident diets in accordance with Rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on an electronic agency report, resident
record review and interview, the facility failed to
provide appropriate supervision & written
documentation to meet the care and services
needs for 1 of 5 sampled resident (#2) to prevent

Findings:

Review of report submitted on at6:19

PM electronically that resident #2 sustained a
as aresuit pfa on

Resident #2 was out of the facility.
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Resident #2's record review revealed admission
date of . The last 1823 Health

dated medical
conditions of with behaviorat
disturbances,

. type
. . cand . She had
sundowning and forgetful needing frequent
redirection. She needs supervision with alt
Activities of Daily Living {(ADLs) except
independent with eating. She ambulates with a
cane and needs assistance with
self-administration of medications.

A hospital record found, documenting that
previously on at 6:48 PM, resident #2
and was admitted for a injury
requiring stitches and returned to the facility on
(@ week fater). Also, found a facifity's
incident report dated at 6:30 PM
documented thata  with injury did occur.

Facility notes revealed that resident #2 again
on at 9:30 AM in another resident's
pathroom fracturing her right | . This
documentation was not accurate in date and time
in comparison with the facility's incident report
dated at 9:15 AM & the electronic
agency report submitted reporting

injury was on at 9:15 AM.
{Photographic Evidence Obtained)

Review of the hospital record dated
revealed that resident #2 suffers from
and do not recall events from the
She suffered from a displaced
inthe right | and will require
repair of the right .. it was also documented
that resident #2 complained of consistent severe
and not able to bear on right

A025

AHCA Form 3
STATE FORM

20-0007

s

QLTEN

If continuation sheet 3 of 22




Agency for Health Care

PRINTED. 12/29/2021

FORM APPROVED

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

AL11965743

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/05/2021

NAME OF PROVIDER OR SUPPLIER

4001 STACK BLVD

CENTURY OAKS SENIOR LIVING
MELBOURNE, FL 32901

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

A025

Continued From page 3

Resident #2 had two resulting in serious
injuries within 4 months apart and there was no
documented evidence that the facility put any
precaution intervention program in place after the
1st . occurred on

On at 9:38 AM, an interview with family
member who confirmed that for the st on
that the facility documented they
notified him, but it was the hospital nurse who
notified him that his mother (#2) was at the
hospital with a injury and very upset with the
facitity for not notifying him. Furthermore, he
stated that his mother (#2)  againon
and this time his mother's right
was broken, and the facility failed to keep a close
on her from the 1st . . He said that this last
was so bad and serious, it exacerbated his
mother's health to decline that she can never go
to the Assisted Living Facifity community,
she will be permanently in a Nursing Home.

On at 11:56 AM, an interview with the
caregiver staff D who helped resident #2 tried to
get up from the in resident #11's bathroom on
. Staff D said that she knew that
resident #2 had a broken __ or | because once
she stabilized resident #2 on the bed, staff D
observed resident #2 right ., was up higher than
theleft  and she confirmed it was a
injury. Staff D called 911 and resident #2
transported to the hospital.

On at 1:30 PM, an interview with the
Director of Nursing who confirmed that she was
not working the two days resident#2  but she
documented what her staff informed her. She
stated that she requested to complete a
prevention program for all . risk residents to
management but did not get an approval.
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On at 4 PM, an interview with the
Administrator confirmed the findings.
Class Il
A030| 59A-36.007(5) FAC; 429.28( ) FS 429.27 A030

$5°D | Resident Care - Rights & Facility Procedures

59A-36.007

{6} RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, FA.C.

(b} In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessibie by residents
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and the text must be a minimum of 14-point font.
(d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Admini and h

and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers,
9. Assistive devices; and

10. Physical .

(e} Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirernent. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

(f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F_8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
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residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Flarida, or the Constitution of the United States
as a resident of a facifity. Every resident of a
facitity shall have the right to:

(a} Live in a safe and decent living environment,
free from and neglect.

{b} Be treated with consideration and respect and
with due recognition of personat dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personat property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demanstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d} Unrestricted private communication, including
receiving and sending unopened

COIT , access to a p . and
visiting with any person of his or her choice, at
any time between the hours of 9 am. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations,

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
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provided in 5. 429.27.
(g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making .,
for heaith care services, the provision of or
arrangement of transportation fo health care

. . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the ity.

{k} At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physiclan to require an fontoa
tacility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmfut or offensive to other residents. In the
case of a resident who has been adjudicated
mentally .\ , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
O Program for i with
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relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services fo the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

(2} The adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
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must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotiine operated by the Department of
Children and Families, and . Rights
Florida,

429.27 Property and personal affairs of
residents.-
{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, facility's documentation
review and interview, the facility faited to honor
residents’ rights denying visitation rights and
failed to respond to grievances for 2 of 5 sampled
residents (#1 & #2) that resides in Memory Care.

Findings:

Observation on at 11 AM, signs were
up in the facility to discourage residents from
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coming out of their apartments and walk around
freely throughout the premises and to discourage
visitars from visiting their loved ones at the
facitity.

1st sign: "Please remain in your apartment” on
pink paper was posted on the column near the
front lobby area.

2nd sign: "Anyone entering the facility must
provide documentation of a negative COVID 19
test dated no more than 14 days prior to the date
of entry"; dated

{Photographic Evidence Obtained)

On at 8:07 PM, the son for resident #1
emailed a grievance regarding visitation rights by
his cousin and aunt {resident #1's sister) in the
Memory Care. The son received communication
from his cousin that on several times the facility
would not allow his cousin and aunt to visit his
mother. On the one day, his cousin and aunt to
visit on it had to be in the library
focated on first floor through the glass window.
His mother was brought down from the Memory
Care to the library area and when his mother and
his aunt saw each other, they started crying
because they were so happy to see each other
but could not touch or hug each other.
Furthermore, in this same email dated s
the son made it clear that his cousin and aunt has
permission to visit his mother (#1) in the Memory
Care.

The Administrator did not email aresponse
untit {10 days later) at 11:34 PM, after
the cousin made a verbal compiaint to the
Administrator about the conduct of the visitation
earlier that day. The Administrator responded via
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email documenting that the cousin and aunt were
being disruptive during visitation by yelling at staff
and residents and threatened to call the police.
There was no written grievance by staff or
residents submitted to support this claim. There
was no evidence that Administrator called the
police to the facility.

The second grievance on at 9:38 AM,
a telephone interview from son explained that his
mother (#2) could not have family visitors in the
Memory Care, that the family members came
from out of state {(Pennsylvania) sometime in

but was declined verbally by the
Administrator. The son stated that it caused a rift
petween him and his family because they were
sent to Pennsylvania without visiting his
mother. The son asked the next day verbally the
reason why, and he stated the Administrator
responded to him because of the COVID 19
visitation restrictions. There was no documented
response from the Administrator -
resident #2's concern about that visitation from
the out of state family members.

On at 11:10 AM, an interview with
Memory Caregiver staff A when asked if the
residents in Memory Care were aliowed visitors.
8he answered no, because of the t COVID 19
visitation restrictions. The residents in Memory
Care never have visitors up here.

On at 11:56 AM, an interview with
Memory Caregiver staff D confirmed she was the
one who assisted resident #1 from the Memory
Care unit downstairs to the 1st floor library for
visitation with her niece and sister through the
glass window,

On &t 2:30 PM, an interview with the
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Administrator denying the claims but did not have
any supporting documentation that grievance
concerns were addressed.

It was also explained that the Governor orders
fifted COVID 19 visitation restriction in facilities on
. {last year} and requested for
the facifity's visitation policies and procedures.
The Administrator stated that she was not aware.

Furthermore, the Administrator stated the facility
does not have a visitation policy and procedure,
but visitation is notated in the resident's
handbook, she provided a two-lined sentence
documented "we welcome all visitors to our
community. Al visitors must sign in and out at
front desk. Children must be accompanied by an
aduit at all times".

On at 4 PM, an interview with the
Administrator confirmed the findings.

Class Ili

A 088 59A-36.011(10) FAC Training - ADRD
88=D
{10) AND RELATED

{"ADRD") TRAINING

REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC,,
Florida Buiiding Code Adopted, must ensure that
facitity staff receive the following training.

(a} Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4

A030

A 086
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hours of initial training within 3 months of
employment. Completion of the core training
program between | . and
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training

i under {g) of this
wrll be considered as having met this
requirement. Initial training, entitied *

and Related Level | Training,"

must address the following subject areas:
1. Understandung 's and related

2. Characterislics of H
3. Communicating with residents with 's

4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S,, shall be
considered to have met the initial assisted living
tacitity and Refated

Level | Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled *
and Related Level il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

Il Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,

A088
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4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with and Related

. dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
conlinuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.62, F.S., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S,, within three (3) months of
employment. "Incidental contact” means afl staff
who neither provide direct care nor are in regular
contact with such residents.
(g} Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or

2. Three years of practical experience in a

A088
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program providing care to persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related
(R) With 1o requi ing
{g). a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview the facility
failed to ensure staff that provided direct care to
resdidents with alxheimer's Diasease and
Related (ADRD) received the required
training of 4 hours of initial training within 3
months of employment and 4 additional hours
ADRD training within 9 months of emplyment
(staff E) and 4 hours of continuing education in
ADRD annually as required (B).

Findings:

In & record review on of staff B's
personnel record it revealed a hire date of

. It confirmed staff B received ADRD
training on . however, there was no
documented annual ADRD updated training in the
fite.

In an interview on at 3:45pm with the
administrator who stated direct care staff £, has
never received ADRD training and was not aware

A088
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that Staff & was required to do so. She also
confirmed staff B did not have the required
annual ADRD training.
Class i
€813 59A-36.090(3)(c), FAC Results of Screening & cz813

$5=D | Notification in File

59A-35.090 Background Screening.

{3) Results of Screening and Notification.

() The eligibility resuits of employee screening
and the signed Attestation referenced in
subsection 89A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have employee background eligibility
screening results in the staff's personnet record
at the time of the survey for 1 of 4 staff (B).

Findings:

In & review on of staff B's personnel
record, it revealed the results of the background
screening was not in the personne! record. The
administrator later brought the printed results to
the surveyor with the date of the survey printed
on the copy.

In an interview on at 1pm, the
administrator confirmed she just now printed the
packground check the background website and
had not had a chance to put it in the personnel
file.

Unclassified
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59A-35.110{ )} FAC Reporting Requirements;
Electronic Submission

58A-35.110 Reporting Requirements; Electronic
Submission.

{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
1§, ¥.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.
during the license application process must be
reported to the Agency within 21 days of
oceurrence of the change, including:

{a) Insurance coverage renewal;

(b} Bond renewal;

{c} Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;

(d} Annual sanitation inspections;

{e) Fire inspections.

{2) Electronic submission of information.

{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portat located at
hitps:/lapps.ahca.myflorida.com/SingleSignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 400,147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and available at:

hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency’s Singte Sign On
Portal located at:
hitps:/apps.ahca.myflorida.com/SingleSignOnPo
ttal.
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Continued From page 18

2. Assisted living facitities:
Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 428,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, | , which is hereby
incorporated by reference and avaitable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and available at:
hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
ks . -ahca.myflorida i ignOnPo
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

Cz821
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at:
https:/fwww.firules.org/Gateway/reference asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.

5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8,, electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,

. which is hereby incorporated by reference
and available at:
http:/vww. firules. asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
hitps://apps.ahca.myflorida. i ignOnPo
rtal.
6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambutatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report (15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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to $50 per day late not to exceed $500.

(b) The licensee must retain a copy of all

documentanon generated at time of repomng as
irmation of f L

(c) if the Agency 's Single Sign On Portal or the

enline adverse incident reporting system is

temporarily out of service the licensee may

contact the Agency directly at 1(888)419-3456 for

assistance. Reporting will resume as soon as

online access is restored.

This Statute or Rule is not met as evidenced by:
Based on resident record review, facility's
documentation and interview, the facility failed to
electronicaily submit an Adverse incident to the
Agency for Health Care Administration (AHCA}
within 15 calendar days required for 1 of 5
sampled resident (#2) aftera . with

injury and hospitalization.

Findings:

Resident #2's record review revealed admission
date . The last 1823 Health

dated medical
conditions of with behaviorat
disturbances, type

; Land She had

sundowmng and forgetfu! needing frequent
redirection. She needs supervision with all
Activities of Daily Living (ADLs) except
independent with eating. She ambulates with a
cane and needs assistance with
self-administration of medications.

A hospital record found, documenting that

previously on at 8:48 PM, resident #2
and was admitted for a injury

requiring stitches and returned fo the facility on
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incident report dated
documented that a

Unclassified

€Z821 | Continued From page 21

(a week later). Also, found a facility's

at§:30 PM
with injury did ocour.

There was no documented evidence that an
Adverse Incident report was submitted
electronically to the agency for the 1 day and 15
days regarding to resident #2's injury on

On at4 PM, an interview with the
Administrator confirmed the finding.
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