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Initial Comments.

A complaint survey for #2022017777 &
2023000391 was conducted on at Palm
Bay Memory Care. Deficiencies were identified at
the time of the visit.

59A-36.008(4) FAC Medication - Administration

{4) MEDICATION ADMINISTRATION.
(a} For facilities that provide medication
administration, a staff member licensed to
administer medications must be avaitable to

ni ications in act with a
heaith care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the heaith care
provider must also be documented in the
resident’s record.
{c} icati i ion includes
any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.
{d) A facility that performs clinical laboratory tests
for residents, including o testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical
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iaboratory testing with the residents’ equipment.
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Irformation about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308 telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to properly administer medication for 1 of 1
residents sampled. (#5).

Findings:

Review of resident #5 record revealed an
admission date of . The record contained a
Resident Health Assessment form (1823) dated

. The diagnoses included advanced

.\ , carotid . ,and
- The resident required assist with
ambulation, transfer, bathing, toileting, and
transfer. There was a physician order for 1mi
{1000 mcg) Intra-muscular injections
monthly. The order was discontinued on

Review of an incident report revealed on
, Resident #5 was
. The nurse documented
into the resident's abdomen.

administered 1ml of
she injected the

The injection was ordered to be injected into
a . The next morning the resident began to
have and ., and she was

transferred to the hospital for evaluation. She
was diagnosed with gas bubbles in her abdomen
due to the injection being given incorrectly into
the abdomen. She returned to the facility on
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On at 4:50pm in an interview with the
Administrator, she confirmed resident #5 received
a injection via the wrong route and had to be

hospitatized for treatment.

Class Il

CZ821| 59A-35.110( ) FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.
{1} During the two year ficensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
i, F.S., 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;
(&) Fire inspections.
. . of i

{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at

7 ahca.myflorida.c i ignOnPo

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

cz821
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Continued From page 3

Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorperated 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 Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facifities:

Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 429.23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 0L, + which is hereby
incorporated by reference and available at:
https:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08778, 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:/fapps.ahca.myflorida.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 Hospital
Adverse Incident, AHCA Form 3140-5001 OL.,

. . which is hereby incorporated by
reference and available at:
hitps./iwww.firules.org/Gateway/reference.asp?N
o=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:

Cz821
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Continued From page 4

hitps:/lapps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambulatory Surgical Centers:
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
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | . which is
hereby incorperated by reference and available
at:
nttps/iwww 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:/lapps.ahca.myflorida.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 0L,
, which is hereby incorporated by reference
and available at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency’s Single
8ign On Portal focated at:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
8. 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 prefiminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is

Cz821
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deemed late when submitied 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.S., whichever is later.

e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
to $50 per day late not fo exceed $500.

{b} The licensee must retain a copy of all
documentation generated at time of reporting as
confi ion of ful ubmissi

{c} If the Agency's Single Sign On Portal or the
oniine adverse incident reporting system is
temporarily out of service the licensee may
conlact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
onlfine access is restored.

This Statute or Rule Is not met as evidenced by:
Based on interview and record review the facility
failed to submit an adverse incident electronically
to the Agency within 1 business day after the
oceurrence of the incident, and within 15 calendar
days after the occurrence of the incident as
required in Section 429.23, F.8. for 1 of 1
residents sampled. (#5)

Findings:

Review of an incident report revealed on

, Resident #5 was
administered 1mi of . The nurse documented
she injected the into the resident's abdomen.
The injection was ordered to be injected into
a . The next moming the resident began o

Cz821
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transferred to the hospital for evaluation. She
was diagnosed with gas bubbles in her abdomen
due to the injection being given incorrectly into
the abdomen. She returned to the facility on

On at 4:50pm in an interview with the

Administrator, she confirmed resident #5 received

a injection via the wrong route and had to be
itatized for She i the

Adverse Incident Report was submitted on

. She said it was not submitted within
one business day because the previous Director
of Nursing did not telt her about the incident,
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