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Initial Comments.

AMENDED

A second revisit to a complaint investigation #
2019014477 was conducted at Garden Valley
Retirement Home LLC on .
Deficiencies were identified at the time of the
survey.

42923( & ) FS; 59A-36.016 FAC Risk
Mgmt & QA; Adverse Incident Report

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.~
{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facifity personnel could
exercise control rather than as a result of the
resident’s condition and results in:
2. or damage;
3. Permanent - ;

. or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
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acute care due fo the incident rather than the
resident’s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimite, or United
States mail, a preliminary report fo the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on all
adverse incidents specified in this section. The
report must include the resuits of the facility's
investigation into the adverse incident.

{6) , neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

({7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 485 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s, 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
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by a health care professional who is subject to
disciplinary action, in which case the provisions of
5. 456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regutatory board,

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

59A-36.016 Adverse Incident Report.

(1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
section 429.23(3), F.8., must be submitted within
1 business day after the incident pursuant to rule
59A-35.110, F.A.C., which requires ontine
reporting.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1),
above, the facility must subrmit a full report within
15 days of the incident. The full report must be
submitted pursuant to rule 59A-35.110, F.AC.,
which requires online reporting.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to file a one-day and a fifteen-day adverse
incident report regarding one out of six sampled

Residents (Resident #1). Resident #1 was found
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and subsequently hospitalized on
two occasions.

Findings included:

A review of the resident record revealed that
Resident #1 was found twice within
a 2-month period. a review of facility records
showed no documentation that an adverse
incident report was filed regarding either incident.

On at 8:05 AM, Staff G stated she called
emergency services to Resident #1 on more than
one occasion, always after breakfast. Staff G
stated the resident sat in the family room to watch
TV when she finished her breakfast, and the staff
kept making rounds and found the resident
sitting, but she looked as if she was asleep. Staff
G stated she gave Resident #1 touch stimuli but
the resident did not respond. The staff checked
the , and and called 911 who
transferred the resident to the hospital. The staff
informed the resident’s family, Staff F and Staff A.

Resident #1's observation log dated
revealed the resident was found

The facility calied 911 and transferred the
resident to a locat hospital.

Resident #1's observation log dated
revealed that the resident was found

. The facility caffed 811 and
transferred the resident to a local hospital.

Review of Incident Reporting System showed that
the facility submitted the [ast adverse incident
report on

On at 12:50 pm Staff F stated,” I'm
not sure, let me call the former administrator”.
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On at 12:53 pm Staff B stated," |
didn't know that we had to report it after we
received the deficiencies and it wasn't in our plan
of corrections. { thought we had just had to just
pay the fines. The staff member that was there
during the incident no longer works here. We
don't feel comfortable writing about something
that we were not there for.”
Uncorrected
Class It
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408.811 FS; 59A-35.120 FAC Right of Inspection;
Inspection Reports

408.811 Right of inspection; copies; inspection
reports; plan for carrection of deficiencies.-
{1) An authorized officer or employee of the
agency may make or cause to be made any
inspection or investigation deemed necessary by
the agency to determine the state of compliance
with this part, authorizing statutes, and applicable
rules. The right of inspection extends to any
business that the agency has reason o believe is
being operated as a provider without a license,
but i fon of any business of
being operated without the appropriate ficense
may not be made without the permission of the
owner or person in charge unless a warrant is
first obtained from a circuit court. Any application
for a license issued under this part, authorizing
statutes, or applicable rules constitutes

ission for an iate i ion to verify
the information submitted on or in connection with
the application.
{a) All inspections shall be unannounced, except
as specified in s, 408.806.
{b} Inspections for relicensure shall be conducted
piennially unless otherwise specified by
authorizing statutes or applicable rules.
(2} Inspections conducted in conjunction with
certification, comparable licensure requirements,
or a recognized or approved accreditation
organization may be accepted in lieu of a
complete licensure inspection. However, a
ficensure inspection may also be conducted to
review any licensure requirements that are not
also requirements for certification.
(3} The agency shall have access to and the
ficensee shall provide, or if requested send,
copies of all provider records required during an
inspection or other review at no cost to the
agency, including records requested during an
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offsite review.

(4) A deficiency must be corrected within 30
calendar days after the provider is notified of
inspection results unless an alternative timeframe
is required or approved by the agency.

{5) The agency may require an applicant or
ficensee to submit a plan of correction for
deficiencies. If required, the plan of correction
must be filed with the agency within 10 calendar
days after notification uniess an alternative
timeframe is required.

{B){a} Each licensee shall maintain as public
information, available upon request, records of alt
inspection reports pertaining to that provider that
have been filed by the agency unless those
reports are exempt from or contain information
that is exempt from s. 119.07{1) and s. 24(a), Art.
| of the State Constitution or is otherwise made
confidential by law. Copies of such reports shall
be retained in the records of the provider for at
ieast 3 years following the date the reports are
filed and issued, regardiess of a change of
ownership.

{b} Alicensee shall, upon the request of any
person who has completed a written application
with intent to be admitted by such provider, any
person who is a client of such provider, or any
relative, spouse, or guardian of any such person,
furnish to the requester a copy of the last
inspection report pertaining to the licensed
provider that was issued by the agency or by an
accrediting organization if such report is used in
fieu of a licensure inspection.

58A-35.120 Inspections.

{1) When regulatory violations are identified by
the Agency:

(a} Deficiencies must be corrected within 30 days
of the date the Agency sends the deficiency
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notice to the provider, unless an alternative
timeframe is required or approved by the Agency.
{b} The Agency may conduct an unannounced
foliow-up inspection or off-site review to verify
correction of deficiencies at any time.

(2) If an inspection is completed through off-site
record review, any records requested by the
Agency in conjunction with the review, must be
received within 7 days of request and provided at
no cost to the Agency. Each licensee shall
maintain the records including medical and
treatment records of a client and provide access
to the Agency.

(3} Providers that are exempt from Agency
inspections due to accreditation oversight as
prescribed in authorizing statutes must provide:
{a) Documentation from the accrediting agency
including the name of the accrediting agency, the
beginning and expiration dates of the provider's
accreditation, accreditation status and type must
be submitted at the time of license application, or
within 21 days of accreditation.

{b)D on of each itation
including the itation
organization's report of findings, the provider's
p and the final ination must be

submitted within 21 days of final determination or
the provider is no longer exempt from Agency
inspection.

This Statute or Rule is not met as evidenced by:
Based on observation, and record review, the
facitity failed to correct deficiencies within 30
days.

Findings:
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Record review revealed that the facility was cited

on for Staffing Standards/Administrators

and Risk Management & QA/Adverse Incident

Report.

On [during a reinspection, observed

that these two reoccurring deficiencies were not

corrected.
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