Agency for Health Care

PRINTED: 10/07/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11968729

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY

COMPLETED

09/24/2021

NAME OF PROVIDER OR SUPPLIER

2301US 27

THE MANOR AT LAKE JACKSON

STREET ADDRESS, CITY, STATE, ZIP CODE

L3

SEBRING, FL 33870

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

Cz821)
85=D

59A-35.110 FAC Reporting Requirements;
Electronic Submission

59A-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
Wi, F.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 renewat;

{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; and,

() Approval of revisions to emergency
management plans.

{2) Electronic submission of information.

(a} The following required information must be
submitied electronically through the Agency's
Single Sign On Portat located at
https:/fapps.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:

https:/iwww firules.org/Gateway/reference.asp?N
o0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
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Portal located at:
https: _ahca.myflorida
rtal.
2. Assisted living faciiities:
Adverse incident reports must be submitted
electronically fo 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 OL, » which is hereby
incorporated by reference and available at:
hittps:/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:
https: _ahca.myflorida
rtal.
3. Hospitals:
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, £.8., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and available at:
hitps:/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:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambutatory 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
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Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available
at:
https:/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:
ks . -ahca.myflorida i ignOnPo
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/iwww. firules.ol asp?No
=Ref-12123, and through the Agency's Single
Sign On Portat located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
6. For the purposes of this rule, the following
appties 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,
¢. Nursing Homnes, Hospitals, and Ambulatory
Surgical Centers: A full report {15- Day) is
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
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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 tate not to exceed $500.

(b} The licensee must retain a copy of all
documentation generated at time of reporting as
i ion of ful ic submisst

o

(c} If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3458 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facitity failed to electronically submit an adverse
incident report for one ( Resident#1 ) of one
sampled resident.

Findings included:

Areview of Resident #1 medical chart revealed
that she was admitted on . This review
also revealed that Resident#1 had diagnosis that
included . ,two

and was under precautions.

Afurther review of Resident#1 medical chart
revealed the following physician note:

at 0900 AM - Patient evaluated per
staff request for recent . . Staff reports patient
had an unwitnessed  this morning around 6am.
I was in the facility at 830 am, observed patient in

Cz821

the dining room with obvious | . Patient
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evaiuated sitting in the wheelchair . States she
this morning in her bathroom , reports,  to the
feft | and lower . Patient tearful , unable to
eat breakfast. Both of these behaviors are untike
patient. Patient request to go to the hospital , | will
have staff send patient for evaluation.

A review of the facility's Communication Log
revealed the following note(s):

- shift: Resident #1 sent to hospital

- shift: Resident #1 has been
admitted to . . Wilt not be
returning tonight.

A review of Resident#t emergency room
discharge notes from 30

dated revealed that Resident#1
sustained an acute moderate ;

of 2 with 2 mm retropuision of
the entire , cortex in the ., canal
producing moderate |

Afurther review of Resident#1 discharge notes
revealed the resident was recommended
placement in a skilled nursing facility for
rehabilitation and | PN
These findings were reviewed and discussed with
the facifity's Executive Director on at
1:33 PM. During this discussion the Executive
Director was unable to produce evidence of an
Adverse Incident report related to this incident
and stated,” Resident #1 had a lot of issues with
food and paranoia, but | don't recall a ..ddo
not recall this incident. [ don't know why she was
admitted to the hospital. She never came

here. She went straight to the of B
from the hospital. We were just told that she was

Cz821

admitted and wouldn’t be coming "
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59A-35.110 FAC Reporting Requirements;
Electronic Submission

59A-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
Wi, F.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 renewat;

{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; and,

() Approval of revisions to emergency
management plans.

{2) Electronic submission of information.

(a} The following required information must be
submitied electronically through the Agency's
Single Sign On Portat located at
https:/fapps.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:

https:/iwww firules.org/Gateway/reference.asp?N
o0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On

cz821
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Portal located at:
https: _ahca.myflorida
rtal.
2. Assisted living faciiities:
Adverse incident reports must be submitted
electronically fo 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 OL, » which is hereby
incorporated by reference and available at:
hittps:/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:
https: _ahca.myflorida
rtal.
3. Hospitals:
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, £.8., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and available at:
hitps:/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:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambutatory 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

OnPo
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Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available
at:
https:/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:
ks . -ahca.myflorida i ignOnPo
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/iwww. firules.ol asp?No
=Ref-12123, and through the Agency's Single
Sign On Portat located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
6. For the purposes of this rule, the following
appties 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,
¢. Nursing Homnes, Hospitals, and Ambulatory
Surgical Centers: A full report {15- Day) is
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

Cz821
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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 tate not to exceed $500.

(b} The licensee must retain a copy of all
documentation generated at time of reporting as
i ion of ful ic submisst

o

(c} If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3458 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facitity failed to electronically submit an adverse
incident report for one ( Resident#1 ) of one
sampled resident.

Findings included:

Areview of Resident #1 medical chart revealed
that she was admitted on . This review
also revealed that Resident#1 had diagnosis that
included . ,two

and was under precautions.

Afurther review of Resident#1 medical chart
revealed the following physician note:

at 0900 AM - Patient evaluated per
staff request for recent . . Staff reports patient
had an unwitnessed  this morning around 6am.
I was in the facility at 830 am, observed patient in

Cz821
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evaiuated sitting in the wheelchair . States she
this morning in her bathroom , reports,  to the
feft | and lower . Patient tearful , unable to
eat breakfast. Both of these behaviors are untike
patient. Patient request to go to the hospital , | will
have staff send patient for evaluation.

A review of the facility's Communication Log
revealed the following note(s):

- shift: Resident #1 sent to hospital

- shift: Resident #1 has been
admitted to 5 - Wil not be
returning tonight.

A review of Resident#t emergency room
discharge notes from oL

dated revealed that Residenti#t1
sustained an acute moderate ;

of 2 with 2 mm retropulsion of
the entire , cortex in the ., canal
producing moderate |

Afurther review of Resident#1 discharge notes
revealed the resident was recommended
placement in a skilled nursing facility for
rehabilitation and | PN
These findings were reviewed and discussed with
the facifity's Executive Director on at
1:33 PM. During this discussion the Executive
Director was unable to produce evidence of an
Adverse Incident report related to this incident
and stated,” Resident #1 had a lot of issues with
food and paranoia, but | don't recall a ..ddo
not recall this incident. [ don't know why she was
admitted to the hospital. She never came

here. She went straight to the of:

from the hospital. We were just told that she was

Cz821
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