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A000 tnitial Comments i A00D

CCR 2012006461
CCR 2012006525 .
Two unannounced complaint surveys, CCR i |
2012006461 and CCR 2012006525, were
conducted at Provision Living at Panama City
LLC at 6012 Magnolia Beach Road, Panama
City, Florida on » 2012, Licensure
deficiencies were identified as a result of the
survey.

A 165 429.23 FS; 58A-5.0241 FAC Risk Mgmt & QA; A 165
$8=D. Adverse Incident Report

internal risk management and qualily 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 part is
required to maintain adverse incident reports, For
purposes of this section, the term, " adverse
incident " means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident ' s condition and results in:

1. ;
2. or spinal damage;
3. Permanent . N
4, or of bones or joints; H
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure o honor advanced
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directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to 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 cccurrence of an adverse
incident, by electronic mail, facsimile, or United
States mail, a preliminary report to 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 results of the facility ' s
investigation into the adverse incident.

{6) , neglect, or | must be
reported to the Department of Children and

Family Services as required under chapter 415.
{7) The information reporied to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459, :
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a heaith care professional
wha 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

A165
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s, 456,073 apply.

adverse incident reports prescribed in thi

this fact to such regulatory board.

adverse incident reports required under {

regulatory board.

Adverse Incident Report.

Adverse incident Report-1 Day,
and incorporated by reference. The form
submitted via electronic mail to

{8) If the agency, through its receipt of the

A 165

determine whether it potentially involved conduct *
by a health care professional who is subject to
disciplinary action, in which case the provisions of

s part or |

through any investigation, has reasonable belief
that conduct by a staff member or employee of a
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report

{9) The adverse incident reporis and prefiminary

his

section are confidential as provided by law and
are not discoverable or admissible in any civil or
adminisirative action, except in disciplinary
proceedings by the agency or appropriate

{10} The Department of Elderly Affairs may adopt
rules necessary to administer this section.

{1} INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by  °
Section 429.23(3), F.S., must be submitted within |
one (1) business day after the incident on AHCA
Form 31801024, Assisted Living Facility Iniﬁal

200
shall be

riskmgmtps@ahca.myflorida.com; on-line at
http:f/ahca.myflorida.com/reportingfindex shiml; |
by facsimile to (850)922-2217; or by U.8.
AHCA, Florida Center for Health information and
Policy Analysis, 2727 Mahan Drive, Mail Stop 16,
Tallahassee, Florida 32308-5403, telephone
(850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
Information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report '

Mail to
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is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.

(2) FULL ADVERSE INCIDENT REPORT. For

{1) above, the facility shall submit a full report
within fifteen (15} days of the incident. The full
report shall be submitted on AHCA Form
3180-1025, Assisted Living Facility Full Adverse
Incident Report-15 Day, dated 2006, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
fail to file an adverse incident report for an event
that was reported to law enforcement for 1 of 7
sampled residents. (#1)
Findings include:
1) On a record review of Bay County
Sheriff ' s Office (BCSO) Incident Report
2012-021129 revealed the Administrator
contacted BCSO regarding fraud on in
reference to a check made out to staff member G
by resident #1. Resident #1 advised the
Administrator that he did not write a check to staff
member G.  The incident report also revealed
staff member G was on at
06:59 and charged with crimes against
of elderly and at 07:87 and

charged with fraud utter false instrument.
2)0On about 9:50 a.m. an interview was
conducted with the Administrator and she
confirmed there was a thief. The Administrator
stated Resident #1 doesn't have any family

t and she (the ini r} was helping

L A165
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resident #1 with bills and bank deposits. The
Administrator stated the bank called her

regarding a check for $860.00 and she advised
the bank " I didn't write the check ™ and was
informed that the bank had started their own
internal investigation. The Administrator stated
she contacted the police department to report
what had happen and an investigator came and
confirmed staff member G had written about
$14,000.00 worth of checks. The Administrator
stated "I didn't know it qualifies as an adverse
incident, when 1 think of adverse incidents { think
only physical things " .

3)0n about 11:15 a.m. an interview was
conducted with resident # 1. Resident #1 stated, :
it happened months ago and one of the {staff
member G) took his check book out of his top
drawer and wrote checks for $15,000.00.

Class Il
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FLORIDA AGENCY FOR HEAITH CARE ADMINSTRATION

i
R Bettor Heaith Care for all Floridians B LWDEK
L2012
Administrator
Provision Living At Panama City
6012 Magnolia Beach Road

Panama City, F1. 32408
Dear Administrator:
Re: CCR #2012006525 & 2012006461

This letter reports the findings of a state licensure survey that was conducted on ,2012 by
representative(s) of this office. Attached is the provider's copy of the State (3020) Form, which indicates the
deficiencies that were identified on the day of the visit. Section 408.811(4), Florida Statutes, requires that you
correct these deficiencies within thirty days of the date of this letter unless the Agency has approved another
timeframe. Staff from this office will conduct a review after 5 2012 to verify that the necessary
corrections are in place to cortect the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shiml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional

and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call me at
850-412-4540.

Sincerely,
Donah Heiberg
Field Office Manager
DH/dh
Enclosure
XG9O
Headquarters Tallahassee Field Office

2727 Mahan Drive
Taliahassee, FL 32308
hitpilahca.myflorida.com

2727 Mahan Drive, Mail Stop #46
Tallahassee, FL 32308
Phone 850-412-4540; Fax (850) 922-9162




