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The President of the Senate, 
the Speaker of the House of Representatives, 
and the Joint Legislative Auditing Committee 
 
 
I have directed that a program evaluation and justification review be made of the Health 
Care Regulation Program administered by the Agency for Health Care Administration.  
The results of this review are presented to you in this report.  This review was made as a  
part of a series of justification reviews to be conducted by OPPAGA under the 
Government Performance and Accountability Act of 1994.  This review was conducted  
by Cynthia Cline, Mary Alice Nye, and Rebecca Urbanczyk under the supervision of 
Tom Roth. 
 
We wish to express our appreciation to the staff of the Agency for Health Care 
Administration for their assistance. 
 
Sincerely, 
 
 
 
 
John W. Turcotte 
Director  
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Executive SummaryExecutive SummaryExecutive SummaryExecutive Summary    

Justification Review of the Justification Review of the Justification Review of the Justification Review of the     
Health Care Regulation ProgramHealth Care Regulation ProgramHealth Care Regulation ProgramHealth Care Regulation Program    

PuPuPuPurposerposerposerpose_____________________________________  

This report presents the results of OPPAGA’s program evaluation and 
justification review of the Agency for Health Care Administration’s Health 
Care Regulation Program.  State law directs OPPAGA to conduct a 
justification of each program that is operating under a performance-based 
program budget.  OPPAGA is to review each program’s performance and 
identify alternatives for improving services and reducing costs.   

Background Background Background Background ________________________________  

The Health Care Regulation Program is intended to ensure that 
Floridians have access to quality health care and services through the 
licensure, monitoring, and regulation of facilities, services, and 
practitioners.  Program activities are divided into four major service 
categories. 

" Licensure and regulation of health care facilities and services.  
Program staff inspect and license health care facilities, including 
hospitals, nursing homes, assisted living facilities, ambulatory surgical 
centers, adult day care centers, home health care, and laboratory 
testing facilities to ensure that the public's health care is provided in 
facilities that, at a minimum, meet federal and state standards. 

" Health facilities planning and construction review.   Program staff 
are responsible for projecting the need for additional health services 
and controlling the quantity of services provided through the 
Certificate of Need Program.  In addition, program staff review new 
construction, additions, and renovations of all hospitals, and monitor 
and approve the construction of nursing homes.  

" State regulation of health care practitioners.  Program staff provide 
support services to regulatory boards and councils of various health 
care professions administratively housed within the Department of 
Health.  Program staff perform activities such as processing 
complaints, investigating health care practitioners, and prosecuting 
practitioners in cases in which an investigation shows there is 
probable cause to believe the person has violated professional 
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standards.  The regulatory boards in the Department of Health make 
the final decisions in these cases.  

" Oversight and monitoring of health maintenance organizations.  
Program staff oversee and monitor commercial and Medicaid 
managed health care plans, workers’ compensation arrangements, 
and consumer choice counseling initiatives.  The program also 
provides the final appeals process for consumers in grievances against 
commercial and Medicaid HMOs.  

The program is administered by the Agency for Health Care 
Administration’s Division of Managed Care and Health Quality through 
the division’s office in Tallahassee and 11 area field offices throughout the 
state. 

The Health Care Regulation Program receives funding from several 
sources, including the Health Care Trust Fund (71%), state general 
revenue (14%), and other trust funds (15%).  Sources of revenue for the 
Health Care Trust Fund include license fees and fines assessed against 
health care practitioners and facilities.  In Fiscal Year 2000-01, the program 
was appropriated $73,100,784. 

Program Benefit, Placement, and Program Benefit, Placement, and Program Benefit, Placement, and Program Benefit, Placement, and 
PerformancPerformancPerformancPerformanceeee ________________________________  

Florida’s program to regulate health care practitioners and to license and 
regulate health care facilities and services is vital to ensure that Floridians 
have access to quality health care.  The program is needed to provide 
adequate safeguards against practitioners who might practice while 
impaired and health care facilities and providers that endanger public 
health and well-being by providing substandard care. 

The program offers limited opportunities for further privatization.  Some 
regulatory functions, such as investigating complaints, do not lend 
themselves to privatization.  However, the program has taken steps to 
privatize activities where possible. 

Florida’s Auditor General recently completed a study that recommends 
that the Legislature authorize additional study to determine the feasibility 
of having one department perform all state medical quality assurance 
functions.  OPPAGA is scheduled to conduct a comprehensive 
justification review of the Department of Health’s Medical Quality 
Assurance program and will address these and other organizational issues 
in that report, which will be published prior to the 2002 legislative session. 
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Improved Enforcement Needed to Improved Enforcement Needed to Improved Enforcement Needed to Improved Enforcement Needed to     
Reduce Risk to Consumers Reduce Risk to Consumers Reduce Risk to Consumers Reduce Risk to Consumers ________________  

AHCA needs to improve its performance in taking action concerning 
serious complaints against practitioners and facilities.  While the agency is 
responding faster to serious facility complaints, it has not met its 
legislative performance standard for taking emergency actions against 
facilities.  Further, the risk to consumers from practitioners who have 
made serious, harmful medical mistakes is greater than available data 
appear to indicate.  Nearly one in seven hospitals failed to report serious 
harmful incidents in Fiscal Year 1999-2000 as required by law.  However, 
program staff said that the data on non-reporting by hospitals do not 
accurately reflect the extent of the failures by hospitals to report adverse 
incidents.  Instead, they represent only those cases in which program staff 
learned of unreported incidents when conducting regulatory activities.  
We also have concerns about the validity and reliability of some of the 
performance data that we reviewed for Fiscal Year 1999-2000 and Fiscal 
Year 2000-01.   

The Legislature should consider revising the law to increase the 
consequences to hospitals from failing to report adverse incidents to the 
Agency for Health Care Administration.  One action the Legislature 
should consider is removing the statutory protection of confidentiality 
from records of adverse incidents that facilities have failed to 
appropriately report to the state.  A hospital’s failure to report an adverse 
incident would make that information a public record that could be used 
in civil proceedings.  As long as hospitals follow the law, the records will 
be protected; if they choose not to follow the law, the protection will not 
apply.  Failing to follow the law will open the records to discovery in a 
civil action.  We believe this recommendation would be self-executing and 
involve no additional cost to the state or extra work for program staff.  

The agency should 

" ensure the accuracy of data entered into its complaint database; steps 
must be taken to insure the data accuracy since many of the program’s 
performance measures rely on data extracted directly from the 
database, such as the average number of days to take emergency 
action on Priority I complaints; 

" establish procedures requiring its staff to maintain documentation 
needed to verify its reported performance figures; and 

" exclude from its performance measure on the new Medicaid recipients 
voluntarily selecting to participate in managed care those cases in 
which a recipient switched from one form of managed are to another, 
such as from a Medicaid HMO to MediPass.  Including these cases 
distorts the accuracy of the agency’s measure. 
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The AHCA/DOH joint committee should seek ways to improve access to 
state attorney information regarding complaints in which the states 
attorneys' offices are pursuing criminal cases against practitioners and the 
complaints involve an immediate threat to consumers. 

Consumer Access and Outcomes Consumer Access and Outcomes Consumer Access and Outcomes Consumer Access and Outcomes _________     
AHCA has taken steps to improve consumer access to Health Care 
Regulation Program services by outsourcing the program’s complaint call 
center.  However, the call center was not used to handle complaints 
regarding the agency’s action to cancel the Medicaid contracts of six 
nursing homes in October 2000.  Further, the agency does not collect data 
that would allow it to assess its effectiveness in providing non-English-
speaking consumers access to the complaint investigation process.  

Currently, only a small percentage of the complaints involving allegations 
of standard of care violations result in a disciplinary action being taken 
against a practitioner.  By using alternative resolution methods such as 
mediation and issuing citations, the program would be able to improve 
complaint outcomes and reduce the cost of the complaint resolution 
process. 

The agency should monitor the frequency with which it decides to use its 
own staff to handle complaints over the next year, rather than allow the 
complaints to be handled by the privatized call center.  If there is a trend 
for agency staff to handle complaints regarding sensitive matters, such as 
the nursing home contract cancellations in October 2000, the agency 
either should ensure it maintains sufficient internal resources and 
expertise to handle such incidents or review its contract with the private 
company operating its call center and determine whether the contract 
should be modified so as to ensure that the center can handle calls of this 
nature.  The agency should collect data that will enable it to assess 
whether non-English-speaking consumers are having difficulty accessing 
the complaint investigation process. 

The Legislature should direct the Agency for Health Care Administration 
and Department of Health to develop proposals to increase the use of 
mediation and citations as means to resolve complaints against 
practitioners.  Increased use of these approaches should allow the agency 
and the department’s professional boards to more cost-effectively use 
their resources and provide an annual cost savings of $1.6 million. 
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Medicaid Managed Care Medicaid Managed Care Medicaid Managed Care Medicaid Managed Care ___________________     
In order to make effective policy decisions concerning Medicaid managed 
care, legislators and consumers need information comparing MediPass 
and Medicaid HMOs on measures of consumer satisfaction, health 
outcomes, and complaints.  AHCA has been working to develop a system; 
however, it cannot currently assess the relative effectiveness of the 
different Medicaid managed care delivery systems.  In addition, the 
information that is available raises serious quality of care concerns about 
access and services available through Medicaid HMOs.   

The Legislature created the Medicaid Options Program to ensure that 
Medicaid participants had information about their health plan choices, to 
increase voluntary enrollment in managed care, and to eliminate 
unscrupulous enrollment practices by HMOs.  The program is 
administered by Benova, a private enrollment broker, under a three-year 
contract with AHCA that expires in June 2001.  During Fiscal Year 
1999-2000, Benova staff received 742,000 telephone calls, mailed an 
average of 40,000 new eligible packets per month, and processed an 
average of 15,000 plan changes per month.  Benova was paid $14,150,000 
during that fiscal year.  The agency’s Long Range Program Plan and the 
Governor’s budget propose reducing the contract’s cost from $14.2 million 
to $1 million.  While we support agency efforts to reduce the costs of state 
programs, we note that the program‘s Long Range Program Plan does not 
describe how Medicaid enrollment functions would be performed if the 
program’s funding were cut from $14.2 million to $1 million.   

The agency should develop a system to provide ongoing comparative 
information on health outcomes and consumer complaints for Medicaid 
HMOs, MediPass, and the new Provider Service Network. 

The agency also should ensure that HMOs are providing quality care to 
all Medicaid participants and consumers.  It also should assess the extent 
to which Medicaid HMO consumers are opting out of HMOs after the 
lock-in period because of quality of care concerns. 

At a minimum, the agency should restructure the current outreach 
activities performed under the Medicaid Options Program.  This should 
save approximately $1.7 million to $2.2 million annually.  AHCA also 
should consider adopting alternative methods for informing consumers 
about their health plan choices, such as providing only printed materials, 
or providing choice counseling materials when the consumer applies for 
services such as is done in Oregon.  Finally, it should explore further the 
costs associated with the various enrollment services currently provided 
by Benova and the effect on consumers of eliminating the Benova call 
center. 
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Regulation of Facilities Regulation of Facilities Regulation of Facilities Regulation of Facilities _____________________     
The Certificate of Need (CON) Program can be eliminated. Due to 
changes in federal law, the state’s Medicaid payments for nursing homes 
residents are now made on a per diem basis, and no longer cover building 
construction costs.  Consequently, there is no longer a need to control the 
number of unused facility beds in order to contain Medicaid costs.   If the 
CON Program were abolished, the agency could reduce its costs by 
$836,525 and eliminate 18 positions.   

If the program were abolished, the state would need to develop 
alternatives for addressing several issues, such as ensuring that facilities 
that undertake certain medical procedures can respond to emergency 
situations; providing a means for ensuring that the “unprofitably” ill, such 
as persons with acute needs such as AIDS/HIV patients or the elderly, 
have access to long term care; and addressing the financial problems 
associated with the state’s large urban teaching hospitals.  These hospitals 
attempt to help cover the costs of providing health care services to the 
poor and providing training facilities for medical schools by performing 
profitable medical procedures.  The CON Program limited the 
competition in these profit centers to promote indigent care, training, and 
technology.  Elimination of CON may impair the ability of the urban 
teaching hospitals to fund and provide less profitable services.  

AHCA took action in October 2000 to cancel the Medicaid contracts of six 
chronically under-performing homes. AHCA managers stressed that this 
was a contract action taken by the Medicaid Program and was not a 
disciplinary action taken under the authority of the Health Care 
Regulation Program. They also said that the facilities’ Medicaid contracts 
could be cancelled with 30 days notice to the provider and without 
having to offer due process, as would be the case if disciplinary action was 
taken against a facility.  Three nursing homes owned by one company 
agreed to create quality assurance departments within the company as 
well as monitor quality in the facilities.  Of the remaining three facilities, 
one has closed, the second experienced a change of ownership and 
reopened, and the third has adopted the monitoring agreement noted 
above.  

However, we identified several concerns with the agency’s approach of 
addressing problems with the quality of care offered by facilities through 
a contract action, including AHCA not taking strong disciplinary action 
against the homes prior to October 2000 and the due process issues noted 
by the federal district court.  While the agency’s desire to improve the 
quality of care offered by homes is laudable, the use of a contract action to 
address facility quality of care problems raises concerns regarding the 
efficacy of its use of available statutory disciplinary remedies.  All of the 
six facilities that had their Medicaid contracts cancelled in October 2000 
had numerous violations over the two-year period preceding the contract 
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cancellations.  However, AHCA did not take action to suspend or revoke 
the license of any of the six substandard nursing homes in the two-year 
period preceding the action to cancel their Medicaid contracts.   

AHCA needs to improve its systems for informing consumers about the 
quality of care provided in nursing homes.  The agency’s nursing home 
watch list, which is published quarterly and is available both in print and 
on the Internet, has several limitations that reduce its usefulness.  For 
example, the list does not provide quantitative data on the frequency with 
which listed deficiencies occurred in a facility.  Consequently, citizens 
cannot tell whether a deficiency was an isolated case or whether it was 
widespread.   

AHCA staff indicated that their plan to provide consumers with a watch 
list is to be supplemented by a new scorecard system.  However, the 
scorecard is seriously limited as a means for providing consumers with 
useful information on a nursing home’s condition.  For example, 
consumers viewing the scorecard’s ratings cannot readily discern the 
frequency and seriousness of deficiencies among facilities.  Further, the 
scorecard provides no information on when a violation occurred and 
when a corrective action was taken.   

The Legislature should amend the law to eliminate the Certificate of Need 
Program.  If the CON Program is eliminated, AHCA should develop 
guidelines requiring hospitals that perform certain types of procedures to 
have the necessary facilities to provide quality care.  In order to provide a 
means for ensuring that the “unprofitably” ill, such as persons with acute 
needs such as AIDS/HIV patients or the elderly, have access to long term 
care, AHCA could make acceptance of these patients a condition for 
issuing a license to a facility.  Also, to help ensure that elimination of the 
CON Program does not impair the ability of the urban, teaching hospitals 
to fund and provide less profitable services, AHCA can control the 
medical procedures offered by surrounding hospitals through licensing. 

We recommend that AHCA take strong disciplinary actions under its 
statutory enforcement authority to address the problem of chronically 
under-performing facilities.  In taking such actions, AHCA should be 
mindful of providing facility owners due process and an opportunity to 
be heard.  AHCA should ensure that the operators of substandard 
facilities understand that initial, less serious enforcement actions will be 
followed by more severe enforcement actions based upon the facilities’ 
prior records.  

The agency should improve its system for informing consumers about the 
quality of care provided in nursing homes by incorporating quantitative 
data as well as more detail into their reports on the records of nursing 
facilities. 
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Agency Response Agency Response Agency Response Agency Response __________________________  

The Secretary of the Agency for Health Care Administration provided a 
written response to our preliminary and tentative findings and 
recommendations.  (See Appendix C, page 45.) 
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Chapter 1Chapter 1Chapter 1Chapter 1    

IntroductionIntroductionIntroductionIntroduction    

Purpose Purpose Purpose Purpose ____________________________________  

This report presents the results of OPPAGA’s program evaluation and 
justification review of the Agency for Health Care Administration’s Health 
Care Regulation Program.  State law directs OPPAGA to complete a 
justification review of each state agency program that is operating under a 
performance-based program budget.  OPPAGA is to review each 
program’s performance and identify alternatives for improving services 
and reducing costs. 

This report analyzes the services provided by the Health Care Regulation 
Program and identifies alternatives to improve these services.  Appendix 
A summarizes our conclusions regarding each of the nine areas the law 
directs OPPAGA to consider in a program evaluation and justification 
review. 

Background Background Background Background ________________________________  

Program missionProgram missionProgram missionProgram mission    
The goal of the Health Care Regulation Program is to ensure access to 
quality health care services through  

" licensing and certifying facilities and services and 
" responding to consumer complaints about facilities, services, and 

practitioners.  

Program servicesProgram servicesProgram servicesProgram services    
The purpose of the Health Care Regulation Program is to help ensure that 
Floridians have access to quality health care and services through the 
licensure, monitoring, and regulation of facilities, services and 
practitioners.  Program activities are divided into four major service 
categories. 

Licensure and regulation of health care facilities and services.  This 
service category includes such activities as inspecting and licensing 
various health care facilities.  The program regulates the following types 
of health care facilities and service providers:  
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" inpatient or residential facilities such as hospitals, nursing homes, 
and assisted living facilities;  

" outpatient or ambulatory facilities such as ambulatory surgical 
centers, adult day care centers, and end stage renal disease facilities; 
and  

" services such as home health care, laboratory testing, and 
rehabilitation therapy.  

Program staff inspect and license these entities to ensure that the public's 
health care is provided in facilities that, at a minimum, meet federal and 
state standards.  Depending on the type of care provided, regulatory 
standards address such areas as staff qualifications and staffing levels, 
financial stability, internal quality assurance programs, patient or resident 
rights, and life safety.  

When facilities and service providers fail to meet state and federal 
regulatory standards, the program may impose sanctions such as denial, 
suspension, or revocation of the facility's license.  The program may also 
levy administrative fines or impose a moratorium on new admissions to 
the facility.  The program may also recommend federal decertification of 
facilities participating in the Medicare and/or Medicaid programs.  The 
agency considers cases involving license denials, moratoriums, and fines 
of $5,000 or more to be significant administrative actions.  

Health facilities plans and construction review.  This service category 
includes such activities as conducting construction plan reviews and on-
site surveys.  Program staff are responsible for reviewing and surveying 
(inspecting) new construction, additions, and renovations of all hospitals, 
nursing homes, and ambulatory surgical centers after the issuance of a 
Certificate of Need and prior to licensure and occupancy.  The intent of 
these reviews and surveys is to achieve and maintain consistent statewide 
minimum design and construction standards to assure the safety and 
well-being of those who use these facilities.  Program staff inspect facilities 
during construction to ensure they will meet minimum design, building 
code, and life-safety standards.  

State regulation of health care practitioners.  This service category 
includes staff and support services to regulatory boards and councils of 
various health care professions administratively housed within the 
Department of Health.  Activities within this service category include 
processing complaints about health care practitioners, investigating health 
care practitioners who are the subject of complaints, and prosecuting 
practitioners in cases where an investigation shows there is probable 
cause to believe the person has violated professional standards.  The 
regulatory boards in the Department of Health make the final decisions in 
these cases.  If necessary, the agency can initiate emergency action, such 
as suspending or restricting a practitioner’s license, subject to approval by 
the Secretary of the Department of Health.  Program staff also provide 
consumers with information about specific practitioners, including 
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disciplinary actions against a practitioner and the status of the 
practitioner’s license.  

Oversight and monitoring of health maintenance organizations.  This 
service category includes oversight and monitoring of commercial and 
Medicaid managed health care plans, workers’ compensation 
arrangements, and the consumer choice counseling initiatives.  The 
program also provides the final appeals process for consumers in 
grievances against commercial and Medicaid HMOs through the 
Statewide Provider and Subscriber Assistance Program. 

Program organizationProgram organizationProgram organizationProgram organization    
The program is administered by the Agency for Health Care 
Administration, Division of Managed Care and Health Quality, through 
the division office in Tallahassee and 11 area field offices throughout the 
state.  

Exhibit 1Exhibit 1Exhibit 1Exhibit 1    
Health Care Regulation Program DistrictsHealth Care Regulation Program DistrictsHealth Care Regulation Program DistrictsHealth Care Regulation Program Districts    

Source:  Agency for Health Care Administration. 
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Program resourcesProgram resourcesProgram resourcesProgram resources    
The Health Care Regulation Program receives funding from several 
sources, including the Health Care Trust Fund (71%), state general 
revenue (14%) and other trust funds (15%).  Sources of revenue for the 
Health Care Trust Fund include license fees and fines assessed against 
health care practitioners and facilities.  As shown in Exhibit 2, Fiscal Year 
2000-01 appropriations for the Health Care Regulation Program totaled 
$73,100,784. 

Exhibit 2Exhibit 2Exhibit 2Exhibit 2    
Health Care Regulation Program Was Appropriated $73,100,784 Health Care Regulation Program Was Appropriated $73,100,784 Health Care Regulation Program Was Appropriated $73,100,784 Health Care Regulation Program Was Appropriated $73,100,784     
in Fiscal Year 2000in Fiscal Year 2000in Fiscal Year 2000in Fiscal Year 2000----01010101    

Health Care Health Care Health Care Health Care 
Trust FundTrust FundTrust FundTrust Fund

$51,954,977$51,954,977$51,954,977$51,954,977
71%71%71%71%

General General General General 
RevenueRevenueRevenueRevenue

$10,260,084$10,260,084$10,260,084$10,260,084
14%14%14%14%

Other Trust Other Trust Other Trust Other Trust 
FundsFundsFundsFunds

$10,885,723$10,885,723$10,885,723$10,885,723
15%15%15%15%

 
Source:  Chapter 2000-166, Laws of Florida. 
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Chapter 2Chapter 2Chapter 2Chapter 2    

Program Benefit and Placement Program Benefit and Placement Program Benefit and Placement Program Benefit and Placement     

IntroductionIntroductionIntroductionIntroduction _________________________________  

The Agency for Health Care Administration’s (AHCA) Health Care 
Regulation Program began operating under a performance-based 
program budget in Fiscal Year 1997-98.  The program regulates health care 
practitioners and licenses and regulates health care facilities and services.  
The regulation of health care practitioners is conducted under an inter-
agency agreement with the Department of Health.  AHCA staff receive 
practitioner complaints, conduct investigations, and prepare 
recommendations for the disposition of complaints to practitioner boards 
located in the Department of Health.  AHCA field office staff inspect 
nursing homes, assisted living facilities, and many other facilities. 

Activities benefit the state and should be continuedActivities benefit the state and should be continuedActivities benefit the state and should be continuedActivities benefit the state and should be continued    
Florida’s program to regulate health care practitioners and to license and 
regulate health care facilities and services is vital to ensure that Floridians 
have access to quality health care.  The program is needed to provide 
adequate safeguards against practitioners who might practice while 
impaired and health care facilities and providers that endanger public 
health and well-being by providing substandard care. 

Potential for further privatization Potential for further privatization Potential for further privatization Potential for further privatization appears limitedappears limitedappears limitedappears limited    
The Health Care Regulation Program offers limited opportunities for 
further privatization.  Some regulatory functions, like investigating 
complaints, are not good candidates for privatization because they 
involve the state's police power and require the exercise of discretion in 
applying the state’s authority and making value judgments in reaching 
regulatory decisions. 1  

                                                 
1 See Assessing Privatization In State Agency Programs, OPPAGA Report No. 98-64, February 1999, 
and Privatization: Lessons Learned by State and Local Governments, U.S. General Accounting Office 
Report GAO/GGD 97-48, March 1997.  

http://www.oppaga.state.fl.us/reports/r98-64s.html
http://frwebgate.access.gpo.gov/cgi-bin/useftp.cgi?IPaddress=162.140.64.88&filename=gg97048.pdf&directory=/diskb/wais/data/gao
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However, the program has taken steps to privatize activities where 
possible. 

" In July 2000, the agency privatized its complaint call center.  Prior to 
privatizing the center, AHCA operated a total of four separate call 
centers.  These in-house call centers were limited in several ways, such 
as being unable to track how long consumers had to wait for services.  
For more information on the program’s privatized call center, see 
Chapter 4, pages 18-19. 

" In 1998, AHCA privatized the Medicaid Choice Counseling Program 
that provides enrollment, outreach, and education to Medicaid 
consumers about their health plan options.  The choice counseling 
function is carried out by Benova, a private company, that operates 
the call center, a mail center, and outreach and education programs.  
For more information on the Choice Counseling Program, see 
Chapter 5, pages 25 and 26. 

Organizational placOrganizational placOrganizational placOrganizational placement ement ement ement     
Florida’s Auditor General recently completed a study that recommends 
that the Legislature authorize additional study to determine the feasibility 
of having one department perform all state medical quality assurance 
functions. 2  OPPAGA is scheduled to conduct a comprehensive 
justification review of the Department of Health’s Medical Quality 
Assurance program and will address these and other organizational issues 
in that report, which will be published prior to the 2002 legislative session. 

 

                                                 
2 Operational Audit of Medical Quality Assurance Administered by the Florida Department of Health, 
Auditor General Report No. 01-063, November 2000. 
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Chapter Chapter Chapter Chapter 3333    

Improved Enforcement Needed to Improved Enforcement Needed to Improved Enforcement Needed to Improved Enforcement Needed to 
Reduce Risk to ConsumersReduce Risk to ConsumersReduce Risk to ConsumersReduce Risk to Consumers    

The Legislature requires a swift response to serious situations that might 
endanger the public’s health, safety, and well-being.  AHCA can initiate 
emergency action in situations that represent an immediate threat to 
consumers.  For an individual practitioner, the emergency action might be 
a temporary suspension of a license to practice.  For a facility, an 
emergency action might be a suspension of new admissions.  In addition, 
the Legislature requires hospitals and other facilities to report events that 
resulted in harm to patients even though an immediate threat has passed. 
AHCA staff review reports of these events and conduct investigations of 
practitioners and facilities when appropriate.  

We concluded that the program’s immediate response to serious facility 
complaints has improved.  However, the program’s response to serious 
complaints against health care practitioners is not meeting legislative 
standards and needs improvement.  We identified three areas of concern 
that are discussed more fully in the report. 

" The agency is responding faster to serious facility complaints, but the 
number of emergency actions against facilities has declined.  In 
addition, the program is not meeting legislative performance 
standards for taking emergency actions against practitioners, and the 
length of time required to take emergency actions against practitioners 
has increased. 

" The risk to consumers from practitioners who have made serious, 
harmful medical mistakes may be greater than available data provided 
by hospitals appear to indicate.  Nearly one in seven hospitals failed to 
report one or more adverse incidents in Fiscal Year 1999-20003.  

" The accuracy of some program performance data and the validity of 
some performance measures need improvement. 

                                                 
3 Adverse incidents are defined in s. 395.0197, F.S.  Examples of adverse incidents might be cases that 
resulted in the death of a patient, a permanent spinal cord injury, and occasions in which the wrong 
surgery was performed or in which additional surgery was needed to correct a medical error. 
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Regulation of health care facilities has improved, Regulation of health care facilities has improved, Regulation of health care facilities has improved, Regulation of health care facilities has improved,     
but practitioner regulation falls short ofbut practitioner regulation falls short ofbut practitioner regulation falls short ofbut practitioner regulation falls short of    
legislative standardslegislative standardslegislative standardslegislative standards    

The program's performance in responding to serious complaints against 
health care facilities improved in Fiscal Year 1999-2000.  For example, the 
program improved its timeliness in responding to Priority I facility 
complaints. 4  During Fiscal Year 1999-2000, 4,630 complaints were filed 
against health care facilities in Florida, of which 305 (7%) were Priority I 
complaints.  As shown in Appendix B, the program reported its staff 
investigated 95.7% of the Priority I complaints within 48 hours, up from 
62% in Fiscal Year 1998-99.  However, its performance still did not meet 
the standard of 100% established by the Legislature.  Program staff 
attributed the improvement to personnel changes in certain area offices 
and improved data collection methods and record keeping practices.  The 
program has an internal performance standard of responding to a Priority 
I complaint within 24 hours of its receipt.  Program documents we 
reviewed indicate that of 115 Priority I facility complaints investigated 
from July 1, 2000, through October 6, 2000, 95.7% (all but five) were 
investigated in 24 hours or less.   

Along with an immediate response to a serious situation, the Legislature 
wants AHCA to initiate emergency actions against facilities to prevent 
further harm to consumers.  The agency may seek an order immediately 
suspending or revoking a facility’s license when it determines that any 
condition in the facility presents a danger to the health, safety, or welfare 
of its patients or residents.  AHCA most frequently sanctions facilities by 
issuing moratoriums on new admissions or through denial of payment for 
new admissions.   

The Legislature has established performance standards to increase the 
number of emergency actions taken against facilities.  The program did 
not meet its legislative standard for taking emergency actions against 
facilities (43 compared to a standard of 51) in Fiscal Year 1999-2000, and 
the number of emergency actions against facilities was 47% lower than 
the number taken in the preceding year.  Program officials believe that 
enhanced quality assurance efforts combined with a get-tough approach 
to problem facilities resulted in the need for fewer emergency orders 
against facilities in Fiscal Year 1999-2000.  Chapter 6 presents our findings 
and recommendations regarding the program’s performance in assuring 

                                                 
4 A Priority I compliant is one in which the incident represents a serious threat to public safety and 
welfare.  Examples of Priority I complaints include impairment of a practitioner due to drugs, alcohol, 
mental or physical illness, sexual misconduct, or fraud, and complaints against facilities involving 
serious injury or death of a resident, and complaints of abuse, neglect, or exploitation. 

Program more timely in Program more timely in Program more timely in Program more timely in 
responding to serious responding to serious responding to serious responding to serious 
complaints against complaints against complaints against complaints against 
facilitiesfacilitiesfacilitiesfacilities    

Most common facility Most common facility Most common facility Most common facility 
sanction is a sanction is a sanction is a sanction is a 
moratorium on new moratorium on new moratorium on new moratorium on new 
admissionsadmissionsadmissionsadmissions    

Facility emergency Facility emergency Facility emergency Facility emergency 
actions declined by actions declined by actions declined by actions declined by 
47%47%47%47%    
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the quality of nursing home care and AHCA’s ability to adequately 
enforce facility standards. 

Response to serious cResponse to serious cResponse to serious cResponse to serious complaints againomplaints againomplaints againomplaints against practitioners st practitioners st practitioners st practitioners 
needs improvement in meeting standardsneeds improvement in meeting standardsneeds improvement in meeting standardsneeds improvement in meeting standards    

The program did not meet its legislative standards for regulating 
practitioners in Fiscal Year 1999-2000.   

" Thirteen percent of priority I complaints against practitioners in  
Fiscal Year 1999-2000 resulted in emergency action compared to the 
39% standard set by the Legislature for Fiscal Year 1999-2000 (see 
Exhibit 3). 5  Further, while the rate of 13% is higher than the prior 
year’s performance (3%), we believe that the difference may be 
explained by a narrowing of the definition of what constitutes a 
priority I complaint. 6  The 2000 Legislature set the standard at 25%  
in the General Appropriations Act for Fiscal Year 2001-02. 

" The average number of days to take emergency action (124 days) 
exceeded the standard of 60 days (see Exhibit 4). 7  The program’s 
performance also did not meet the legislative standard in previous 
Fiscal Years 1997-98 (98 days) and 1998-99 (76 days). 

                                                 
5 The Governor’s Office changed the standard to 16% after consultation with legislative staff.   
6 The program developed guidelines that make certain complaints mandatory priority I, while other 
complaints may be designated priority I at the discretion of AHCA staff. 
7 The Governor’s Office, in a letter to legislative committees, changed the standard for Fiscal Year 
1999-2000 from 60 to 80 days. 
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Exhibit 3Exhibit 3Exhibit 3Exhibit 3    
Percentage of Priority I Complaints Resulting in Emergency Actions Percentage of Priority I Complaints Resulting in Emergency Actions Percentage of Priority I Complaints Resulting in Emergency Actions Percentage of Priority I Complaints Resulting in Emergency Actions Has Has Has Has 
Not Met the Legislative StandardNot Met the Legislative StandardNot Met the Legislative StandardNot Met the Legislative Standard1111    

1 The Governor’s Office, in a letter to legislative committees, changed the standard from  
39% to 16% for 1999-2000. 

Source:  General Appropriation Acts, Agency for Health Care Administration data. 

Exhibit 4Exhibit 4Exhibit 4Exhibit 4    
Average NAverage NAverage NAverage Number of Days to Take Emergency Actions Against Practitioners umber of Days to Take Emergency Actions Against Practitioners umber of Days to Take Emergency Actions Against Practitioners umber of Days to Take Emergency Actions Against Practitioners     
Has Not Met Legislative Standard and Has IncreasedHas Not Met Legislative Standard and Has IncreasedHas Not Met Legislative Standard and Has IncreasedHas Not Met Legislative Standard and Has Increased1111    

98989898

76767676

124124124124

80808080

60606060 60606060

1997-981997-981997-981997-98 1998-991998-991998-991998-99 1999-20001999-20001999-20001999-2000

Average Days to Take Emergency Action

Legislative Legislative Legislative Legislative 
Standard Standard Standard Standard 

1 The Governor’s Office, in letter to legislative committees, changed the standard for Fiscal Year 
1999-2000 from 60 to 80 days. 

Source:  General Appropriation Acts, Agency for Health Care Administration data. 

4%4%4%4% 3%3%3%3%

13%13%13%13%

1997-981997-981997-981997-98 1998-991998-991998-991998-99 1999-001999-001999-001999-00

Priority I Complaints 
Resulting in Emergency Action

Legislative Standard
1997-98 = 35%                         1998-2000 = 39% 



 Improved Enforcement Needed to  
 Reduce Risk to Consumers 

11 

Agency officials indicated that a factor contributing to the program’s 
failing to meet both standards is an institutional role conflict between 
AHCA legal staff and state attorneys' offices.  They said that state 
attorneys may be reluctant to disclose evidence they believe might 
compromise their criminal investigations.  In some instances, AHCA 
staff’s inability to get access to evidence might preclude their ability to get 
an emergency suspension order against the practitioner. 8  AHCA and the 
Department of Health (DOH) have a joint committee that reviews health 
care performance and monitoring issues.  The AHCA/DOH joint 
committee should seek ways to improve access to state attorney case 
information and thereby help improve performance in meeting legislative 
standards.  

Hospitals’ failure to report adverse incidents Hospitals’ failure to report adverse incidents Hospitals’ failure to report adverse incidents Hospitals’ failure to report adverse incidents     
puts public at riskputs public at riskputs public at riskputs public at risk    

Nationally, there is growing concern about the number of serious medical 
errors occurring in the U.S.  An Institute of Medicine study estimated the 
number of deaths nationwide from medical errors as being between 
44,000 and 98,000 annually. 9   

To help protect Florida consumers, the Legislature requires the agency to 
compile data on practitioners who are involved in adverse incidents or 
who are subject to peer review discipline at their hospitals and other 
facilities.  Facilities are required to report within 24 hours incidents in 
which serious injury or death to a patient occurs.  Exhibit 5 shows the 
number of adverse incidents at hospitals and surgical centers reported to 
the agency increased from 1995 to 1997, but decreased in 1998 and 1999.  
The decline in the number of adverse incidents coincides with a 
narrowing of the definition of what constitutes an adverse incident.   

                                                 
8 Rule 3.220 of the Rules of Criminal Procedure requires disclosure of evidence to the defendant by 
the state attorney within 15 days of the defendant's request. Requests can be made after arraignment.  
When answering, the state must disclose witness lists, statements of witnesses and others, admissions 
by the defendant, tangible evidence, any results from electronic surveillance, and expert reports.  This 
information would become a matter of public record after the disclosure is made and would be 
available to AHCA.   
9 Institute of Medicine 1999. To Err is Human: Building a Safer Health System, Linda Kohn, Janet 
Corrigan, and Molla Donaldson, eds. (National Academy Press: Washington, D.C.). 
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Exhibit 5Exhibit 5Exhibit 5Exhibit 5    
Adverse Incidents Reported by Hospitals Increased from 1995 to 1997, Adverse Incidents Reported by Hospitals Increased from 1995 to 1997, Adverse Incidents Reported by Hospitals Increased from 1995 to 1997, Adverse Incidents Reported by Hospitals Increased from 1995 to 1997,     
But Decreased in 1998 and 1999But Decreased in 1998 and 1999But Decreased in 1998 and 1999But Decreased in 1998 and 1999    1111    

1 Data for 2000 is due to the Agency in March 2001 and compilation and analysis of the 2000 data  
will not be available until late in 2001. 

Source:  AHCA Risk Management Report. 

However, we are concerned for several reasons that the data reported by 
hospitals to the agency are incomplete and may not accurately portray the 
risk faced by Florida consumers.  First, the agency’s legislative 
performance measures represent only the number of adverse incidents 
self-reported by the hospitals.  As a result of court rulings, the agency 
does not have access to hospital discipline review committee records that 
could be used to compile data on serious incidents. 

Second, it appears that a significant percentage of hospitals are failing to 
report adverse incidents to the agency.  For example, program data for 
Fiscal Year 1999-2000 indicate that 14% of the hospitals surveyed failed to 
report one or more adverse incidents (in contrast to the legislative 
standard for Fiscal Year 2000-01 that no more than 5% of hospitals fail to 
report). 10  In other words, one in seven hospitals that were surveyed 
failed to report an adverse incident as required.  

The problem of non-reporting by hospitals may be even greater than 
these data appear to indicate.  Program staff said that the data on non-
reporting by hospitals do not accurately reflect the extent of the failures 
by hospitals to report adverse incidents.  Instead, they represent only 
those cases in which program staff learned of unreported incidents when 
conducting regulatory activities.  For instance, staff might learn of an 
unreported incident when they receive notification of a lawsuit against a 
practitioner or as a result of a survey conducted at the facility. 

                                                 
10 Of 215 hospitals surveyed, 30 failed to report one or more adverse incidents. 

One in seven hospitals One in seven hospitals One in seven hospitals One in seven hospitals 
failed to report serious failed to report serious failed to report serious failed to report serious 
harm to a patientharm to a patientharm to a patientharm to a patient    

856856856856

1,1021,1021,1021,102
994994994994
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570570570570

1995199519951995 1996199619961996 1997199719971997 1998199819981998 1999199919991999



 Improved Enforcement Needed to  
 Reduce Risk to Consumers 

13 

To provide Florida consumers with more accurate information, the 
Legislature may wish to amend the law to increase the consequences to 
hospitals for failing to report adverse incidents.  Presently, when the 
agency identifies a hospital that has failed to report an adverse incident, it 
can take action to cite the facility for noncompliance and impose fines.  In 
Fiscal Year 1999-2000, the program sanctioned seven facilities for various 
risk management violations including failure to report adverse incidents 
and imposed fines totaling $379,000, with fines for individual facilities 
ranging from $6,000 to $190,500. 

One way the Legislature could strengthen the consequences of non-
reporting is to amend the statutes to make public the records of adverse 
incidents that facilities have failed to appropriately report to the state.  
Under current law, information concerning adverse incidents is not a 
public record and is not discoverable or admissible in a civil or 
administrative action.  The public record exemption was granted, in part, 
to encourage hospitals to report adverse incidents to AHCA, thereby 
enabling program officials to oversee corrective action.   

The recommended statutory change would mean that a hospital’s failure 
to report an adverse incident makes that information a public record that 
could be used in civil proceedings.  So long as the hospital follows the 
statute and reports any adverse incident, the public record exemption and 
protection applies.  However, a failure by a hospital or other facility to 
report would then open the facility to civil action.  We believe this 
recommendation would be self-executing and involve no additional cost 
to the state or extra work for program staff.  The costs would accrue to the 
facilities that failed to abide by the law and report adverse incidents. 

Accuracy of performance data and validity of Accuracy of performance data and validity of Accuracy of performance data and validity of Accuracy of performance data and validity of     
some measures needsome measures needsome measures needsome measures need improvement improvement improvement improvement    

We generally relied on the inspector general’s reviews in examining the 
validity and reliability of the agency’s legislative performance measures.  
AHCA’s inspector general reviewed the program's performance measures 
in 1998 and reported that additional steps were needed to document 
measures and data sources, and ensure the accuracy and consistency of 
performance data. 11  The inspector general also conducted follow-up 
reviews after six months to track the program’s progress in making 
recommended improvements.  The inspector general is also planning to 
further review the program’s performance measures in Fiscal Year 2000-01 
and Fiscal Year 2001-02.   

                                                 
11 See AHCA OIG Report 98-04, Audit of the Bureau of Consumer and Investigative Services 
Performance-Based Program Budgeting/Performance Measures; Division of Health Quality Assurance 
and AHCA OIG Report 98-05, Review of Performance Measures; Division of Health Quality 
Assurance State Licensure and Federal Certification of Health Care Facilities. 

Legislature should Legislature should Legislature should Legislature should 
consider increasing consider increasing consider increasing consider increasing 
sanctions to reduce sanctions to reduce sanctions to reduce sanctions to reduce 
nonnonnonnon----reportingreportingreportingreporting    
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During our review, we identified several additional areas in which the 
accuracy and integrity of the program’s performance data could be 
improved. 

" We found errors and missing data in the program’s complaint 
database.  Our review of a database containing practitioner 
complaints determined that of 3,620 complaints received concerning 
four professions (dentistry, medicine, nursing, and pharmacy) in 

          Fiscal Year 1999-2000, 2% of complaints had no priority code, 3% had  
          no allegation code, and 5% appeared to have missing or incorrectly  
          entered dates for key events.  The agency cannot accurately calculate  
          its performance in responding to Priority I complaints if records do  
          not include the priority of the complaint or the dates for key events,  
          such as the date a complaint was referred for board action. 

" Program staff did not maintain records or documentation that we 
could use to verify the accuracy of some performance data reported to 
the Legislature.  For example, program staff indicated that they did  

          not maintain hard copies of reports generated from the practitioner  
          database that were used as data sources for the program’s  
          performance in practitioner regulation in Fiscal Year 1999-2000.  They  
          also indicated that since the database is continually updated, they  
          were unable to recreate the reported data.   

" Data reported on a new measure for Fiscal Year 2000-01 (the 
percentage of new Medicaid recipients voluntarily selecting to 
participate in managed care) appears to include Medicaid participants 
who are already in the program and who switch their plan from a 
Medicaid HMO to MediPass or from MediPass to a Medicaid HMO.  
However, since MediPass is considered managed care, this means the 
measure includes individuals who switch from one managed care 
system to another.  Including these cases distorts the extent to which 
new Medicaid recipients are selecting managed care.  

" The agency reported a decrease in the percentage of accredited 
hospitals and ambulatory surgical centers cited for deficiencies in life 
safety, licensure, or emergency access standards (31% in Fiscal Year 
1998-99 compared to 6.5% in Fiscal Year 1999-2000).  Program officials 
stated that the reported decrease was actually the result of 
improvements in data collection procedures. 

Conclusions and recommendationsConclusions and recommendationsConclusions and recommendationsConclusions and recommendations    
In conclusion, AHCA is responding faster to serious facility complaints.  
However, it has not met its legislative performance standard for taking 
emergency actions against facilities.  Further, the risk to consumers from 
practitioners who have made serious, harmful medical mistakes is greater 
than available data appear to indicate.  Nearly one in seven hospitals 
failed to report adverse incidents in Fiscal Year 1999-2000 as required by 

AHCA complaint AHCA complaint AHCA complaint AHCA complaint 
database contains database contains database contains database contains 
errors and missing dataerrors and missing dataerrors and missing dataerrors and missing data    

Some performance Some performance Some performance Some performance 
data cannot be verifieddata cannot be verifieddata cannot be verifieddata cannot be verified    
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law.  Program staff indicated that they learned of unreported incidents 
through conducting regulatory activities.  We also identified some 
instances in which the validity and reliability of some of the performance 
data that we reviewed for Fiscal Years 1999-2000 and 2000-01 need 
improvement.   

We recommend that the Legislature consider amending s. 395.0198, 
Florida Statutes, to increase the adverse consequences to hospitals from 
failing to report adverse incidents to the agency.  One action the 
Legislature should consider is amending the statutes to make public the 
records of adverse incidents that facilities have failed to appropriately 
report to the state.  Under current law, information concerning adverse 
incidents is not a public record and is not discoverable or admissible in a 
civil or administrative action.  The statutory change would mean that a 
hospital’s failure to report an adverse incident makes that information a 
public record that could be used in civil proceedings.  So long as the 
hospital follows the statute and reports any adverse incident the public 
record exemption and protection applies.  However, a failure by a hospital 
or other facility to report would then open the facility to civil action.  We 
believe this recommendation would be self-executing and involve no 
additional cost to the state or extra work for program staff.  The costs 
would accrue to the facilities that failed to abide by the law and report 
adverse incidents. 

We recommend that the agency 

" ensure the accuracy of data entered into its complaint database; 
" establish procedures requiring its staff to maintain documentation 

needed to verify its reported performance figures; and 
" exclude from its performance measure on the new Medicaid recipients 

voluntarily selecting to participate in managed care those cases in 
which a recipient switched from one form of managed care to another, 
such as from a Medicaid HMO to MediPass.  Including these cases 
distorts the accuracy of the agency’s measure.  

We recommend that the AHCA/DOH joint committee seek ways to 
improve access to state attorney information regarding complaints in 
which the states attorneys’ offices are pursuing criminal cases against 
practitioners and the complaints involve an immediate threat to 
consumers. 

Finally, we recommend that the agency report within six months to the 
Legislature the status of its progress in carrying out these 
recommendations. 
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Chapter 4Chapter 4Chapter 4Chapter 4    

ConsConsConsConsumer Access and Outcomes umer Access and Outcomes umer Access and Outcomes umer Access and Outcomes     

IntroductionIntroductionIntroductionIntroduction _________________________________  

The Health Care Regulation Program has taken steps to improve 
consumer access to its complaint services, specifically by centralizing and 
outsourcing complaint call centers.  However, as discussed more fully in 
the report, we identified several concerns impeding the program’s ability 
to more effectively serve consumers and resolve consumer complaints. 

The contracted call center has improved consumer The contracted call center has improved consumer The contracted call center has improved consumer The contracted call center has improved consumer 
access, but its performance could be further enhancedaccess, but its performance could be further enhancedaccess, but its performance could be further enhancedaccess, but its performance could be further enhanced 

Prior to July 2000, program staff operated four separate call centers 
through which consumers gained access to public documents and 
submitted complaints against health maintenance organizations (HMOs), 
health care facilities, and practitioners.  Program officials said that the 
centers were using outdated computer systems that did not allow for 
accurate tracking and monitoring of consumer phone calls and were 
unable to provide adequate service to non-English speaking consumers. 

To address these concerns, program officials decided to outsource the call 
center function to a private contractor.  After reviewing four proposals, 
the agency awarded a three-year, $2.9-million contract to HISPACC, Inc., 
a Miami-based firm.  The contractor was expected to improve the call 
center’s technology, handle an increased number of complaints, improve 
the monitoring of calls through the use of detailed management reports, 
and employ bi- or tri-lingual staff at the call center to increase access for 
non-English speaking consumers.  

Outsourcing the call center appears to have improved the program’s 
ability to serve consumers.  However, the agency did not use the call 
center to handle calls regarding the agency’s action in October 2000 to 
cancel the Medicaid contracts of six nursing homes.  Following this action, 
the agency announced it was setting up a temporary hotline staffed by 
agency personnel to which the public could call with any questions or 
complaints related to nursing home care or concerns about possible 
nursing home closures.  All calls received by HISPACC regarding the 
nursing home contract cancellations were forwarded directly to the 
agency hotline.  Program managers said that a decision was made to 
directly handle calls and complaints related to this action because call 

Outsourcing Outsourcing Outsourcing Outsourcing call center call center call center call center 
improved program’s improved program’s improved program’s improved program’s 
ability to serve ability to serve ability to serve ability to serve 
consumers, but consumers, but consumers, but consumers, but 
concerns remainconcerns remainconcerns remainconcerns remain    
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center staff read from a written script and are not trained to answer 
questions regarding AHCA policy decisions.   

One of AHCA’s goals for outsourcing the call center was to improve 
access to non-English speaking consumers.  Program managers said 
AHCA’s attempts to hire bilingual staff for the Tallahassee call centers had 
previously failed, and the centers lacked the technology to accurately 
track certain characteristics of the calls, including the number of calls 
received from non-English speaking consumers.  They said they intended 
that the contract with HISPACC, Inc., would increase access and ensure 
the participation of non-English speaking consumers in the complaint 
process.   

However, the agency is not collecting data that would allow it to evaluate 
whether non-English speaking consumers are experiencing difficulty 
accessing the complaint investigation process.  Although the contracted 
call center employs staff that can speak with consumers in Spanish or 
Haitian-Creole, complaints against practitioners must be made in writing 
by the consumer on a required form and submitted to the program’s 
office in Tallahassee.  Since the complaint forms are provided only in 
English, non-English speaking consumers may be less likely to complete 
and forward the forms to the agency’s central office in Tallahassee.  To 
determine whether non-English speaking consumers are effectively 
accessing the complaint investigation process, the agency should collect 
data indicating the number of complaint forms requested by non-English 
speaking consumers and the number of forms actually submitted over the 
next year.  Comparative data should also be collected on complaints made 
by English speakers. 

Use of mediUse of mediUse of mediUse of mediation and citations should be increasedation and citations should be increasedation and citations should be increasedation and citations should be increased    
The purpose of the Health Care Regulation Program is to help ensure that 
Floridians have access to quality health care and services through the 
licensure, monitoring, and regulation of facilities, services, and 
practitioners.  To improve the outcome of complaints against 
practitioners, we believe that the Health Care Regulation Program should 
increase its use of alternative methods, such as mediation and issuing 
citations.  Mediation is an informal and non-adversarial process in which 
a neutral third person or mediator helps disputing parties reach a 
mutually acceptable and voluntary agreement.  A citation is a notice of 
noncompliance for an initial offense of a minor violation, the penalty for 
which is a fine or some condition being placed against a practitioner’s 
license.  Since 1994, the Legislature has provided for mediation as a 
method of resolving cases.  However, the Health Care Regulation 
Program was authorized to mediate only one of the 3,620 complaints in 
the agency database reviewed.  
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Exhibit 6Exhibit 6Exhibit 6Exhibit 6 
Standard of Care Allegations Account for 56% of Investigated ComplaintsStandard of Care Allegations Account for 56% of Investigated ComplaintsStandard of Care Allegations Account for 56% of Investigated ComplaintsStandard of Care Allegations Account for 56% of Investigated Complaints    

Source:  OPPAGA analysis of data from the Agency for Health Care Administration. 

As shown in Exhibit 6, 56% of all complaints in the database are standard 
of care complaints. 12  Program managers said that standard of care 
complaints involve subjective determinations of deficient care, and, 
although they warrant some form of attention, they seldom result in 
disciplinary action against the practitioner by the Department of Health's 
professional boards.  Also, officials expressed concerns that while 
significant agency resources are used to follow up on these complaints, 
consumers, who generate many of these complaints, do not achieve the 
satisfaction of being heard and are frustrated by having no or little effect 
on improving patient care. 

Program managers also said using mediation to address standard of care 
complaints would more appropriately serve consumers by providing an 
opportunity to correct misunderstandings between the parties.  Such 
misunderstandings can be exemplified by a case in which a consumer 
filed a complaint against a physician for failure to diagnose an ear 
infection.  Although the infection was treated upon a return visit by the 
patient and no permanent harm was done, the practitioner failed to 
explain why no action was taken at the initial visit.  The consumer then 
filed a formal complaint, which was reviewed by AHCA investigators and 
legal staff.  AHCA legal staff subsequently recommended that no 
disciplinary action was warranted.  In this type of case, mediation could 
be used to bring the parties together and facilitate communication 
regarding the dispute.  

                                                 
12 For our analysis, standard of care allegations were defined as complaints that alleged gross 
negligence, gross or repeated malpractice, and failure to practice within standards.  Allegations of 
discipline violations represented all other cases where the nature of the allegation variable was 
identified in the agency’s database.  The dataset of 3,620 complaints is a sample of complaints received 
in Fiscal Year 1999-2000 and includes 100 cases in which the nature of the allegation was unknown. 

Nature of the Complaint AllegationNature of the Complaint AllegationNature of the Complaint AllegationNature of the Complaint Allegation
N=3,620N=3,620N=3,620N=3,620

OtherOtherOtherOther
 41% 41% 41% 41%

(n=1,501)(n=1,501)(n=1,501)(n=1,501)

UnknownUnknownUnknownUnknown
3%3%3%3%

(n=100)(n=100)(n=100)(n=100)

StandardStandardStandardStandard
of Careof Careof Careof Care

56%56%56%56%
(n=2,019)(n=2,019)(n=2,019)(n=2,019)
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In addition, increasing the use of mediation would conserve agency 
resources, thereby reducing the overall cost of the complaint resolution 
process.  The agency estimated that its cost to investigate and legally 
review a complaint averaged $924 in calendar year 2000.  Based on this 
cost, we estimated that the agency expended $4.2 million per year 
investigating and reviewing complaints that result in no recommendation 
for disciplinary action against practitioners in Fiscal Year 1999-2000.  Our 
analysis of agency data found that only 12% of closed standard of care 
complaints resulted in a recommendation for disciplinary action against 
the practitioner. 13  

Mediation is frequently used as an alternative means for resolving 
complaints by other governmental entities, such as the Florida circuit 
court system.  In 1999, 40% of all civil complaint cases referred for 
mediation succeeded in reaching an agreement between the parties 
involved.  If AHCA’s preliminary investigation indicates that the evidence 
is not sufficient to bring about a formal sanction, the agency’s consumer 
services unit could refer the complaint for mediation.  If the agency 
achieved a similar success rate to circuit court mediation programs, we 
estimate that increased use of mediation in resolving complaints 
regarding health care practitioners would save AHCA $1.6 million 
annually. 14  The Department of Health’s professional boards would also 
likely incur a cost savings due to a reduction in the number of complaints 
reviewed by its probable cause panels.   

In addition, program officials said that if they were authorized to do so by 
Department of Health professional boards, they could increase the use of 
citations to resolve minor disciplinary violations and further reduce the 
expense required to investigate and review complaints.  Currently, 
professional boards within the Department of Health designate the 
specific types of minor violations for which AHCA may issue citations.  A 
minor violation is a first-time offense by a practitioner that does not pose 
an immediate threat to public safety.  For example, failure to report a 
change of address and pre-signing laboratory work order forms are 
designated by various professional boards as minor violations.  Although 
the Department of Health’s professional boards designate a total of 51 
offenses as minor violations, the boards grant authority to AHCA to issue 
citations for only 28 offenses.  Agency officials indicated that the boards 
are reluctant to authorize agency use of these options.  Increasing the use 
of citations for violations that do not pose an immediate threat to public 
safety would allow the agency to expedite the complaint process and 

                                                 
13 The database reviewed included 2,019 complaints identified as standard of care type allegations; 
575 of these complaints were active at the time of our review and, therefore, were not included in this 
figure.   
14 Annual cost savings of $1.6 million is based on the cost of 6,318 legally sufficient complaints in Fiscal 
Year 1999-2000 at an average cost per complaint of $924 compared with the cost that would be 
incurred if 40% of these complaints were resolved through mediation, at an average cost per 
mediated complaint of $300.  Estimates for mediation costs are based on an average hourly rate 
provided by the Florida Dispute Resolution Center, Florida Mediation and Arbitration Programs. 

Increased use of Increased use of Increased use of Increased use of 
mediation would mediation would mediation would mediation would 
improve use of improve use of improve use of improve use of 
program resources and program resources and program resources and program resources and 
reduce reduce reduce reduce costscostscostscosts    
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better focus its investigative and legal resources on complaints involving 
more serious violations. 

ConclusiConclusiConclusiConclusions and recommendationsons and recommendationsons and recommendationsons and recommendations    
AHCA has taken steps to improve consumer access to Health Care 
Regulation Program services by outsourcing the program’s complaint call 
center.  However, the call center was not used to handle complaints 
regarding the agency’s action to cancel the Medicaid contracts of six 
nursing homes in October 2000.  Further, the agency does not collect data 
that would allow it to assess its effectiveness in providing non-English 
speaking consumers access to the complaint investigation process.  

We recommend that the Agency for Health Care Administration monitor 
the frequency with which it decides to use its own staff to handle 
complaints over the next year, rather than allow the complaints to be 
handled by the privatized call center.  If there is a trend for agency staff to 
handle complaints regarding sensitive matters, such as the nursing home 
contract cancellations in October 2000, the agency either should ensure 
that it maintains sufficient internal resources and expertise to handle such 
incidents or review its contract with the private company operating its call 
center and determine whether the contract should be modified so as to 
ensure that the center can handle calls of this nature.  We also 
recommend that the agency collect data over the next year that will 
enable it to assess whether non-English-speaking consumers are having 
difficulty accessing the complaint investigation process. 

Currently, only a small percentage of the complaints involving allegations 
of standard of care violations result in a disciplinary action being taken 
against a practitioner.  By using alternative resolution methods such as 
mediation and issuing citations, the program would be able to improve 
complaint outcomes and reduce the cost of the complaint resolution 
process.  

We recommend that the Legislature direct the Agency for Health Care 
Administration and Department of Health to develop proposals to 
increase the use of mediation and citations as a means to resolve 
complaints against practitioners.  Increased use of these approaches 
should allow the agency and the department’s professional boards to 
more cost-effectively use their resources and provide an annual cost 
savings of $1.6 million. 

We recommend that the agency report within six months to the 
Legislature the status of its progress in carrying out these 
recommendations. 
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Chapter 5Chapter 5Chapter 5Chapter 5    

Medicaid Managed Care Medicaid Managed Care Medicaid Managed Care Medicaid Managed Care     
To reduce the costs of the state’s large expenditures for Medicaid  
($8.75 billion in Fiscal Year 2000-01), the Governor’s Office has proposed 
changes that would make Medicaid HMOs the only choice for health care 
services for most of the state’s 1.1 million Medicaid managed care 
participants. 15  Along with reducing costs, however, the program must 
ensure the quality of care provided to consumers, which requires accurate 
and reliable information about the quality and effectiveness of Medicaid 
managed care services.  While AHCA has been working to develop a 
system to compare MediPass and Medicaid HMOs, it cannot currently 
assess the relative effectiveness of its different Medicaid managed care 
delivery systems. 16 

In a 1997 report on Medicaid managed care, OPPAGA encouraged AHCA 
to seek additional strategies to provide useful information to the 
Legislature about the quality of Medicaid managed care services and to 
compare the relative performance of pre-paid health plans and Medicaid 
managed care. 17  We identified three areas of concern discussed more 
fully in the report:  

" AHCA cannot effectively evaluate the quality of care provided to 
Medicaid managed care participants by different service delivery 
systems on an ongoing basis; 

" limited information from available studies raises concerns about the 
quality of Medicaid managed care and participants’ access to 
preventative care; and   

" agency officials plan to reduce the state’s choice counseling program’s 
funding from $14.2 million to $1 million, which may not be sufficient 
to cover enrollment services also currently provided by the program. 

                                                 
15 Current proposals would eliminate MediPass for two-thirds of consumers who reside in Florida 
counties with two or more Medicaid HMOs.  While we requested documents or plans detailing these 
proposed changes, the agency was unable to provide details for our review. 
16 Two recent studies that compared HMO consumer outcomes and Medipass consumer outcomes in 
Florida both found mixed results.  One study, which was conducted by KMPG and released in 
November 2000, was privately commissioned by Florida's HMO industry.  The second study, which 
was conducted by the Lawton and Rhea Chiles Center for Healthy Mothers and Babies at the 
University of South Florida and was released in February 2001, focused on comparing pregnancy-
related outcomes.  
17 Follow-up Report on Medicaid Managed Care Options, OPPAGA Report No. 97-11, October 1997. 

http://www.oppaga.state.fl.us/reports/health/r97-11s.html
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As of December 2000, 1.1 million persons were participating in Medicaid 
managed care, 18  including 632,000 in MediPass, 19  501,000 in Medicaid 
HMOs, 20  and 23,000 in Provider Service Networks. 21  In addition, 
beginning in November 1999, participants are locked into a health plan 
for 8 to 11 months after their enrollment and may only change plans once 
a year during an open enrollment period except for good cause.  

Needed MediPass and Medicaid HMO Needed MediPass and Medicaid HMO Needed MediPass and Medicaid HMO Needed MediPass and Medicaid HMO     
quality of care information is not availablequality of care information is not availablequality of care information is not availablequality of care information is not available    

To make effective decisions, legislators and consumers need to be able to 
compare the performance of MediPass, Medicaid HMOs, and the 
provider service networks in terms of health outcomes, consumer 
satisfaction, and consumer complaints.  However, AHCA has not put in 
place a system to provide ongoing information needed by legislators and 
consumers to compare the quality of MediPass and Medicaid HMOs.  
AHCA has HMO consumer satisfaction and health outcome data for 1998 
and 1999, but comparable data on MediPass is not readily available.  
Legislators need to know whether the health outcomes for Medicaid 
HMO participants are better, the same, or worse than MediPass 
participants, as well as how satisfied consumers are who are served by the 
service delivery systems.  Without such information, lawmakers face 
making policy decisions in an atmosphere of uncertainty.  

The lack of comparable performance data on the quality of MediPass and 
Medicaid HMOs reflects the fragmentation of data collection 
responsibilities among various agency units, each of which compiles data 
for its specific purposes.  For example, AHCA’s Health Care Regulation 
Program oversees quality of care and consumer complaints about HMOs, 
and compiles data on HMO accreditation and market penetration.  The 
agency’s Medicaid Services Program oversees actual program services 
including MediPass and compiles data on consumer health outcome 
measures.  The agency’s State Center for Health Care Statistics compiles 
data on health care services, providers, and consumers and produces a 
report card on HMO performance.  These data are not combined in a 
manner that would allow the agency to perform a comparative evaluation 

                                                 
18 There are 1.1 million managed care recipients out of a total of 1.7 million Medicaid participants in 
Florida. 
19 Medicaid Provider Access System (MediPass). Under MediPass, primary care physicians act as 
“gatekeepers” and control access to specialized treatment and care.  Services provided under 
MediPass are reimbursed on a fee-for-service basis. 
20 Medicaid Health Maintenance Organizations (HMOs).  The state contracts with HMOs to provide 
prepaid Medicaid services.  The HMO receives a set fee for each participant regardless of the care 
provided. 
21 Provider service networks (PSNs).  PSNs are integrated health care delivery system owned and 
operated by Florida hospitals and physicians groups.  Like MediPass, PSNs are reimbursed on a fee-
for-service basis. 
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of the quality of services provided by various Medicaid managed care 
systems.  

Although Medicaid participants report being satisfied with Although Medicaid participants report being satisfied with Although Medicaid participants report being satisfied with Although Medicaid participants report being satisfied with 
managed care, access to quality care and preventative managed care, access to quality care and preventative managed care, access to quality care and preventative managed care, access to quality care and preventative 
servicesservicesservicesservices is a concern is a concern is a concern is a concern    

Managed care is intended not only to help control the cost of health care 
services, but to provide quality care and emphasize preventative services 
that contribute to improved consumer health.  Survey results show 
Medicaid participants generally are satisfied with Medicaid managed care.  
A University of Florida’s Bureau of Economic and Business Research 
survey published in May 2000 reported that Medicaid HMO members 
were more satisfied with services than commercial HMO members, 

However, a November 1999 study made for the agency by Florida 
Medical Quality Assurance, Inc., raised a number of concerns regarding 
the quality of care received by MediPass participants, such as referrals to 
specialists and patient teaching.  The report cited access to specialists by 
MediPass participants as a “significant concern.”  In many cases, 
consumers who should have been referred to specialists did not receive 
referrals.  The report recommended “renewed emphasis on the 
importance of prevention in practice for MediPass providers.” 22 

HMO outcome data included in the HMO report card study shows that 
Medicaid HMO consumers had lower levels of preventative care than 
commercial HMO members.  For example, the percentage of eligible 
participants who received cervical cancer screenings ranged from 18% to 
60% for Medicaid HMOs compared with 42% to 82% for commercial 
HMOs.  Further, the percentage of eligible participants who received 
prenatal care in the first trimester of their pregnancies ranged from 5% to 
62% for Medicaid HMOs compared with 35% to 96% for commercial 
HMOs.  Such services also varied between Medicaid and commercial 
HMO members served by the same providers.  To illustrate, 45% of one 
HMO’s (United Health Care of Florida) eligible Medicaid HMO clients 
received cervical cancer screening compared to nearly 70% of eligible 
commercial members. 23, 24  

                                                 
22 See Florida Medical Quality Assurance, Inc., MediPass Final Report (July 1, 1998-June 30, 1999), 
pages 9-10.  
23 Results for Medicaid and commercial consumers served by the same HMO should be comparable, 
since HMOs are required to certify that their outcome data have been subject to verification by an 
independent audit. 
24 Experts agree that factors other than quality of service may explain the differences in the services 
received by persons enrolled in Medicaid and commercial HMOs, such as ethnic or racial differences 
in the use of medical services.  For discussion of caveats and other limitations to quality of care data, 
such as the length of enrollment, see Ross, Nancy and Glenn Mitchell, “Plan Comparisons for 
Consumers:  Premature for Medicaid,” The Florida Health Care Journal, January 2000. 

Medicaid HMO Medicaid HMO Medicaid HMO Medicaid HMO 
consumers had lower consumers had lower consumers had lower consumers had lower 
levels of preventative levels of preventative levels of preventative levels of preventative 
servicesservicesservicesservices    
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Exhibit 7Exhibit 7Exhibit 7Exhibit 7    
Medicaid Participants Have the Highest Rate of ComplaintsMedicaid Participants Have the Highest Rate of ComplaintsMedicaid Participants Have the Highest Rate of ComplaintsMedicaid Participants Have the Highest Rate of Complaints        

74%74%74%74%

9%9%9%9%
17%17%17%17%

48%48%48%48%

28%28%28%28% 24%24%24%24%

CommercialCommercialCommercialCommercial MedicaidMedicaidMedicaidMedicaid MedicareMedicareMedicareMedicare

ConsumersConsumersConsumersConsumers

ComplaintsComplaintsComplaintsComplaints

 
Source:  Call center reports provided by AHCA, August-November 2000. 

Further, our analysis of the HMO complaint data presented in Exhibit 7 
found that while Medicaid HMO consumers represented 9% of Florida’s 
total HMO population, they filed 28% of the total number of complaints 
filed against HMOs. 

If the agency had more data on Medicaid participants, it could use this 
information to assess whether they are leaving their HMOs due to quality 
of care concerns.  Agency data indicates that although the number of 
Medicaid HMO enrollees increased from 443,418 in July 1999 to 501,302 in 
December 2000, the percentage of Medicaid participants enrolled in 
HMOs decreased from 48% to 44% over the same period.  Medicaid 
clients have 30 days from the date of their enrollment to make a voluntary 
selection or otherwise be automatically assigned to either MediPass or a 
Medicaid HMO.  Participants then have 90 days to make a plan change.  
Including their enrollment period, whether voluntary or automatic, 
participants are locked into their plans for 8 to 11 months, except for good 
cause changes.  Because overall the number of HMO consumers has risen, 
but the percentage has declined, it seems likely that a number of 
consumers are changing to MediPass after being in a Medicaid HMO.  
Further study would be needed to determine if they are leaving due to 
quality of care concerns. 

AHCA’s Medicaid Services Division has recently entered into a contract 
with the University of Florida to evaluate the state’s new Provider Service 
Network and to compare the quality of services provided and consumer 
satisfaction with MediPass and Medicaid HMOs. 25  AHCA expects the 

                                                 
25 As of January 2001, only one PSN was operating in the state, the South Florida Community Care 
Network.  South Florida Community Care currently serves 23,000 consumers and operates in a 
manner very similar to MediPass in that doctors receive a monthly fee for each member and services 
are billed on a fee-for-service basis. 

New study may provide New study may provide New study may provide New study may provide 
limited quality of care limited quality of care limited quality of care limited quality of care 
comparisoncomparisoncomparisoncomparison    
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project to be completed in mid-2001.  However, this evaluation is not a 
substitute for the agency establishing an ongoing system for evaluating 
the quality of care provided by various Medicaid managed care systems. 

Alternatives to choice counseling for Medicaid Alternatives to choice counseling for Medicaid Alternatives to choice counseling for Medicaid Alternatives to choice counseling for Medicaid     
managed care recipients  managed care recipients  managed care recipients  managed care recipients      

The Legislature created the Medicaid Options Program to ensure that 
Medicaid participants had information about their health plan choices, to 
increase voluntary enrollment in managed care, and to eliminate 
unscrupulous enrollment practices by HMOs.  The program is 
administered by Benova, a private enrollment broker, under a three-year 
contract with AHCA that expires in June 2001.  Benova operates a call 
center that answers consumer questions and processes plan changes, a 
mail distribution program that distributes consumer information packets, 
and community outreach and education.  During Fiscal Year 1999-2000, 
Benova staff received 742,000 telephone calls, mailed an average of 40,000 
new eligible packets per month, and processed an average of 15,000 plan 
changes per month.  Benova was paid $14,150,000 during that fiscal year.   

We noted that the agency’s Long Range Program Plan and the 
Governor’s budget propose reducing the contract’s cost from $14.2 million 
to $1 million.  While we support agency efforts to reduce the costs of state 
programs, we note that the program ‘s Long Range Program Plan does 
not describe how Medicaid enrollment functions would be performed if 
the program’s funding were cut from $14.2 to $1 million.  Accordingly, we 
sought to identify alternatives for reducing the costs of the Medicaid 
Options Program. 26 

One alternative is to eliminate or reduce the contractor’s community 
outreach activities.  The agency’s contract with Benova requires the 
company to provide monthly outreach meetings in each of the 40 
counties where an HMO provider operates.  Benova officials reported 
their employees conducted an average of 1,130 outreach sessions per 
month in Fiscal Year 1999-2000 at an average total monthly cost of 
$150,000. 27  They also reported an average attendance of three 
participants per session.  Benova officials estimate that eliminating 
outreach, consumer education and other program changes would save 
$2.2 million per year.  The consequences of eliminating all outreach 
activities are not readily measured; however, it might reduce the number 
of persons voluntarily enrolling in managed care, as more persons would 

                                                 
26 The proposals to eliminate choice counseling coincide with agency proposals to eliminate MediPass 
for two-thirds of consumers who reside in Florida counties with two or more Medicaid HMOs.  While 
we requested documents or plans detailing these proposed changes, the agency was unable to 
provide details for our review. 
27 As reported by Benova, average monthly cost of $150,000 for the period December 1999 through 
September 2000.  

LongLongLongLong----range plans calls range plans calls range plans calls range plans calls 
for elimination of for elimination of for elimination of for elimination of 
choice counselingchoice counselingchoice counselingchoice counseling    

Alternatives include Alternatives include Alternatives include Alternatives include 
reducing community reducing community reducing community reducing community 
outreach and educationoutreach and educationoutreach and educationoutreach and education    
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have less information for making choices.  Reducing outreach activities to 
one session per month per county would reduce costs to $60,000 annually 
and produce an estimated cost savings of $1.7 million annually.  28 

Another alternative would be to eliminate choice counseling altogether.  
Oregon presently requires Medicaid recipients to make a choice of health 
plans at the point of entry into the system, that is, when they are 
completing their initial application for social welfare support.  Oregon’s 
program refuses to process applications of persons who fail to make a 
choice of health plans.  In contrast, Florida consumers have 30 days to 
make a health plan choice once they are notified of enrollment and 90 
days to change plans if they are unhappy with their plan.  In addition, 
Florida’s choice counseling program was used to establish the Medicaid 
lock-in that requires consumers to continue in their health plans for 8 to 
11 months after enrollment.  Agency officials were uncertain about how 
eliminating choice counseling would affect the lock-in. 

Conclusions and recommendations Conclusions and recommendations Conclusions and recommendations Conclusions and recommendations   

In order to make effective policy decisions, Medicaid managed care, 
legislators, and consumers need information comparing MediPass and 
Medicaid HMO on measures of consumer satisfaction, health outcomes, 
and complaints.  Although a study is underway to assess the new 
Medicaid provider service networks, AHCA has not developed a system 
to allow ongoing comparison of the different delivery systems.  In 
addition, the information that is available raises concerns regarding the 
quality of care and level of preventative services received by Medicaid 
HMO participants.   

We recommend that the Agency for Health Care Administration develop 
a system to provide ongoing comparative information on health outcomes 
and consumer complaints for Medicaid HMO, MediPass, and the new 
provider service network participants. 

We recommend that the agency assess the extent to which Medicaid 
HMO consumers are opting out of HMOs after the lock-in period because 
of quality of care concerns. 

We recommend that, at a minimum, the agency restructure the current 
outreach activities performed under the Medicaid Options Program.  This 
should save approximately $1.7 million to $2.2 million annually.  AHCA 
should also consider adopting alternative methods for informing 
consumers about their health plan choices, such as providing only printed 
materials, or providing choice counseling materials when the consumer 
applies for services such as is done in Oregon.  Finally, the agency should 
further explore the costs associated with the various enrollment services 

                                                 
28 The $60,000 is based on Benova’s reported per session cost of $121.41 from December 1999 through 
September 2000. 

Oregon has point of Oregon has point of Oregon has point of Oregon has point of 
entry choice by entry choice by entry choice by entry choice by 
consumersconsumersconsumersconsumers    
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currently provided by Benova and the effect on consumers of eliminating 
the Benova call center. 

We recommend that the agency report within six months to the 
Legislature the status of its progress in carrying out these 
recommendations. 
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Chapter 6Chapter 6Chapter 6Chapter 6    

Regulation of FacilitiesRegulation of FacilitiesRegulation of FacilitiesRegulation of Facilities    
The Health Care Regulation Program has several major responsibilities 
relating to health care facilities. 

" Determine the number of new health care beds built in Florida.   
The Certificate of Need Program establishes the number, type, and 
size of facility construction for most types of health care facilities 
through a comparative review process.  Biannually, providers seeking 
to create additional beds in certain facilities, such as hospitals, nursing 
homes, and hospices, must apply for approval to build based upon the 
number of additional beds AHCA has predetermined will be needed 
during the year.   

" Approve plans for new construction and the monitoring of 
construction of facilities.  

" License facilities once they are built.   
" Inspect facilities once they are licensed.  AHCA staff inspects facilities 

for compliance with state and federal Health Care Finance Agency 
(hereinafter HCFA) requirement.  

" Enforce facility regulations.  Deficiencies identified by AHCA 
surveyors are reported to both AHCA and HCFA.  After being 
provided notice, the facilities must provide the AHCA with a plan of 
correction that details the steps the facility will take to correct 
deficiencies within a specified time period.  If the deficiencies are not 
corrected, AHCA may take enforcement action against the facility. 

Based on our research and analysis of AHCA data, we reached several 
conclusions.   

" The Certificate of Need (CON) Program can be eliminated. 
" AHCA recently took action to cancel the Medicaid contracts of six 

nursing homes that had chronic problems in providing quality care.  
This action resulted in the owner of three facilities implementing at an 
earlier date a federal agreement to improve monitoring and quality 
control.  One of the other three facilities also implemented this the 
agreement, while one changed owners and one closed.  While the 
agency’s desire to improve the quality of care offered by homes is 
laudable, the use of a contract action to address facility quality of care 
problems raises concerns regarding the efficacy of its use of available 
statutory disciplinary remedies.  ACHA did not use strong, available 
statutory disciplinary remedies, such as suspending or revoking the 
facilities’ licenses, to address quality of care problems. 
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" AHCA has not developed an effective system for informing 
consumers about the quality of care provided in nursing homes.  

Certificate of Need Program no longer needed Certificate of Need Program no longer needed Certificate of Need Program no longer needed Certificate of Need Program no longer needed     
In the early 1970s, medical costs began to rapidly rise, increasing the cost 
of state and federal health programs.  In response to these increasing 
costs, the Florida Legislature created the CON Program in 1973.  The 
primary purpose of the program was to help contain health care costs by 
controlling the supply of health care facility beds.  The prevailing concern 
at the time of the program’s creation was that the supply of beds would 
outstrip the demand for services.  This would result in excess capacity and 
further increase health care costs because facilities would have to spread 
their fixed costs over fewer individuals.  In addition to limiting the supply 
of beds, the CON Program was designed to help ensure underserved 
populations had access to quality health care. 

During the period from 1974 to 1986, all states were required by federal 
law to operate a CON program as a condition for receiving financial 
assistance for health planning.  This requirement was eliminated in 1986.  
However, most states, including Florida, continued to operate their CON 
programs.  A major reason why Florida continued the program after 1986 
was that another provision of federal law known as the Boren 
Amendment required states to reimburse nursing home providers for 
Medicaid patients with rates that covered the facilities’ costs, including 
building and construction costs. 29  Since the CON Program limited both 
the number of new facilities and unused nursing home beds, it was seen 
as a means to help control the increase in Medicaid nursing home costs 
resulting from this requirement.  

The goals of Florida’s present Certificate of Need Program include 
controlling the supply of health care facilities, increasing facility use, and 
reducing facility costs.  Under the CON Program, individuals wishing to 
construct or expand certain health care facilities, such as hospitals and 
nursing homes, must receive a certificate of need from the state.  30  Before 
issuing a certificate of need, AHCA staff estimate the number of facility 
beds that will be needed to meet future demand and use these estimates 
to limit the number of new beds that will be approved for construction.  
In making their assessments, AHCA staff considers factors such as the 
provision of services, the needs of the indigent and Medicaid populations, 
and the protection of teaching hospitals from competition.  Between 1995 
and 1999, AHCA staff reviewed 1,395 CON applications for 39,547 beds 
and approved 26% of these beds (see Exhibit 8). 

                                                 
29 42 USC Section 1396(a)(13)(A). 
30 The Florida Legislature removed assisted living facilities from the purview of CON regulations in 
1999.   
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Exhibit 8Exhibit 8Exhibit 8Exhibit 8    
Applications for New Hospital and Nursing Home Beds Applications for New Hospital and Nursing Home Beds Applications for New Hospital and Nursing Home Beds Applications for New Hospital and Nursing Home Beds     
Decreased by 6,900 Over the Last Five YDecreased by 6,900 Over the Last Five YDecreased by 6,900 Over the Last Five YDecreased by 6,900 Over the Last Five Years ears ears ears     

Source:  Agency For Health Care Administration, Certificate of Need Program, Annual Report 1999, 
pp. 36-37. 

Based on our research and review of AHCA data, we concluded that the 
CON Program is unnecessary and could be abolished by the Legislature.  
It is no longer needed because the conditions that led to the program’s 
creation and contributed to its continuation have changed. 

Specifically, the Boren Amendment was repealed in 1997.  As a result, the 
state’s Medicaid payments for nursing homes residents now are made on 
a per diem basis and no longer cover building construction costs.  
Consequently, there is no longer a need to control the number of unused 
facility beds in order to contain Medicaid costs.  With the elimination of 
the CON Program, market forces would be allowed to determine the 
number of beds that are needed. 

Financial problems within the nursing home industry have already 
reduced applications to build new facilities.  As shown in Exhibit 8, 
applications for hospital and nursing home beds decreased from 11,439 in 
1995 to 4,528 in 1999. 

If the CON Program were abolished, the agency could reduce its costs by 
$836,525 and eliminate 18 positions.  However, if the program were 
abolished, the state would need to develop alternatives for addressing 
several issues, such as those discussed below. 

" The state would need to ensure that facilities that undertake certain 
medical procedures can respond to emergency situations.  For 
example, Pennsylvania, which abolished its Certificate of Need 
Program, required hospitals that performed cardiac catheterizations to 
have facilities capable of performing open-heart surgery.  AHCA 
program managers suggested that this could be accomplished by 
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2,3962,3962,3962,3962,4392,4392,4392,439

1995199519951995 1996199619961996 1997199719971997 1998199819981998 1999199919991999
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developing guidelines similar to those created for pediatric care.  
These guidelines require hospitals that perform certain types of 
services for children to have the necessary facilities to provide quality 
care. 

" The state would need to provide a means for ensuring that the 
“unprofitably” ill, such as persons with acute needs such as AIDS/HIV 
patients or the elderly, have access to long term care.  In 1999, for 
example, 97.2% of the conditions AHCA placed on Certificates of 
Need for nursing homes required the facilities to accept Medicaid 
patients.  If these populations cannot access long-term care facilities, 
they may spend more time in more expensive acute care facilities, thus 
raising Medicaid costs.  This issue can be addressed by making the 
acceptance of these patients a condition of the facility’s license.  

Also, eliminating the CON Program may have consequences for the 
state’s large urban teaching hospitals that often provide health care 
services to the poor and provide training facilities for medical schools.  
These hospitals attempt to help cover the costs of these functions by 
performing profitable medical procedures.  The CON Program limited the 
competition in these profit centers to promote indigent care, training, and 
technology.  Elimination of CON may impair the ability of the urban 
teaching hospitals to fund and provide less profitable services.  This 
problem can be addressed by controlling the medical procedures offered 
by surrounding hospitals through licensing.  Thus, rather than controlling 
the number of beds, AHCA will be regulating the types of services offered. 

Program should take strong disciplinary action against Program should take strong disciplinary action against Program should take strong disciplinary action against Program should take strong disciplinary action against 
nursing home facilities that have chronic problems nursing home facilities that have chronic problems nursing home facilities that have chronic problems nursing home facilities that have chronic problems 
meeting quality of care standards meeting quality of care standards meeting quality of care standards meeting quality of care standards     

The Legislature has given AHCA the responsibility for ensuring the safety 
and well-being of the vulnerable population of nursing home residents.  
The law provides the Health Care Regulation Program with strong 
disciplinary remedies, including license suspension and revocation, to 
deal with problematic facilities and owners. 

AHCA took action in October 2000 to cancel the Medicaid contracts of six 
chronically under-performing homes.  AHCA managers stressed that this 
was a contract action taken by the Medicaid Program and was not a 
disciplinary action taken under the authority of the Health Care 
Regulation Program.  They also said that the facilities’ Medicaid contracts 
could be cancelled with 30 days notice to the provider and without 
having to offer due process, as would be the case if disciplinary action was 
taken against a facility. 

Subsequent to AHCA’s termination of the Medicaid contracts, a company 
that owned three of the affected facilities filed suit against the agency.  
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This company requested and received a temporary restraining order 
against AHCA’s action from the federal district court in Tampa.  The 
federal district court held that AHCA had failed to make a preliminary 
showing that its actions were consistent with a contract cancellation 
rather than a disciplinary action.  The court further held that AHCA’s 
actions not only violated the due process provisions in the Medicaid law, 
but also ran afoul of the Fourteenth Amendment requirement of notice 
and opportunity to be heard.   

AHCA reached a settlement with this company shortly thereafter.  Under 
the settlement, the nursing homes owned by the company would create 
quality assurance departments within the company as well as monitor 
quality in the facilities.  The terms of the settlement were modeled on an 
agreement into which the company had already entered with the 
inspector general of the U.S. Department of Health and Human Services 
in August 2000 that allowed the entity to continue to receive Medicaid 
funds, but provided for increased monitoring and evaluation of its 
facilities.  AHCA was not aware of the agreement when it initiated its own 
action.  

Of the remaining three facilities, one has closed, the second experienced a 
change of ownership and reopened, and the third has adopted the 
monitoring plan noted above.  Consequently, as a result of the agency’s 
contract action, the facilities entered into agreements to address problems, 
changed owners or closed.  

However, we identified several concerns with the agency’s approach of 
using contract actions to address quality of care problems, including not 
taking strong disciplinary action against the homes prior to October 2000 
and the due process issues noted by the federal district court. 

Program needs to effectively employ availableProgram needs to effectively employ availableProgram needs to effectively employ availableProgram needs to effectively employ available    
statutory disciplinary remediesstatutory disciplinary remediesstatutory disciplinary remediesstatutory disciplinary remedies    

While the agency’s desire to improve the quality of care offered by homes 
is laudable, the use of a contract action to address facility quality of care 
problems raises concerns regarding the efficacy of its use of available 
statutory disciplinary remedies.  Enforcement actions that do not pose the 
realistic threat of serious disciplinary sanctions at the time infractions 
occur will not compel good conduct. 

AHCA has the authority to impose increasingly more severe sanctions on 
problematic nursing homes.  The agency has the power to make the 
license of a nursing home conditional, deny payment for new admissions, 
impose a moratorium on new admissions, levy fines, and suspend or 
revoke the facility’s license.   
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All of the six facilities that had their Medicaid contracts cancelled in 
October 2000 had numerous violations over the two-year period 
preceding the contract cancellations.   

AHCA data indicates that the six nursing homes that AHCA identified for 
cancellation of their Medicaid contracts had a total of 95 deficiencies 
during the period from August 8, 1998, to September 15, 2000 (see 
Exhibit 9).  Deficiencies are categorized by the severity of the offense and 
the jeopardy in which the patient is placed.  There may be multiple 
deficiencies in each class.  Class 1 violations are the most serious; Class 3 
are the least serious.  

Exhibit 9Exhibit 9Exhibit 9Exhibit 9    
Nursing Homes With CanceNursing Homes With CanceNursing Homes With CanceNursing Homes With Cancelled Medicaid Contracts Had a History of lled Medicaid Contracts Had a History of lled Medicaid Contracts Had a History of lled Medicaid Contracts Had a History of 
Deficiencies That Threatened Patient Health, Safety, and Quality of Life Deficiencies That Threatened Patient Health, Safety, and Quality of Life Deficiencies That Threatened Patient Health, Safety, and Quality of Life Deficiencies That Threatened Patient Health, Safety, and Quality of Life     
During the Period from August 8, 1998, to September 15, 2000 During the Period from August 8, 1998, to September 15, 2000 During the Period from August 8, 1998, to September 15, 2000 During the Period from August 8, 1998, to September 15, 2000 1111    

1 Deficiencies are categorized by the severity of the offense and the jeopardy in which the patient is 
placed.  There may be multiple deficiencies in each class  (Class 1 violations are the most serious; 
Class 3 the least serious). 

Source:  Agency for Health Care Administration. 

However, as shown in Exhibit 10, AHCA did not take action to suspend or 
revoke the license of any of the six substandard nursing homes in the 
period preceding the action to cancel their Medicaid contracts.   
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Exhibit 10Exhibit 10Exhibit 10Exhibit 10    
AHCA Did Not Use the Most Serious Sanctions Available Against the AHCA Did Not Use the Most Serious Sanctions Available Against the AHCA Did Not Use the Most Serious Sanctions Available Against the AHCA Did Not Use the Most Serious Sanctions Available Against the     
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Source:  Agency for Health Care Administration. 

According to Florida law, AHCA would have a basis for taking such 
strong enforcement action.  Section 400.121(4)(b), Florida Statutes, 
provides the agency authority to suspend the license of a facility and its 
management company if a moratorium has been imposed twice in seven 
years.  Although one of the six facilities had two moratoriums within 
three months, AHCA did not seek to suspend the facility’s license.  A 
recent U.S. General Accounting Office report on nursing home regulation 
concluded that lax enforcement practices might send a signal to 
noncompliant facilities that a pattern of repeated noncompliance carries 
few consequences. 31 

In our opinion, AHCA should use its available disciplinary remedies, such 
as suspending or revoking licenses, in taking action against facilities that 
demonstrate a repeated pattern of failing to provide adequate quality of 
care.  Further, if AHCA had sought to take strong disciplinary actions 
against the facilities, it would have avoided concerns about the lack of due 
process resulting from its action to cancel the facilities’ Medicaid contracts.  
AHCA’s argument that the contract cancellations did not require due 
process was rejected by the federal district court.  While AHCA disagrees 
with the court, we believe that the agency needs to act with fundamental 
fairness to providers and residents when its policies are changed.  This 
could be accomplished by taking disciplinary action through the Health 
Care Regulation Program since such actions are subject to hearings and 
administrative appeals.  

Moreover, by taking strong disciplinary action, AHCA would remedy 
issues related to giving advanced notice of its policy change.  AHCA’s 
policy on which it based its action to cancel the Medicaid contracts was 

                                                 
31 Nursing Homes:  Additional Steps Needed to Strengthen Enforcement of Federal Quality 
Standards.  U.S. General Accounting Office report, GAO/ HEHS 99-46, March 1999. 
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never reduced to writing or distributed in writing to the nursing home 
owners prior to the announcement of the intended action on October 2, 
2000.  AHCA managers indicated that the owners were verbally informed 
about the agency’s policy at industry meetings and immediately prior to 
the agency’s announcement of the contract cancellations.  However, we 
believe it is insufficient for the agency to verbally warn providers that it 
intends to change policies without informing them in writing when and 
how the policy will change.  In this case, the scoring mechanism used by 
agency staff to target and identify the facilities whose contracts were 
cancelled was not made available until after the cancellations took place.  
The federal district court noted that both the Medicaid regulations and 
the Fourteenth Amendment to the United States Constitution require 
advanced notice of an enforcement action.  Integral to such a notice 
would be the knowledge by the provider of the policy upon which the 
enforcement action was being taken.  

AHCA needs to improve its system for informing AHCA needs to improve its system for informing AHCA needs to improve its system for informing AHCA needs to improve its system for informing 
consumers about nursing home quality of careconsumers about nursing home quality of careconsumers about nursing home quality of careconsumers about nursing home quality of care    

As a part of its regulatory and enforcement function, AHCA publishes a 
nursing home guide referred to as the watch list to assist consumers in 
evaluating the quality of nursing home care in Florida and alert them of 
potential problems with facilities.  The list, which is published quarterly 
and is available both in print and on the Internet, provides a summary of 
findings from AHCA’s surveys for certain nursing home facilities.  
Contained in the list are the actual conditions that resulted in the findings 
of deficiencies.  

However, the watch list as currently designed has several limitations that 
reduce its usefulness.  For example, the list does not provide quantitative 
data on the frequency with which listed deficiencies occurred in a facility. 
Consequently, citizens cannot tell whether a deficiency was an isolated 
case or whether it was widespread.  Providing such quantitative 
information would increase consumer awareness of facility conditions in 
the home.  

AHCA staff indicated that they also plan to provide consumers with 
information from the new scorecard system that was used to identify the 
six facilities that the agency announced would have their Medicaid 
contracts cancelled in October 2000. 32  Staff indicated they planned to 
make this information available on the Internet in 2001 and believed the 
scorecard would provide more information to consumers than the watch 
list alone.  However, the scorecard is limited as a means for providing 
consumers with useful information on a nursing home’s condition.  For 

                                                 
32 The proposed scorecard was the subject of agency rule making and was adopted on February 15, 
2001, Ch. 59A-4.165, Florida Administrative Code. 

The current watch list The current watch list The current watch list The current watch list 
lacks quantitative lacks quantitative lacks quantitative lacks quantitative 
informatioinformatioinformatioinformation that would n that would n that would n that would 
make it useful to make it useful to make it useful to make it useful to 
consumersconsumersconsumersconsumers    

The proposed The proposed The proposed The proposed 
scorecard lscorecard lscorecard lscorecard lacks basic acks basic acks basic acks basic 
information for information for information for information for 
consumersconsumersconsumersconsumers    
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example, consumers viewing the scorecard’s ratings cannot readily 
discern the frequency and seriousness of deficiencies among facilities.  
Further, the scorecard provides no information on when a violation 
occurred and when a corrective action was taken.   

In our opinion, the agency should be providing consumers with more 
information about nursing home conditions.  Information should be 
provided that identifies for each provider the types and seriousness of 
deficiencies identified; the percentage of patients who were affected by 
the deficiencies; and the dates the deficiencies were discovered and 
number of days it took to correct the problem or the number of days the 
problems have remained unresolved.  Other states, such as Illinois and 
Utah, have produced consumer reports that cover each of these areas.  

RecommendationsRecommendationsRecommendationsRecommendations    
We recommend that the agency and the Legislature take the actions 
described below. 

" The Legislature should amend the Health Facilities and Services 
Development Act, s. 408.031 Florida Statutes, et seq., to eliminate the 
Certificate of Need Program.  

" If the CON Program is eliminated, AHCA needs to ensure that certain 
goals that are presently addressed through the CON process be 
addressed through its facility licensing function.  To ensure that 
facilities that undertake certain medical procedures can respond to 
emergency situations, AHCA should develop guidelines requiring 
hospitals that perform certain types of services to have the necessary 
facilities to provide quality care.  To provide a means for ensuring the 
“unprofitably” ill, such as persons with acute needs such as AIDS/HIV 
patients or the elderly, have access to long term care, AHCA could 
make acceptance of these patients a condition for issuing a license to a 
facility.  Also, to help ensure elimination of the CON Program does 
not impair the ability of the urban teaching hospitals to fund and 
provide less profitable services, AHCA can control the medical 
procedures offered by surrounding hospitals through licensing. 

" We recommend that AHCA seek to take strong disciplinary actions 
under its statutory enforcement authority to address the problem of 
chronically under-performing facilities.  AHCA should ensure that the 
operators of substandard facilities understand that initial, less serious 
enforcement actions will be followed by more severe enforcement 
actions based upon the facilities’ prior records.   

" AHCA should improve its system for informing consumers about the 
quality of care provided in nursing homes by incorporating 
quantitative data as well as more detail into their reports on the 
records of nursing facilities. 
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" We recommend that the agency report within six months to the 
Legislature the status of its progress in carrying out these 
recommendations. 
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Appendix AAppendix AAppendix AAppendix A    

Statutory Requirements for Program Statutory Requirements for Program Statutory Requirements for Program Statutory Requirements for Program 
Evaluation and Justification ReviewEvaluation and Justification ReviewEvaluation and Justification ReviewEvaluation and Justification Review    

Section 11.513, Florida Statutes, provides that OPPAGA Program 
Evaluation and Justification Reviews shall address nine issue areas.  Our 
conclusions on these issues as they relate to the Agency for Health Care 
Administration’s Health Care Regulation Program are summarized in 
Table A-1. 

Table ATable ATable ATable A----1111    
Summary of the Program Evaluation and Justification ReviewSummary of the Program Evaluation and Justification ReviewSummary of the Program Evaluation and Justification ReviewSummary of the Program Evaluation and Justification Review    
of the Health Care Regulof the Health Care Regulof the Health Care Regulof the Health Care Regulation Program ation Program ation Program ation Program     

IssueIssueIssueIssue    OPPAGA ConclusionOPPAGA ConclusionOPPAGA ConclusionOPPAGA Conclusion    
The identifiable costs of the program    The Health Care Regulation Program receives funding from several sources, 

including the Health Care Trust Fund (71%), state general revenue (14%) and 
other trust funds (15%).  Sources of revenue for the Health Care Trust Fund 
include license fees and fines assessed against health care practitioners and 
facilities.  Fiscal Year 2000-01 appropriations for the Health Care Regulation 
Program totaled $73,100,784.    

The specific purpose of program, as 
well as the specific public benefit 
derived therefrom    

The purpose of the Health Care Regulation Program is to help ensure that 
Floridians have access to quality health care and services through the 
licensure, monitoring, and regulation of facilities, services, and practitioners.    

Progress toward achieving the outputs 
and outcomes associated with the 
program     

The agency is responding faster to serious facility complaints, but the 
number of emergency actions against facilities has declined.  In addition, the 
program is not meeting performance standards for taking emergency actions 
against practitioners and the length of time required to take emergency 
actions against practitioners has worsened. 
The risk to consumers from practitioners who have made serious harmful 
medical mistakes may be greater than the agency performance data appear 
to indicate.  Nearly one in seven hospitals failed to report one or more serious 
harmful incidents in Fiscal Year 1999-2000.  

An explanation of circumstances 
contributing to the department’s ability 
to achieve, not achieve, or exceed its 
projected outputs and outcomes, as 
defined in s. 216.011, F.S., associated 
with the program 

Agency officials attribute the program’s performance in not meeting the 
standards for emergency actions involving practitioners to a lack of 
cooperation between AHCA legal staff and state attorneys offices and to 
problems in getting access to evidence that is part of ongoing criminal 
investigations.  
Program officials believe that enhanced quality assurance efforts combined 
with a get-tough approach to problem facilities resulted in the need for fewer 
emergency orders against facilities in Fiscal Year 1999-2000.   
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IssueIssueIssueIssue    OPPAGA ConclusionOPPAGA ConclusionOPPAGA ConclusionOPPAGA Conclusion    
Alternative courses of action that would 
result in administering the program 
more efficiently or effectively 

The Legislature should consider amending s. 395.0198, Florida Statutes, to 
increase the adverse consequences to hospitals from failing to report adverse 
incidents to the agency.  One action the Legislature should consider is 
amending the statutes to make public the records of adverse incidents that 
facilities have failed to appropriately report to the state.  Under current law, 
information concerning adverse incidents is not a public record and is not 
discoverable or admissible in a civil or administrative action.  The statutory 
change would mean that a hospital’s failure to report an adverse incident 
makes that information a public record that could be used in civil 
proceedings.  So long as the hospital follows the statute and reports an 
adverse incident, the public record exemption and protection applies.  
However, a failure by a hospital or other facility to report would then open the 
facility to civil action.  We believe this recommendation would be self-
executing and involve no additional cost to the state or extra work for 
program staff.  The costs would accrue to the facilities that failed to abide by 
the law and report adverse incidents.  

 AHCA needs to improve its system for informing consumers about the quality 
of care provided in nursing homes by incorporating quantitative data as well 
as more detail into their reports on the records of nursing facilities.  AHCA 
should increase its use of available alternative dispute resolution options, 
such as mediation to resolve complaints involving less serious offenses, 
many of which are generated by consumers.  Significant resources are 
currently being used for the investigation and legal review of these 
complaints, which often result in no disciplinary action being taken. 
AHCA needs to ensure that HMOs are providing quality care to all Medicaid 
participants.  It should also assess the extent to which Medicaid HMO 
consumers are opting out of HMOs after the 12-month lock-in period 
because of quality of care concerns. 
At a minimum, AHCA should restructure the current outreach activities 
performed under the Medicaid Options program.  This should save 
approximately $1.7 to $2.2 million annually.  AHCA should also consider 
adopting alternative methods for informing consumers about their health plan 
choices, such as providing only printed materials, or providing choice 
counseling materials when the consumer applies for services, similar to 
Oregon’s system.  Finally, the agency must further explore the costs 
associated with the various enrollment services currently provided by Benova 
and the cost to consumers of eliminating the Benova call center. 
The Legislature should amend the law to eliminate the Certificate of Need 
Program. Several functions that are presently performed as part of the CON 
process reassigned to other AHCA program areas. 
AHCA should take effective enforcement action to address the problem of 
chronically under-performing facilities.  In taking such actions, AHCA should 
be mindful in providing facility owners due process and an opportunity to be 
heard. AHCA should take the specific actions noted below. 
" Provide notice of proposed changes in enforcement standards and 

procedures to stakeholders, including the health care industry, HCFA, 
patients, families, and advocacy groups, and provide an opportunity for 
these groups to provide comments.  

" Ensure the consistency and reliability of surveyor data used for 
comparing the performance of facilities.  
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IssueIssueIssueIssue    OPPAGA ConclusionOPPAGA ConclusionOPPAGA ConclusionOPPAGA Conclusion    
" Ensure that operators of substandard facilities understand that initial, 

less serious enforcement actions will be followed by more severe 
enforcement actions based upon the facilities’ prior record.  

The consequences of discontinuing the 
program 

Florida’s program to regulate health care practitioners and to license and 
regulate health care facilities and services is vital to ensure that Floridians 
have access to quality health care.  The program is needed to provide 
adequate safeguards against practitioners who might practice while impaired 
and health care facilities and providers that might endanger the public. 

Determination as to public policy; 
which may include recommendations 
as to whether it would be sound public 
policy to continue or discontinue 
funding the program, either in whole or 
in part     

Based on our research and analysis of health care facilities data, we 
concluded that the Certificate of Need Program should be eliminated. 
 

Whether the information reported 
pursuant to s. 216.031(5), F.S., has 
relevance and utility for evaluation of 
the program  

Data reported on the percentage of new Medicaid recipients voluntarily 
selecting to participate in managed care appear to be inaccurate.  These 
figures reported by the agency include Medicaid participants who are already 
in the program and who switch their plan from a Medicaid HMO to MediPass.  
However, since MediPass is considered managed care, this means the 
agency is including individuals who switch from one managed care system to 
another.  Including these cases distorts the accuracy of the agency’s 
measure of the extent to which new Medicaid recipients are selecting 
managed care.  
An apparent improvement in the percentage of accredited hospitals and 
ambulatory surgical centers cited for life safety, licensure, or emergency 
access standards was due to correction of data errors rather than improved 
performance.  Program officials explained that a significant decrease in the 
reported percentage of accredited hospitals and ambulatory surgical centers 
cited for not complying with life safety, licensure or emergency access (31% 
in Fiscal Year 1998-1999 compared to 6.5% in 1999-2000) resulted from the 
correction of errors in the earlier data that were made when collection of the 
data was automated.      

Whether state agency management has 
established control systems sufficient 
to ensure that performance data are 
maintained and supported by state 
agency records and accurately 
presented in state agency performance 
reports 

AHCA’s inspector general reviewed the program's performance measures in 
1998, and reported that additional steps were needed to document measures 
and data sources, and ensure the accuracy and consistency of performance 
data.1  The inspector general also conducted follow-up reviews after six 
months to track the program’s progress in making recommended 
improvements.  The inspector general is also planning to further review the 
program’s performance measures in Fiscal Year 2000-01 and Fiscal Year 
2001-02.  We relied on the inspector general’s reviews in examining the 
measures’ validity and reliability.  However, we identified several areas of 
concern pertaining to the accuracy and integrity of the program’s 
performance data. 
    

________________________________________ 
1 See AHCA OIG Report 98-04, Audit of the Bureau of Consumer and Investigative Services Performance-Based Program 
Budgeting/Performance Measures; Division of Health Quality Assurance and AHCA OIG Report 98-05, Review of Performance 
Measures; Division of Health Quality Assurance State Licensure and Federal Certification of Health Care Facilities. 
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IssueIssueIssueIssue    OPPAGA ConclusionOPPAGA ConclusionOPPAGA ConclusionOPPAGA Conclusion    
 We found errors and missing data in the program’s complaint database.  Our 

review of the program’s practitioner complaint database determined that of 
the 3,620 complaints received concerning four professions (dentistry, 
medicine, nursing, and pharmacy) in Fiscal Year 1999-2000, 10% of the 
complaint records had missing or incorrectly entered data.  Critical 
information missing from the records included the nature and the priority 
status of some complaints. The agency cannot accurately calculate its 
performance in responding to Priority I complaints if records do not include 
the priority of the complaint and the date the complaint was recommended 
for probable cause.  
Program staff did not maintain records or documentation needed to verify the 
accuracy of some performance data reported to the Legislature.  Program 
staff indicated that they did not maintain hard copies of reports generated 
from the practitioner database that were used as data sources for the 
program’s performance in practitioner regulation in Fiscal Year 1999-2000.  
They also indicated that since the database is continually updated, they were 
unable to recreate the reported data.  Thus, even though AHCA’s inspector 
general has reviewed the methods used to collect data for performance 
measures, we were unable to verify the accuracy of actual data reported for 
performance. 
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Appendix BAppendix BAppendix BAppendix B    

Program Performance in Meeting Program Performance in Meeting Program Performance in Meeting Program Performance in Meeting 
Performance for Fiscal Year 1999Performance for Fiscal Year 1999Performance for Fiscal Year 1999Performance for Fiscal Year 1999----2000200020002000    

MeasuresMeasuresMeasuresMeasures    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1998199819981998----99 99 99 99     
Actual Actual Actual Actual 

PerformancePerformancePerformancePerformance    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1999199919991999----2000 2000 2000 2000     

Actual Actual Actual Actual 
PerformancePerformancePerformancePerformance    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1999199919991999----2000 2000 2000 2000 
LegislatiLegislatiLegislatiLegislative  ve  ve  ve  

Performance Performance Performance Performance 
StandardStandardStandardStandard    

Performance Performance Performance Performance 
Standard Standard Standard Standard     

Not Met for Not Met for Not Met for Not Met for 
Fiscal Year Fiscal Year Fiscal Year Fiscal Year 
1999199919991999----2000200020002000    

Outcome Measures 1999Outcome Measures 1999Outcome Measures 1999Outcome Measures 1999----20002000200020001111    
Percent of Priority I practitioner Investigations 
resulting in Emergency Action 3% 13%13%13%13%    393% X 
Average length of time (in days) to take emergency 
action in Priority I practitioner investigations 76 124124124124    603 X 
Percent of cease and desist orders issued to 
unlicensed practitioners in which another complaint 
of unlicensed activity is subsequently filed against 
the same practitioner 18% 00001111    7% 

Function 
Transferred to 
Department of 

Health 
Percent of licensed practitioners involved in adverse 
incidents (agency identified) .23% Not AvailableNot AvailableNot AvailableNot Available    .33% 

Measure 
Eliminated 

Percent of licensed practitioners involved in peer 
review discipline (agency identified) .11% Not AvailableNot AvailableNot AvailableNot Available    .02% 

Measure 
Eliminated 

Percent of investigations of alleged unlicensed 
facilities and programs that have been previously 
issued a cease and desist order, that are confirmed 
as repeated unlicensed activity 5% 5.7%5.7%5.7%5.7%    73%  
Percent of Priority I consumer complaints about 
licensed facilities and programs that are 
investigated within 48 hours 62% 95.7%95.7%95.7%95.7%    100% X 
Percent of accredited hospitals and ambulatory 
surgical centers cited for not complying with life 
safety, licensure, or emergency access standards 31% 6.5%6.5%6.5%6.5%    9%  
Percent of accreditation validation surveys that 
result in findings of licensure deficiencies 67% 66%66%66%66%    66%2222  
Percent of nursing home facilities in which 
deficiencies are found that pose a serious threat to 
the health, safety, or welfare of the public 15% 3.5%3.5%3.5%3.5%    5%  
Percent of assisted living facilities in which 
deficiencies are found that pose a serious threat to 
the health, safety, or welfare of the public 1% 3.2%3.2%3.2%3.2%    5%   
Percent of home health facilities in which 
deficiencies are found that pose a serious threat to 
the health, safety, or welfare of the public 0% 0%0%0%0%    5%  
Percent of clinical laboratories in which deficiencies 
are found that pose a serious threat to the health, 
safety, or welfare of the public 0% 0%0%0%0%    5%  
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MeasuresMeasuresMeasuresMeasures    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1998199819981998----99 99 99 99     
Actual Actual Actual Actual 

PerformancePerformancePerformancePerformance    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1999199919991999----2000 2000 2000 2000     

Actual Actual Actual Actual 
PerformancePerformancePerformancePerformance    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1999199919991999----2000 2000 2000 2000 
LegislatiLegislatiLegislatiLegislative  ve  ve  ve  

Performance Performance Performance Performance 
StandardStandardStandardStandard    

Performance Performance Performance Performance 
Standard Standard Standard Standard     

Not Met for Not Met for Not Met for Not Met for 
Fiscal Year Fiscal Year Fiscal Year Fiscal Year 
1999199919991999----2000200020002000    

Percent of ambulatory surgical centers in which 
deficiencies are found that pose a serious threat to 
the health, safety, or welfare of the public 0% 0%0%0%0%    5%  
Percent of hospitals with deficiencies that pose a 
serious threat to the health, safety, or welfare of the 
public 0% 0%0%0%0%    5%  
Percent of hospitals that fail to report adverse 
incidents (agency identified) In litigation 13.9%13.9%13.9%13.9%    5% X 
Percent of hospitals that fail to report peer review 
disciplinary actions (agency identified) In litigation 0%0%0%0%    3%  

Output Measures 1999Output Measures 1999Output Measures 1999Output Measures 1999----2000200020002000                    
Number of complaints determined legally sufficient 6,200 6,3186,3186,3186,318    7,112  
Number of legally sufficient practitioner complaints 
resolved by findings of no probable cause  
(nolle prosse) 1,072 1,3331,3331,3331,333    680  
Number of legally sufficient practitioner complaints 
resolved by findings of no probable cause  
(letters of guidance) 993 1,1181,1181,1181,118    491  
Number of legally sufficient practitioner complaints 
resolved by findings of no probable cause  
(notice of noncompliance) 3 9999    35 X 
Number of legally sufficient practitioner complaints 
resolved by findings of probable cause  
(issuance of citation for minor violations) 51 152152152152    34  
Number of legally sufficient practitioner complaints 
resolved by findings of stipulations or informal 
hearings 845 1,4841,4841,4841,484    662  
Number of legally sufficient practitioner complaints 
resolved by findings of formal hearings 31 30303030    44 X 
Percent of investigations completed within time 
frame:         

Priority I (45 Days) 12% 14.114.114.114.1    1003% X 
Priority II (180 Days) 55% 68.168.168.168.1    1003% X 
Other (180 Days) 73% 67.767.767.767.7    1003% X 

Average number of practitioner complaint 
investigations per FTE 227 264264264264    87  
Number of inquiries to call center regarding 
practitioner licensure and disciplinary information 104,517 52,03652,03652,03652,036    113,2933 X 
Number of facility emergency actions taken 81 43434343    51 X 
Number of nursing home full facility quality of care 
surveys conducted  646 694694694694    8153 X 
Number of assisted living full facility quality of care 
surveys conducted 1,108 1,4731,4731,4731,473    1,2823 X 
Number of home health agency full facility quality of 
care surveys conducted 692 1,0751,0751,0751,075    1,6003 X 
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MeasuresMeasuresMeasuresMeasures    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1998199819981998----99 99 99 99     
Actual Actual Actual Actual 

PerformancePerformancePerformancePerformance    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1999199919991999----2000 2000 2000 2000     

Actual Actual Actual Actual 
PerformancePerformancePerformancePerformance    

Fiscal Year Fiscal Year Fiscal Year Fiscal Year     
1999199919991999----2000 2000 2000 2000 
LegislatiLegislatiLegislatiLegislative  ve  ve  ve  

Performance Performance Performance Performance 
StandardStandardStandardStandard    

Performance Performance Performance Performance 
Standard Standard Standard Standard     

Not Met for Not Met for Not Met for Not Met for 
Fiscal Year Fiscal Year Fiscal Year Fiscal Year 
1999199919991999----2000200020002000    

Number of clinical laboratory full facility quality of 
care surveys conducted 1,055 722722722722    1,0823 X 
Number of hospital full facility quality of a care 
surveys conducted 33 66666666    353  
Number of other full facility quality of care surveys 
conducted 983 1,7361,7361,7361,736    1,3573  
Number of hospitals the agency determines have 
not reported:        

1. Adverse Incidents 39 30303030    23  X 
2. Peer Review Disciplinary Actions In Litigation Not AvailableNot AvailableNot AvailableNot Available    2  Not Available 

Average processing time (in days) for Statewide 
Provider and Subscriber Assistance Panel Cases 192 58585858    259  
Number of nursing home plans and construction 
reviews performed 637 659659659659    1,2003 X 
Number of hospital plan and construction reviews 
performed 2,663 3,0373,0373,0373,037    3,500 X 
Number of ambulatory surgical center plans and 
construction reviews performed 110 228228228228    400 X 
Average number of hours for a nursing home plans 
and construction review 29 77777777    35 X 
Average number of hours for a hospital plans and 
construction review 33 60606060    35 X 
Average number of hours for an ambulatory 
surgical center plans and construction review 19 81818181    35 X 

2000200020002000----01 New Measures01 New Measures01 New Measures01 New Measures                    
Administrative cost as a percent of total program 
costs  NA 4.5%4.5%4.5%4.5%    6.4% Not Applicable 
Percent of initial investigations and 
recommendations as to the existence of probable 
cause completed within 180 days  
after receipt of complaint NA 83%83%83%83%    85% Not Applicable 
Percent of new recipients voluntarily selecting 
managed care NA 57.4%57.4%57.4%57.4%    71% Not Applicable 
Number of new enrollees provided choice 
counseling NA 522,63522,63522,63522,637777    191,582 Not Applicable 
Not Applicable—measure did not exist for Fiscal Year.  
Not Available—not reported for Fiscal Year 1999-2000 due to litigation, see discussion in Chapter Three. 
1 Agency reports that cease and desist orders for practitioners are now under the Department of Health. 
2 As reported in the Agency’s 2000-01 Legislative Budget Request, surveys that are consistent with accreditation surveys. 
3The Executive Office of the Governor, in a letter to legislative committees, lowered the standards for these measures. 

Source:  Performance data are from AHCA legislative budget requests, AHCA Long Range Program Plan for Fiscal Years 2001-02 
through 2005-06, and program documents.  Performance standards are from the 1999 General Appropriations Act implementing bill 
and the 2000 General Appropriations Act implementing bill. 
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Appendix CAppendix CAppendix CAppendix C    

Response from the Response from the Response from the Response from the     
Agency for Health Care AdministrationAgency for Health Care AdministrationAgency for Health Care AdministrationAgency for Health Care Administration    

In accordance with the provisions of s. 11.45(7)(d), Florida Statutes, a draft 
of our report was submitted to the Secretary of the Agency for Health 
Care Administration for his review and response. 

The Secretary's written response is reprinted herein beginning on page 46.  
The enclosure cited in the written response is not included here, but is 
available upon request or may be found at OPPAGA’s website. 
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JEB BUSH, GOVERNOR RUBEN J. KING-SHAW, JR., SECRETARY 

 
April 27, 2001 
 
 
 
 
Mr. John W. Turcotte, Director  
Office of Program Policy Analysis  
  and Government Accountability  
111 West Madison Street, Room 312  
Claude Pepper Building 
Tallahassee, FL 32399-1475 
 
Dear Mr. Turcotte: 
 
Thank you for the opportunity to respond to the preliminary and tentative audit findings 
and recommendations of your justification review of the Health Care Regulation Program. 
Our response to the recommendations found in your review is enclosed. 
 
You will note in our response that the Agency has accepted the majority of the report 
recommendations. However, some of the recommendations, as well as some of the report 
narrative, contained statements or conclusions that we found to be in need of clarification 
or explanation. We have included these clarifications and explanations in our response. 
 
If you have any questions regarding this response please contact Rufus Noble at 921-4897 
or Kathy Donald at 922-8448. 
 
Sincerely, 
 
/s/ 
Ruben J. King-Shaw, Jr. 
 
RJKS/kd  
Enclosure 
 
 

 
  

2727 Mahan Drive •  Mail Stop #1 
Tallahassee, FL 32308 

Visit AHCA Online at  
www.fdhc.state.fl.us 
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Agency for Health Care Administration 
Response to OPPAGA's Justification Review of the 

Health Care Regulation Program 
 
Chapter 3 - Improved Enforcement Needed to Reduce Risk to Consumers 
 
Agency Response to Report Recommendations on Pages 14 and 15 
 
Recommendation: 
We recommend that the Legislature consider amending s. 395.0198, Florida Statutes, to 
increase the adverse consequences to hospitals from failing to report adverse incidents to 
the agency.  One action the Legislature should consider is amending the statutes to make 
public the records of adverse incidents that facilities have failed to appropriately report 
to the state. 
 
Agency Response: 
The Agency concurs with this recommendation. 
 
Recommendation: 
We recommend that the agency: 
 

• ensure the accuracy of data entered into its complaint database; 
 

Agency Response: 
The Agency agrees with this recommendation. The Department of Health 
converted to a new licensure and enforcement tracking system during the 
timeframe encompassed in this audit. Errors were created by the conversion and 
were not the result of individual input error. Staff is continuing to correct 
conversion errors as well as data entry errors. Requests have been submitted to the 
Department of Health for program enhancements to diminish the possibility of 
data entry errors or omissions. The Agency has been working to ensure the 
integrity of the enforcement data during and since conversion to the new database. 
We will continue to work with the Department of Health in identifying and 
correcting errors and ensuring the integrity of the data. 

 
• establish procedures requiring its staff to maintain documentation needed to 

verify its reported performance figures; and 
 

Agency Response: 
The Agency agrees with this recommendation. Programmatic reports that are run 
to determine performance measures are currently maintained and saved on the 
Agency's server. Back-up data (listings of complaints considered in the reports) 
was not originally maintained. Reports were run and verified to obtain aggregate 
statistics based on the description in the Agency's Performance Measure Validity 
and Reliability Forms. Subsequent to the first time audit of Performance Based 
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Budgeting measures by OPPAGA, the Agency agreed to maintain the appropriate 
back-up data. 

 
• exclude from its performance measure on the new Medicaid recipients voluntarily 

selecting to participate in managed care those cases in which a recipient switched 
from one form of managed care to another, such as from a Medicaid HMO to 
MediPass. Including these cases distorts the accuracy of the agency's measure. 

 
Agency Response: 
When the Agency entered into a contract with Benova to administer the HMO 
enrollment of Medicaid recipients, the definition of "new managed care enrollee" 
was vague and the contract manager at the time believed that "plan changes" 
should be included in the "voluntary enrollment" rate. The Agency is in the 
process of implementing systems changes to accurately reflect "voluntary 
enrollment rates" consistent with the following definition: 
 
The voluntary enrollment rate is calculated by dividing the number of new 
Medicaid managed care eligibles voluntarily selecting a managed care plan by the 
total number of new Medicaid managed care eligibles for the specific month. 
"New Eligible" is defined as a person who has not participated in a managed care 
plan within the previous 90 days prior to enrollment. This group of persons 
includes those that would have been mandatorily assigned to a managed care plan 
and those who chose a managed care plan voluntarily but would not have been 
mandatorily assigned to a managed care plan (i.e. dually Medicaid eligibles.) 

 
Recommendation: 
We recommend that the AHCA/DOH joint committee seek ways to improve access to the 
state attorney information regarding complaints in which the states attorneys' offices are 
pursuing criminal cases against practitioners and the complaints involve an immediate 
threat to consumers. 
 
Agency Response: 
The Agency has improved its working relationship with the State Attorney's offices 
throughout the State and it is a very productive one. This relationship has been developed 
through years of partnership in investigating complaints with shared jurisdiction. The 
efficacy of this relationship is illustrated by the success of the Agency's emergency action 
program. In the past few years, the number of emergency orders has dramatically 
increased. In fiscal year 1999/2000, there were 102 emergency actions. In the 9 months 
of fiscal year 2000/2001, the Agency has already issued 127 emergency actions. This 
dramatic increase can somewhat be attributed to the evolving working relationship 
between the criminal justice system and the Agency. Frequently, the information shared 
by the State Attorney's Office is used to support the emergency summary action taken 
against a licensee. The appropriateness of the Agency's emergency action, which may be 
challenged at the District Court of Appeals, has routinely been affirmed thus 
exemplifying the successful exchange of meaningful evidence by the State Attorney's 
office to the Agency for Health Care Administration. 
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Unlike the administrative prosecutions, however, one of the challenges for the criminal 
prosecutors in the release of this vital information to the Agency is the public disclosure 
of the evidence collected by the criminal authorities. The criminal justice system's rules 
of procedure are more restrictive than found in administrative law practice. Thus, the 
State Attorney's office is reluctant to release prematurely the very evidence that would be 
used to sustain both causes of action, criminal and administrative. Moreover, since the 
Agency is obligated to have a public due process hearing on the merits of the case within 
a very short time frame, the release of the criminal evidence is unavoidable thus 
potentially rendering a detrimental impact on the criminal prosecution. Nevertheless, the 
cooperative efforts between both public servants whose mission is to protect the health, 
safety and welfare of the citizens of Florida continues to improve. These efforts are 
resulting in a relationship of cooperation and exchange of necessary and vital 
information. 
 
Chapter 4 - Consumer Access and Outcomes 
 
Agency Response to Report Recommendations on Page 20 
 
Recommendation: 
We recommend that the Agency for Health Care Administration monitor the frequency 
with which it decides to use its own staff to handle complaints over the next year, rather 
than allow the complaints to be handled by the privatized call center. If there is a trend 
for agency staff to handle complaints regarding sensitive matters, such as the nursing 
home contract cancellations in October 2000, the agency either should ensure that it 
maintains sufficient internal resources and expertise to handle such incidents or review 
its contract with the private company operating its call center and determine whether the 
contract should be modified so as to ensure that the center can handle calls of this 
nature. We also recommend that the agency collect data over the next year that will 
enable it to assess whether non-English-speaking consumers are having difficulty 
accessing the complaint investigation process. 
 
Agency Response: 
The Agency will monitor the frequency with which it decides to use its own staff; 
however, the decision to use agency staff rather than call center staff will remain 
discretionary with agency management.  The one incident described in the report in 
which the call center was not used was a special case.  The parameters used to make that 
decision have been fully described in discussions with OPPAGA staff. As previously 
indicated, handling consumer calls related to the quality purchasing decision associated 
with Medicaid contract terminations for 6 nursing homes was not a call center issue.   
The Agency's decision to staff this function internally was a management decision made 
to ensure that the inquiry lines were staffed 24 hours each day, 7 days a week, for the 
period immediately following notification of the facilities of their Medicaid contract 
terminations. Since the contract with HISPACC, Inc. intends that emergency backup will 
occur in the event of disasters causing inaccessibility to the complaint lines; such as 
hurricanes or tornadoes, the contract would have required an expensive amendment to  
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accommodate any potential calls related to the contract terminations.  Also as previously 
discussed with OPPAGA staff, caller inquiries involved responses that could not have 
been provided by staff not trained in the details of the nursing home issues associated 
with the contract cancellations.  Call center staff were not so trained. 
 
The Agency has collected data regarding the extent to which non-English speaking 
consumers access the complaint process.  For any complaints filed, the Agency can 
determine the need for a non-English speaking individual.  As reported by the HICPACC, 
Inc., those data indicate that less than 2 percent of the calls received in the call center are 
received in a language other than English. 
 

COMPLAINT CALLS BY LANGUAGE 
HMO, PRACTITIONER, FACILITY 

 

Language 
7/1/00 to 
7/31/00 

8/1/00 to 
8/31/00 

9/1/00 to 
9/30/00 

10/1/00 to 
10/31/00 

11/1/00 to 
11/30/00 

12/1/00 to 
12/31/00 Subtotals 

        
English  1307 1619 1325 1372 1230 1015 7868 
Spanish 51 39 30 14 14 20 168 
Creole 4 2 0 0 1 0 7 
        

Language 
1/1/01 to 
1/31/01 

2/1/01 to 
2/28/01    Subtotals 

Totals by 
Language 

        
English  1558 1489    3047 10915 
Spanish 14 28    42 210 
Creole 0 1    1 8 
        
       11133 

Percentage of Non-English Complaints = 218/11,133 = 0.019581 or approximately 2% 
 
 
The call center collects data on all complaint calls, regardless of type.  If the caller cannot 
speak English, the agent designates this information on the call screen. At the time of this 
report, HISPACC could not tell us how many callers initially selected the option of 
Spanish, Creole or English when they come into the Interactive Voice Response (IVR) 
system.  However, choosing the Spanish/Creole options does not mean that the caller did 
not speak perfect English; but rather that a language other than English was chosen for 
the filing of the complaint.  Since the issue was raised, HISPACC, Inc. has created a 
program to allow data collection about access by non-English speaking consumers 
through the IVR. 
 
The Agency also addressed accessing the practitioner investigation process by describing 
the procedures used to deal with complaints filed with the Agency in a language other 
than English and the assignment of investigative staff to those complaints.  These 
 



 

51 

procedures were provided to OPPAGA staff in writing.  The Agency has implemented 
tracking methods to measure the number of complaints received in Spanish to determine 
appropriate staffing needs. 
 
Effective April 20th, the Agency will implement a method for identifying which 
practitioner complaints are first received by the call center in a language other than 
English and subsequently presented in written form to the Consumer Services Unit.  
Language use will be tracked in the PRAES database for practitioner complaints. 
 
Recommendation: 
We recommend that the Legislature direct the Agency for Health Care Administration 
and Department of Health to develop proposals to increase the use of mediation and 
citations as a means to resolve complaints against practitioners.  Increased use of these 
approaches should allow the agency and the department's professional boards to more 
cost-effectively use their resources and provide an annual cost savings of $1.6 million. 
 
Agency Response: 
The Agency is strictly limited in its use of mediations and citations because it is the 
Board, not the Agency, that designates the violations that can be managed in these 
alternative programs.  The Boards generally have not taken advantage of these alternative 
programs and have designated few violations to be handled through citation or mediation. 
As a result, the Agency has taken a very proactive role in recommending the increase in 
use of mediation and citations programs by the regulatory boards as a means to resolve 
complaints against practitioners.  The Agency recognized very early in its enforcement 
responsibilities that both alternative processes would add value to an overburdened 
disciplinary system.  Recently, the agency staff recommended draft language to the 
Commission on Excellence to enhance the mediation and citation programs.  This draft 
language was overwhelming supported by the Commission members and they voted to 
seek legislative action in the 2001 legislative session.  Additionally, the agency staff has 
affirmatively offered the same legislative language to House of Representative staff to 
include in proposed bills to increase the types of violations that could be handled in the 
citation program.  This recommended language was accepted by a sponsor and continues 
to move through the legislative process.  Finally, it is noteworthy to recognize that the 
agency prosecutors have, and continue to, solicit the regulatory boards to increase the 
number and types of violations to be managed by these two programs.  However, the 
decision to enhance the use of these alternative and effective disciplinary programs is 
strictly within the prerogative of the individual boards and their desire to increase the 
frequency of its use. 
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Chapter 5 - Medicaid Managed Care 
 
Agency Response to Report Recommendations on Pages 26 and 27 
 
Recommendation: 
We recommend that the Agency for Health Care Administration develop a system to 
provide ongoing comparative information on health outcomes and consumer complaints 
for Medicaid HMO, MediPass, and the new Provider Service Network participants. 
 
Agency Response: 
The Agency has a system to provide ongoing comparative information on health 
outcomes and health measures focusing on the degree to which preventative care is 
provided.  In examining these data, it is important to note that comparisons between 
Medicaid HMOs and programs such as MediPass are difficult to make and may not 
always be valid given differences in the characteristics of those selecting an HMO or 
MediPass.  In fact, the Agency is in the forefront of states that collect data on their 
Medicaid program in comparison to any MediPass equivalent program. 
 
Currently systems are in place in Medicaid to collect comparative data between HMOs 
and MediPass on the following: 
 
1. Rate of hospitalizations for conditions that could be prevented with adequate 

ambulatory care; 
 

2. A comprehensive array of pregnancy related outcomes including the rate of Cesarean 
deliveries performed, trimester of entry into prenatal care and adequacy of prenatal 
care; 
 

3. Well child visits in a year; 
 

4. Cholesterol management after an acute cardiovascular event; 
 

5. Beta blocker treatment after a heart attack; 
 

6. Cervical cancer screening; 
 

7. Breast cancer screening; 
 

8. Three indicators of diabetes care; and 
 

9. Quality of care as assessed by a peer review organization (However, data is not 
currently available due to the bid protest on selecting a vendor). 

 
Available data was summarized in a report entitled "Medicaid Health Maintenance 
Organizations and MediPass" issued in February 2001.  In addition, in Area 6 where 
HMOs are responsible for behavioral health care, the Agency annually collects 
performance data through the Florida Mental Health Institute. Prenatal care data is 
published annually by HMOs and a model has been developed to compare performance 
controlling for relevant demographic differences in enrollment by the University of 
Florida. 
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The Agency is also working with the Department of Health to expedite development of 
the Immunization Registry so that it can be used to obtain comparative data on 
immunization levels by plan in a less burdensome manner. Currently HMOs report on 
immunization levels, but comparative data is not available for MediPass without a record 
review due to the way county health units and rural health clinics bill for service. 
 
We disagree with the statement on page 22 that "The lack of comparable performance 
data on the quality of MediPass and HMOs reflects the fragmentation of data collection 
responsibilities. . ."  Data are collected for various purposes. The responsibility for 
collection of HEDIS data is the responsibility of the Center for Health Statistics which 
utilizes this data for the annual HMO report card. The Managed Care Bureau monitors 
whether or not HMOs meet National Committee for Quality Assurance (NCQA) 
standards. Medicaid access data is collected by the Medicaid Office. All data can be 
easily accessed. 
 
The Agency disagrees with the conclusion on pages v and 23 of the report that Medicaid 
managed care plans have reduced access and raised serious concerns regarding quality of 
care is speculative at best.  Access data is not reported. Utilization is collected; however 
it is not a reflection of access, which would reflect whether or not a recipient could obtain 
a needed service.  NCQA requires that measures for Medicaid recipients be reported 
separately from their commercial business; and NCQA recently issued guidance to 
HMOs to also exclude Title XXI enrollees from their commercial populations, as 
inclusion negatively affects performance on the indicators.  NCQA does not risk adjust 
measures and many of the measures are affected by the educational level of the 
population.  Measures particularly sensitive to education are utilization of breast cancer 
screening and cervical cancer screening rates.  Thus, although the Agency is taking action 
to reduce demographic differences in care, the difference in rates of performance between 
Medicaid HMOs and commercial HMOs may be entirely explained by the difference in 
demographics between the two groups. 
 
With respect to patient satisfaction, the Florida legislature appropriated funding for a 
survey of HMO recipients.  The Agency sought and obtained Robert Wood Johnson 
Foundation funding to collect survey and other data for MediPass and Provider Service 
Networks (PSN) as part of an evaluation of the PSN.  The PSN has only recently been 
operational long enough to meet criteria for sample selection for the survey using NCQA 
criteria.  The first survey will begin in the next few months. 
 
As part of its activities to improve comparative data, the Agency is holding a meeting on 
Apri1 23, 2001, to develop funding strategies to expand the HMO survey to MediPass 
and the PSN on an ongoing basis.  This meeting, which is being coordinated by 
Medicaid, includes representatives from the Agency's State Center for Health Statistics 
and Managed Health Care; the University of Florida, which administers the HMO survey; 
PSN evaluators, and Title XXI evaluators. 
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The Agency is committed to measuring and improving quality services. It has been 
proactive in developing systems and will continue to make improvements. 
 
Recommendation: 
We recommend that the agency assess the extent to which Medicaid HMO consumers are 
opting out of HMOs after the lock-in period because of quality of care concerns. 
 
Agency Response: 
A survey of disenrollees from Medicaid, which was part of the annual Title XXI 
evaluation, found that 5 percent rated the quality of care in the program fair or poor and 
93 percent would recommend the program to another family member or friend. Only 4 
percent had ever filed a complaint. Eleven percent of disenrollees from Healthy Kids 
rated the program as fair or poor. Based on your recommendation, the Agency will 
explore the possibility of surveying disenrollees from HMOs who switch plans at the end 
of their lock-in period. 
 
Recommendation: 
We recommend that, at a minimum, the agency restructure the current outreach activities 
performed under the Medicaid Options Program.  This should save approximately  
$1.7 million to $2.2 million annually.  AHCA should also consider adopting alternative 
methods for informing consumers about their health plan choices, such as providing only 
printed materials, or providing choice counseling materials when the consumer applies 
for services such as is done in Oregon.  Finally, the agency should further explore the 
costs associated with the various enrollment services currently provided by Benova and 
the effect on consumers of eliminating the Benova call center. 
 
Agency Response: 
The Agency is in the process of re-bidding the contract for the Choice Counseling 
Program, most likely at a significantly reduced cost, depending upon legislative funding. 
In its 2001-2002 legislative budget request, the Agency proposed a significant reduction 
in the funding of this program.  These funding reductions were included in the Governor's 
recommended budget.  As part of the budget request the Agency proposed possibly 
eliminating the call center or, alternatively, reducing the current outreach activities 
performed by the program.  In addition, the Agency is exploring changes to the 
enrollment system that should result in significant cost savings. 
 
Florida has considered enrollment and choice counseling programs of various states, 
including Oregon, in the structure of our program. 
 
Chapter 6 - Regulation of Facilities 
 
Agency Comments on Report Narrative 
 
Issue: 
We identified several concerns with the agency' s approach of using contract actions to 
address quality of care problems, including not taking strong disciplinary action against 
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the homes prior to October 2000 and the due process issues noted by the federal district 
court. 
 
Agency Comments: 
In October 2000, the Agency issued 30-day notices to 6 Florida nursing facilities advising 
them that their Medicaid provider agreements were being terminated. The notice was 
pursuant to a contract clause that either party may — on 30 days notice — terminate the 
contract at will, for no cause.  It was also in accordance with the State Medicaid Plan, the 
Florida Administrative Code and s. 409.913, Florida Statutes, all of which provided clear 
statutory authority for the terminations without cause. One of the providers was Vencor, 
who owned three of the nursing homes (and 17 others in the state that were not 
terminated). 
 
Vencor filed a lawsuit in federal court in Tampa and asked the Judge to delay the 
Agency's termination of the provider agreements at these facilities.  The legal action was 
anticipated, as was the request for the court to restrain the Agency from implementing the 
termination.  The Agency further anticipated that a Temporary Restraining Order (TRO) 
would be issued, but expected to prevail in a hearing on the merits.  Although the 
restraining order was issued for a few days, there never was an evidentiary hearing on the 
merits.  The courts of Florida have since disregarded the restraining order language in 
Vencor as having very little precedential value for that reason (see Federal District Court 
Judge Ferguson's notation in Sterling v. AHCA attached, where Judge Ferguson stated 
the value of the Vencor TRO clearly, and refused to consider it as precedent, as there was 
no evidence taken or presented to support the TRO). 
 
Meanwhile, the Agency had planned to maintain resident care at the nursing homes 
affected by closure and to facilitate the possible transfer of the residents and reduce the 
risk of transfer trauma (see Secretary Ruben J. King-Shaw, Jr.'s letter to HCFA, 
attached). 
 
Because the termination of the provider agreement was not effective for 30 days from the 
date of notice, the issuance of the temporary restraining order was prospective only.  The 
TRO was granted as a measure to preserve the status quo and not to decide the case. The 
case was settled between the parties a few days after the TRO was issued.  The resident 
care issues with Vencor were addressed in a settlement agreement that successfully 
accomplished the Agency's objective to obtain and sustain quality services for Medicaid 
residents. 
 
The Agency briefed the Vencor court fully on the issues of due process and policy 
changes, as well as the Medicaid Act and HCFA requirements.  This same briefing was 
used in the Sterling case.  The Memorandum of Law is appended and represents the 
Agency's interpretation of the law on these issues. Judge Ferguson has generally followed 
this, and there are no other legal interpretations available at this time.  In short, the law 
appears to be very clear and completely contrary to what is stated in this recommendation 
(see Memorandum of Law attached). 
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An affidavit of Gary Crayton, former Medicaid Director, which was obtained and filed in 
Vencor, is instructive on these issues as well, and is the statement of one who 
administered the Program for many years (see Affidavit of Gary L. Crayton attached). 
The Secretary of the Agency, Ruben J. King-Shaw, Jr., also corresponded with HCFA on 
the issues of notice and compliance. Secretary King-Shaw's letter sets out the Agency's 
position on those issues. 
 
HCFA took another view and its letter concerning the notice given to Vencor and the 
denial of a pre-termination hearing was a complete departure from its prior statements to 
the Agency.  The letter also conflicted with HCFA's own long-term plan, which outlines 
the need for the states to engage in “quality purchasing” with Medicaid dollars.  
 
Finally, prior to the Agency's notice of termination, Vencor had entered into an 
agreement with HHS to resolve compliance issues.  However this agreement was to be 
effective in the future, while the Agency's settlement was effective immediately.  The 
Agency settlement has directly resulted in tangible improvements in the standard of care, 
quality assurance and integrity of the Vencor nursing homes, and had the secondary result 
in opening a positive dialogue with the Vencor entity since November 2000.  The HHS 
agreement was never made known to the Agency until the federal suit and, it is highly 
unlikely it would have been voluntarily disclosed before the Agency took its action. 
 
Agency Response to Report Recommendations on Pages 36 and 37 
 
Recommendation: 
The Legislature should amend the Health Facilities and Services Development Act, s. 
408.031 Florida Statutes, et seq., to eliminate the Certificate of Need Program. 
 
Agency Response: 
The Legislature has mandated the convening of a CON Workgroup to evaluate issues 
pertaining to the certificate-of-need program, including the impact of trends in health care 
delivery and financing. The Workgroup shall study issues relating to implementation of 
the certificate-of-need program. Its first meeting is scheduled for April 27th in Orlando. 
The scope of the Workgroup's charge and the due dates for its reports may be changed as 
a result of bills before the current Legislature. 
 
Recommendation: 
If the CON Program is eliminated, AHCA needs to ensure that certain goals that are 
presently addressed through the CON process be addressed through its facility licensing 
function.  To ensure that facilities that undertake certain medical procedures can respond 
to emergency situations, AHCA should develop guidelines requiring hospitals that 
perform certain types of services to have the necessary facilities to provide quality care. 
To provide a means for ensuring the "unprofitably" ill, such as persons with acute needs 
such as AIDS/HIV patients or the elderly, have access to long term care, AHCA could 
make acceptance of these patients a condition for issuing a license to a facility.  Also, to 
help ensure elimination of the CON Program does not impair the ability of the urban 
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teaching hospitals to fund and provide less profitable services, AHCA can control the 
medical procedures offered by surrounding hospitals through licensing. 
 
Agency Response: 
On page 30, this report states that elimination of the CON Program could reduce costs to 
the Agency by $836,525 and delete the need for 18 positions.  However, the discussion 
goes on to state that if the program were abolished, the state would need to develop 
alternatives for addressing several issues: ensuring the quality of services provided; 
ensuring access to care for the underserved or "unprofitably ill" through conditions 
placed on a facility's license; and controlling the medical procedures offered by hospitals 
through licensure to assist the urban, teaching hospitals.... "regulating the types of 
services offered".  The report does not acknowledge that this change in regulation would 
come at a price. 
 
Analyses conducted by the Agency related to a recent legislative proposal to eliminate 
the CON Program and shift to an expanded quality of care regulation by the state through 
the licensure process show that the cost of such regulation would exceed the current cost 
of operation of the CON Program.  Additional staff would be required for the processing 
of licensure applications, the monitoring of compliance with licensure conditions, the 
surveying of health care facilities and the investigation of complaints.  The Agency's 
estimate projected an initial need to triple staff. 
 
Also when OPPAGA says that, as the result of the elimination of CON, "the state would 
need to provide a means for ensuring that the unprofitably ill....have access to long term 
care," it potentially commits the state to an enormous expenditure. 
 
Recommendation: 
We recommend that AHCA seek to take strong disciplinary actions under its statutory 
enforcement authority to address the problem of chronically under-performing facilities. 
AHCA should ensure that the operators of substandard facilities understand that initial, 
less serious enforcement actions will be followed by more severe enforcement actions 
based upon the facilities' prior records. 
 
Agency Response: 
The Agency has taken, and does routinely take strong disciplinary action against poor 
performing facilities.  The Agency is supporting proposed legislation to strengthen its 
enforcement authority. 
 
It is correct that the Agency did not take action to suspend or revoke the license of the six 
facilities involved in the initiative activities undertaken last October. However, this report 
itself documents the variety of other licensure actions that were taken. 
 
The decisions involved in the Medicaid Quality Purchasing Initiative were not a 
substitute for licensure action but considered the facility's compliance history and those 
enforcement actions taken in making the determination of facilities to be involved in this 
Medicaid purchasing decision.  The Agency believes that we have demonstrated a clear 
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pattern of thought and consideration in all actions, including this purchasing decision. 
Operators of all facilities are aware, and will be reminded as needed, that initial, less 
serious enforcement actions will be followed by more severe enforcement actions as 
APPROPRIATE according to applicable guidelines. 
 
Contrary to the criticism by OPPAGA, the Medicaid Quality Purchasing Initiative did in 
fact effect positive change.  The standards for the delivery of care in nursing homes were 
elevated.  Four of the involved facilities were members of multi-state chains.  In response 
to this initiative they developed quality assurance programs to measure and ensure quality 
for the residents.  These programs serve as a prototype for positive change nationwide. 
 
Also regarding the comments on page 14 of this report, the Agency does not agree that 
the purpose of the performance based budgeting standards is to increase enforcement 
actions.  The Agency will only take enforcement actions as appropriate and will not set 
quotas based on standards included in performance based budgeting.  Recent 
improvements in survey and enforcement processes have been designed to identify and 
encourage sustained compliance in licensed and certified health care facilities. 
 
Recommendation: 
AHCA should improve its system for informing consumers about the quality of care 
provided in nursing homes by incorporating quantitative data as well as more detail into 
their reports on the records of nursing facilities.  
 
Agency Response: 
OPPAGA argues that the current Watch List is too limited and does not provide 
information on the frequency and seriousness of deficiencies, and the date the 
deficiencies were cited.  OPPAGA ignores the details of the web version of the Nursing 
Home Guide that is under development and apparently does not understand that this 
version will provide the details that OPPAGA is in fact recommending.  The web version 
already under development to enhance consumer's access to information authorized  
under Chapter 400.191, FS will provide a list of all the deficiencies, the severity and 
scope (i.e. seriousness) of the deficiencies, and the date of each survey on which the 
deficiency was cited.  These voluminous details must be on the web, as including them in 
the printed guide would render the printed version too cumbersome to be effective to 
consumers.  (Note that although OPPAGA suggests that the Agency report the percentage 
of residents who were affected by noted deficiencies, this is not feasible since our survey 
teams do not literally assess every resident.  Surveys are based on a sampling 
methodology whereby the general scope of deficiencies are determined as outlined 
above.) 
 
Although the Agency does not currently list the deficiencies and severity and scope on its 
web site, we do provide a link from the Watch List web site to HCFA's Nursing Home 
Compare web site, which does provide these details.  The survey reports are public 
information, and the Agency routinely provides these details to individuals upon request.  
Although this data is currently readily available, the Agency has clearly informed 
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OPPAGA of the details that are underway to further enhance accessibility of this 
information to the public. 
 
Recommendation: 
We recommend that the agency report within six months to the Legislature the status of 
its progress in carrying out these recommendations. 
 
Agency Response: 
The Agency will report within six month to the Legislature the status of its progress in 
carrying out these recommendations. 
 
Appendix A -- Statutory Requirements for Program Evaluation and Justification 
Review / Table A-l -- Summary of the Program Evaluation and Justification Review 
of the Health Care Regulation Program 
 
Agency Response to OPPAGA Conclusions on Pages 38 through 41 
 
Issue: 
Progress towards achieving the outputs and outcomes associated with the program 
 
OPPAGA Conclusion: 
In addition, the program is not meeting performance standards for taking emergency 
actions against practitioners in the length of time required to take emergency actions 
against practitioners has worsened. 
 
Agency Response: 
Although the days to take emergency action increased, the Agency considers the 
emergency action program a success.  As noted, the number of emergency actions has 
increased.  For example, in fiscal year 1999/2000, there were 102 emergency actions. In 
the 9 months of this fiscal year, the Agency has already issued 127 emergency actions. 
Additionally, the success of the program is evidenced by the Agency prevailing when, 
and if the emergency action is challenged in the District Court of Appeals and the fact 
that the outcome of the disciplinary actions on these emergency order cases usually result 
in revocation, suspension, restrictions or other significant limitations on practice.  
Therefore, this statement is not completely accurate because the inability to meet the 
legislative standards is controlled by the gravity of the course of action recommended by 
the Agency versus the balance of due process rights of the individual practitioner.  This is 
the most serious and immediate type of action the Agency (on behalf of the Department 
of Health) can recommend in that the licensee's ability to practice his/her profession is 
summarily suspended or restricted.  The Agency responds to complaints where possible 
emergency action is warranted.  The follow-up response includes, but is not limited to, 
the interviewing of critical witnesses, the collection of evidence that is supported with 
indicia of authenticity and the ability to have a successful outcome as a result of thorough 
preparedness for an expedited hearing (which can be as soon as 72 hours from issuance 
of the emergency order).  As such, a non-quantifiable amount of time, legal and 
investigative energy is required to gather the necessary evidence to support this serious 
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action.  No real-time measure can be mandated in the collection of the necessary 
evidence to sustain this course of action.  Therefore, the measure imposed on the Agency 
to accomplish this performance measure is a guide at best.  In recognition of this 
performance measure, the Agency has affirmatively developed specific criteria in 
identifying complaints that pose an immediate threat to the health, safety and welfare of 
the citizens and visitors of Florida.  These complaints are placed on a priority fast track 
and best efforts are made to accomplish the emergency action, or downgrade the 
complaint to a lesser priority if the immediate threat is not substantiated. 
 
Issue: 
The consequences of discontinuing the program 
 
OPPAGA Conclusion: 
Florida's program to regulate health care practitioners and to license and regulate 
health care facilities and services is vital to ensure that Floridians have access to quality 
health care.  The program is needed to provide adequate safeguards against 
practitioners who might practice while impaired and health care facilities and providers 
that might endanger the public. 
 
Agency Response: 
Florida ranks third in the nation in the number of physicians disciplined and third among 
large states in the percentage of licensed physicians disciplined, according to the 2000 
Annual Disciplinary Report of the Federation of State Medical Board of the United States 
(FSMB). According to statistics released by the FSMB, Florida took disciplinary action 
against 258 doctors in 2000, compared with 218 in 1999.  This 18% increase was 
substantially above the national increase in physician discipline of 3%.  The Agency 
agrees that this program is vital to ensure the quality, accessibility and affordability of 
health care services to citizens and visitors of Florida.  Moreover, the continuity and 
continued improvement of the program demands the retention of the program in the 
existing agency.  Previous transfers of the program to various agencies have historically 
shown to be disruptive, costly, and ineffective. 
 
Issue: 
Whether the state agency management has established control systems sufficient to 
ensure that performance data are maintained and supported by state agency records and 
accurately presented in state agency performance reports. 
 
Appendix B -- Program Performance in Meeting Performance for Fiscal Year  
1999-2000 
 
Agency Comments Regarding Performance Standards Not Met for 
Fiscal Year 1999-2000 -- Pages 42 through 44: 
 
Percent of Priority I practitioner Investigations resulting in Emergency Action 
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The inability to meet the legislative standards is driven by the gravity of the action versus 
the balance of due process rights of the individual practitioner.  This is the most serious 
type of action the Agency (on behalf of the Department of Health) can recommend in that 
the licensee's ability to practice his/her profession is summarily suspended or restricted 
without the opportunity for a due process proceeding.  As such, time is required to gather 
the necessary evidence to support this serious action.  No real-time measure can be 
mandated in the collection of the necessary evidence to sustain this course of action. 
Therefore, the measure imposed on the Agency to accomplish this performance measure 
is a guide at best. Although the number of days to take emergency action increased, the 
number of emergency actions also increased.  For example, in fiscal year 1999/2000, 
there were 102 emergency actions.  In the 9 months of this fiscal year, the Agency has 
already issued 127 emergency actions.  It should be noted that the Agency requested and 
obtained approval by the Governor's office to change the requested standard for this 
measure to 16%.  The Agency's performance was 13%. 
 
Average length of time (in days) to take emergency action in Priority I practitioner 
investigations 
 
No real-time measure can be mandated in the collection of the necessary evidence to 
sustain this course of action.  Therefore, the measure imposed on the Agency to 
accomplish this performance measure is a guide at best.  In recognition of this 
performance measure, the Agency has affirmatively developed specific criteria in 
identifying complaints that pose an immediate threat to the health, safety and welfare of 
the citizens and visitors of Florida.  These complaints are placed on a priority fast track 
and best efforts are made to accomplish the emergency and immediate action or 
downgrade the complaint to a lesser priority if the immediate threat is not substantiated. 
 
Number of legally sufficient practitioner complaints resolved by findings of no probable 
cause (notice of non-compliance) 
 
The number of complaints identified as Notice of Non-compliance is the same or similar 
to the violations identified for citations.  As a result, the Boards have generally instructed 
the Agency to issue citations.  As a result, the Agency has suggested the repeal of the 
Notice of Non-compliance statutory section. 
 
Number of legally sufficient practitioner complaints resolved by findings of formal 
hearings 
 
The number of hearings is driven by factors beyond the control of the Agency staff.  For 
example, due process entitles a licensee to engage in full discovery and defense 
preparation.  As a result, hearings may be advanced to accommodate that due process 
requirement beyond a year's period. Moreover, the Division of Administrative Hearings 
may determine the number of trials by the dates of availability.  Therefore, these two 
factors alone can impact the Agency's ability to meet the performance standard. 
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Percent of investigations completed within the timeframe: 
Priority I (45 days)  
Priority II (180 days)  
Other (180 days) 
 
Florida has one, if not the highest standards and shortest schedules in the country to 
complete investigations to a recommendation of probable cause.  The overall compliance 
rate for meeting the 180-day mandate for fiscal year 1999-2000 from receipt of a 
complaint to a recommendation of probable cause (including citations and administrative 
closures) was 83%.  When the 180-day mandate was directed by the legislature, the 
average number of days to complete an investigation to recommendation of probable 
cause was 512 days.  Currently, the average number of days is 74 days, including 
administrative closures.  The average number of days for legally sufficient complaints to 
a recommendation of probable cause is 202 days.  Although the Agency may not be 
meeting the 180-day requirement 100% of the time, in 3 ½ years, the Agency has 
dramatically reduced the time to probable cause to approximately half the amount of 
time.  This is significant because the caseload continued to increase and the additional 
staff to accomplish this mandate was not provided until July 1999. 
 
Number of inquiries to call center regarding practitioner licensure and disciplinary 
information 
 
The Call Center was privatized in July 2000 to more effectively serve the consumers of 
Florida.  Baseline standards for the Call Center were set based on the Call Center 
providing licensure and disciplinary information.  Through agreement with the 
Department of Health, the Agency's Call Center now provides only disciplinary 
information.  The Department of Health provides the licensure information through its 
own call center. 
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