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0000 - Initial Comments
A complaint (CCR#2017011213) revisit survey was conducted on . , 2018. An Excellent Care

Alf Ll with license #12933 had the following deficiency identified at the time of the survey:

p165 - Risk Mgmt & QA; Adverse Incident Report - 429.23(1-4 & 6-10) FS; 58A-5.0241 FAC

Based on record review and interview, the Assisted Living Facility failed to submit the incident report
within one business day after the incident and within 15 days of the incident to AHCA when resident
condition required them to be transported to a unit providing more acute care due to the incident, rather
than the resident's condition before the incident for one (#6) out of seven sampled residents.

Findings included:

A Review of Resident #68's hospital record showed that on rescue arrived to ALF, the
Resident's sugar level was 20 mg/dl (really low). They administered glucose and .. and
glucose level went up to 40 mg/dl. Second dose of _ . was given and glucose level went up to 60
mg/dl. Resident #6 arrived to emergency department at 1:22 PM and revealed that did not eat breakfast
that morning. Resident #6 remained hospitalized until

Review of facility's record showed that there was no proof that facility completed the adverse incident
report.

In an interview on at 10:56 AM Administrator revealed that facility had not complete the
adverse incident report.
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