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0000 - Initial Comments

A Complaint Investigation (#2015001527) survey revisit was conducted on and concluded on
New Greenview Il ALF, Inc had deficiencies found at time of the survey.

0025 - Resident Care - Supervision - 429.26(7) FS; 58A-5.0182(1) FAC

Based on observation, record review, and interview, the facility failed to provide all the residents with general
supervision and oversight by not having any procedures in place to monitor the residents' whereabouts throughout
the day or night. The facility did not maintain the residents’ overall wellbeina and safety by not restricting the
entrance of uninvited individuals into the facility through residents’ .

The findings included:

In an observation on 81 10:15 am, the facility's south building had two resident which had doorways
leading to the outside or me facility. In an observation at this time, the two resident - which had doorways
leading to outside of the facility had both doors unlocked and provided physical access into the facility from the
outside. In an observation at this time, there was chain-linked fence surrounding the facility perimeter with an
east-facing gate which did not have any locking mechanism,

In an interview with the Manager on +at 10:25 am. he stated that besides the facility's front de=-~ = == -4 of
its two buildings, the south building haa wo resident and the north buildin~ kad one resident had
doorways leading to the exterior and that none of the residents living in those or staff members were
instructed on how or when to maintain those doors locked, so as to prevent the residents to leave without staff
knowledge or to not allow uninvited guests inside the facility. He stated that the resident with accessibie
exterior doorways may be left unlocked by any resident using them and that the facility staff did not monitor the
doorways at any time during the day or night. He stated that it was possible for residents to leave the facility at any

time during the day or night, similarly as when Resident #1 left the facility on - without staf¢ "~ Aedge,
because the locking handles on those doorways may be unlocked by anyone inside the resident
In an interview with the Manager on at 10:45 am, he stated that the facility did not develop any policies and

procedures to implement or operationance ne newly installed security locking door handles in the three resident
with doorways leading to the outside of the facility. He stated that the facility did not provide dir~n~tinen o
procedures to any of its staff or residents to prevent or restrict entry of any individuals through these !
doorways at any time. He stated that the facility did not implement any measures to ensure the safety, wellbeing
and to monitor the whereabouts of the residents, including maintaining = resident sign infout log, considering that
the facility had three entry/exit doorways located inside the residents’ .
In an interview with Resident #10 on 12t 10:35 am, he stated that he slept in the facility's south building, in
the had the south-facuy uvor leading to the outside and that he was not aware of =~ #=~stiong or
ProC. . ww wuv v h by the facility that prevented or restricted entry of any individuals through his /'s
doorway at any time. He stated that his ", Resident #11, used that doorway regularly to go outside to
smoke and that he usually sees several residents go in and out of this doorway throughout the day and night time.
He stated that he did not keep track of everv individual going in and out through this doorway.

In an interview with the Administrator on +at 11:00 am, she stated that the facility did not develop any policies
and procedures to implement or operationaize e newly installed security locking door handies in the three
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resident with doorways leading to the outside of the facility. She stated that the facility did not provide
directions ur procedures to any of its staff or residents to prevent or restrict entry of any individuals through these

' doorways at any time. She stated that the facility did not implement any measures to ensure the safety,
wellbeing and whereabouts of the residents, including maintaining a resident sign infout log, considering that the
facility had three entry/exit doorways located inside the residents’

In an interview with Caregiver B on -at 11:45 am, he stated that he was not aware of any specific directions
or procedures set forth by the facility 1or nim to prevent or restrict entry of any individuals through the
outside-leading resident . atany time. He also stated that he was not aware of any procedures to

ensure residents must sign in or out whenever they chose to leave the facility at any times, so as to maintain
knowledge of their whereabouts.
In an observation on at 12:30 pm, the facility’s north building had one resident had a doorway
leading to the outside v vie facility. At this time, this doorwav was open and there were no residents or staff nearb
to monitor this doorway leading into this resident the rest of the facility's north building.
In an interview with Resident #2 on - -at 12:30 pm, he stated that he slept in the facility's north building, in the
had the north-facing uuor ading to the outside and that he was not aware of any Airartinng or
prvvvarss oo forth by the facility that prevented or restricted entry of any individuals through his 's
doorway at any time. He stated that he slept alone in this that he locked this door at night whenever
he remembered, but there were times which other people used this doorway to come in or out of the facility.
In an interview with Resident #11 on - -at12:40 pm, he stated that he was not aware of any dirnntiong gr
procedures set forth by the facility that prevented or restricted entry of any individuals through his I's
doorway at any time. He stated that he usually went in and out of this doorway without restrictions and that several
residents also used this doorway. He stated that he usually locked this doorway from the inside at around 9 pm, bu
sometimes residents would knock on the door to enter his . which led into the facility south building sfter 9 pm
and he would allow them to enter and feave. He said other residents would use the doorway inside his go
in and out of the facility and that there may be times when he would not be aware of the persons coming and going
through this doorway because he was not there all the time or he would be sleeping.
In an interview with the Manager on = -at 1:4 0 om, he stated that he understood that the facility did not follow
the Agency's directed plan of correctiun dated on o ensure all the residents, some of which had no or
decreased safety awareness due to their mental health diagnoses, had adequate oversight and that the facility did
not prevent the entrance of uninvited individuals into the facility at all times.
Uncorrected Class 111 Deficiency

L241 - LMH - Records - 58A-5.029(2) FAC

Based on record review and interview, the facility failed to have a completed community living support plan for 1 of
12 (Resident #2) and failed to have an updated commurnity living support plan for 1 if 12 (Resident #8).

The findings included:

Review of the Resident #2's community living support plan dated on '~ - indicated that the facility was
responsible to coordinate the resident's medical appointments, monitor the resident's mental heaith status and
manages the resident's medications, and this document did not contain any resident or facility signatures to
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represent its completion and understanding among the parties.
Review of the Resident #8's file indicated that the most current
on - . Further review of the resident'
living support plan.

In an interview with the facility's Manager on at 1:30
community living support plan for Resident #2 or an u
Uncorrected Class 11 Deficiency

community living support plan available was dated
s record indicated that there was no current or updated community

pm, he stated that the facility did not have a completed
pdated community living support plan for Resident #8,
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK

V SECRETARY

, 2015

Administrator

New Greenview li Alf, Inc
2650 Nw 15th Avenue
Miami, FL 33142

Dear Administrator:

This letter reports the findings of a Complaint Investigation revisit survey conducted on |
24, 2015 and concluded on 1 2015 by representative(s) of this office. Enclosed is the
provider's copy of the Statement ot Deficiencies (State Form 5000-3547), which references the
uncorrected deficiencies and/or new deficiencies identified during the revisit.

Ali deficiencies shall be corrected no later than , 2015,

The Quality Assurance Questionnaire has long been employed to obtain your feedback
following survey activity. This form has been placed on the Agency's website at

http:/fahca.m florida.com/Publications/Forms.shtml as a first step in providing a web-based
interactive consumer satisfaction survey system. You may access the questionnaire through the
link under Health Facilities and Providers on this page. Your feedback is encouraged and
valued, as our goal is to ensure the professional and consistent application of the survey
process.

Thank you for the assistance provided to the surveyor. Should you have any questions please
call this office at (305) 593-3100.

Sincerely,

Ch S

Arlene Mayo-Davis, RN
Field Office Manager

AMD:ve
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