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pooo Initial Comments

A 3rd follow-up inspection was conducted from 8-15-16 to 8-18-16 at Midtown Manor assisted living
facility. The Midtown Manor assisted living facility had deficiencies during this inspection and did not
correct its previous deficiency.

D152 Phvsical Plant - Safe Livina Environ/Other

Based on observation, record review and interview, the facility failed to provide a safe living environment
by conducting interior construction and repairs in the facility's second level and the medication

implementing resident safeguards in place and by not ensuring the facility received a yearly fire
and life safety inspection.

The findings are:

Inan observationon - -~ - from 12:30 pm to 12:45 pm in the facility's second level, this area was not
restricted to any resident, the area was not supervised by the facility staff and the following was noted:

1. The common area hallway on the southeast end of the building had its flooring surface removed next
to the stairwell access doorway, its walking surfaces were uneven throughout and it presented to be an
imminent tripping hazard.

2. Resident . # had its flooring surface removed at the doorway, its walking surfaces were
uneven throughout and it presented to be an imminent tripping hazard.

3. The hallway on the north end of the facility had a ceiling tile removed and there was a leak from
above the ceiling which made the floor surface wet.

In an interview with the Manageron - - ., she stated that she was not aware that the doorway
thresholds were not repaired by the facility's construction contractor.

In an observationon - -~ - at 2:00 pm inside the first floor medication i, the following was noted:

1. There were several black plastic bags which contained soiled linens being stored next to the resident
medication cart.

2. The ceiling tiles above the resident medication cart were removed and the plumbing from the 2nd
floor was exposed.
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In an interview with the Manager on 8-15-16 at 2:05 pm, she stated that she was not aware of the
reason why soiled linens were being stored inside the resident medication room and that the ceiling tiles
were removed to repair the exposed 2nd floor plumbing about a week ago and they were not replaced.

During a confidential interview on - - i at 10:30 am, she stated that the ceiling tiles in the medication

been removed approximately six weeks ago because there was a leak which made the
medication *. She stated that while the ceiling tiles were removed, there were roaches that
from the plumbing above onto the medication .

Class Il
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RICK $COTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

e .. 1, 2018

Administrator
Midtown Manor

2001 Polk Street
Hollywood, FL. 33020

Dear Administrator:

This letter reports the findings of a third State Licensure Revisit Survey conducted on
18, 2016 by a representative of this office.

Attached is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies
corrected during the visit, uncorrected deficiencies and/or new deficiencies that were identified
on the day of the visit. You will not receive a copy of this report in the mail; you will only receive
this faxed report. All deficiencies shall be corrected no later than 1,2016
The Quality Assurance Questionnaire has long been employed to obtain your feedback
foliowing survey activity. This form has been placed on the Agency's website at
hitp://ahca.myflorida.com/Publications/Forms.shiml as a first step in providing a web-based
interactive consumer satisfaction survey system. You may access the questionnaire through
the link under Health Facilities and Providers on this page. Your feedback is encouraged and
valued, as our goal is to ensure the professional and consistent application of the survey
process.

Thank you for the assistance provided to the representative. Should you have any questions

please call this office at (661) 381-5840.
Sincerely, W
7 %M Nenso, M7
Mayd-Davi

Arlene S
Field Office Manager

AMD/dso
Enclosure: State 5000-3547 form
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