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‘pbooo Initial Comments

An unannounced monitoring visit was completed on /116 at New Beginnings Assisted Living, Inc.
(license #12436), an Assisted Living Facility in Cape Coral, Florida. This is the first follow-up to the
monitoring visit completed [

The following is a description of the deficiencies found at time of this visit.

pos2 Medication - Assistance with Self-Admin

Based on observation and interview, Staff A failed to observe the resident consuming the medications for
1 (Resident #4) of 3 residents reviewed.

The findings included:

Observation on at 9:22 a.m., revealed that meds were given, however they were scheduled for
8:00 a.m. Staff A, who was assisting with self administration of medications, put the medication in a pil
cup and offered them to Resident #4 with water. Resident #4 declined the water, stating she would take
them with her coffee instead. Staff A walked away from the table, leaving the pills in the pill cup for the
resident to take. The resident was observed taking her medications with her coffee.

Record review on of the Medication Observation Record (MOR) for Resident #4 showed
0.25mg take 1 tablet by mouth twice daily if needed. The medications were signed off every day on the
MOR but there was no reason as to why on the back of the MOR. The resident also has |

2mg take as directed-if needed. They were marked as taken . 1st, 3rd, 7th, and 15th. There was
no documentation on the back of the MOR.

There were no initials for +for the afternoon and evening doses of medications.

During an interview on - at 1:00 p.m., Staff A stated she was not on duty yesterday, that it was
another person and she could not give a reason as to why the medications were not signed off.

Class {ll

0054 Medication - Records

Based on record review and interview, the facility failed to document on the Medication Observation
Record (MOR) as the medications were given for 1 (Resident #4) of 3 residents. The facility also failed
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to have a MOR for Resident #5.
The findings included:
1. Areview of the MOR for Resident #4 revealed medications were not documented as being
given on ifor the afternoon and evening medications.
During aninterview on .- at 1:00 p.m., Staff A stated she was not working yesterday and she does
not know why the medications were not signed off.
2. Areview of Resident #5's record on showed there was no MOR. The resident moved in to

the facility on I/ i. Resident #5's son fills the pill box and the facility gives the medications from that.
There was nowhere for the facility to document the medications.

During an interview on at 1:00 p.m,, Staff A said the doctor was coming today to admit the
resident to the facility.

Class Il

pO55 Medication - St and Di |

Based on observation and interview, the facility failed to dispose of medications after residents left the
facility for Residents #1 and #2.

The findings included:

On ‘at 11:20 a.m., the top drawer of medication cart had a bottle of - with label removed.
Medications were also found in the medication.cart for Resident #1 who and Resident #2
who moved out approximately one month ago.

During an interviewon at 1:00 p.m., Staff A said she did not know why the medications were still
in the cart.

Class Il

pos7 Medication - Over The Counter (OTC) Products

Based on observation and interview the facility failed to ensure no stock medications were maintained in
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the facility.
The findings included:
On at 11:20 a.m., the top drawer of med cart had a bottle of s with the label removed.

During an interview on at 1:00 p.m., Staff A said she did not know why the medication was in the
cart. She also said she did not know who they belonged to.

Class IIi

0160 Records - Facilitv

Based on interview and record review, the facility failed to maintain an admission and discharge log with
the name of each resident, date of admission, the facility or place from which the resident was admitted
and/or date of discharge, reason for discharge and identification of the facility or home address to which
the resident was discharged for at least 1 known residents.

The findings inc!uded:

On . i the Admission and Discharge log was reviewed. . The last entry was ! iwith a first and
last name. There was no date of discharge, reason for discharge, or place discharged to for Resident
#2.

During an interview on at 1:00 p.m., Staff A said she did know anything about the Admission and
Discharge log.

Class

p162 Records - Resident

Based on record review and interview, the facility failed to have current physician medication orders for 2
{Residents #3 and #5) of 3 resident records reviewed.

The findings included:

1. Record review of Resident #3 on -at 10:45 a.m., revealed the last physician orders in the chart
were . The Administrator was not in the community. Staff A sent the Administrator a text asking
AHCA Form 5000-3547
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her where the physician orders were. There were no orders available to reconcile medications. In a text
message from the Administrator at 11:26 a.m_, she stated to read the progress notes for the orders.
Another text at 11:27 a.m. stated there are no orders.

2. Record review of Resident #5 on i revealed there were no physician orders in the chart.
Resident #5 moved in to the facility on /.. The son was preparing the pill box and medications
were being given from it. There was no documentation of what medication was being given.

During an interview on - at 1:00 p.m., Staff A stated the physician would be in today to admit the
resident.

Staff A stated she did not know where the physician orders would be.

Class Il
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. 2018

Administrator

New Beginning Assisted Living, Inc
418 Nw 21st Terrace

Cape Coral, FL. 33883

Dear Administrator:

This letter reports the findings of a revisit survey conducted on . 2016 by
representatives of this office. Enclosed is the provider's copy of the Statement of Deficiencies
(State Form 5000-3547), which references the uncorrected deficiencies and/or new deficiencies
identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All
ies shall be d no later than , 2016

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
ttg llahca myflorida. comlPubhcat:onleonn§ shtml as a first step in providing a web-based
tion survey system. You may access the questionnaire through the
I|nk 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 surveyors. Shouid you have any questions please
call this office at (239) 335-1315.

Sincerely,

(e Qv

Jon Seehawer, R.N.
Field Office Manager

sh
Enclosure: State Form and Revisit Report
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