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0000 - Initial Comments

An unannounced extended congregate care survey was conducted on at The Fountains of
Hope, an assisted living facility (license #12784) located in Sarasota, Florida.

The following is description of the deficiencies.

E205 - ECC - Health Assessment - 58A-5.030(5) FAC

Based on a review of 1 (Resident #3} of 3 residents receiving extended congregate care (ECC) and an

The findings included:

Areview of Resident #3's record revealed the last health assessment for Resident #3 was done on
. There was no assessment done annually as required for residents receiving ECC care.

On , at 11:00 a.m., the administrator agreed they had no health assessment done for Resident
#3 for this year as required.

Class Hl

E206 - ECC - Service Plans - 58A-5.030(6) FAC

Based on a review of 3 {(Residents #1, #2, and #3) of 3 residents receiving extended congregate care
{ECC), and interview with staff, the facility failed to ensure the service plans for the residents showed

how the facility planned to meet their needs.

The findings included:

The service plans for Resident's #1, #2, and #3 were last reviewed on . The only thing on the
service plan was which service was to be provided. Resident's #1, #2, and #3, all received assistance
with the application of a | or brace in the morning and removal of the | or brace in the evening

for bed. There was no plan in place for heaith monitoring, assistance with personal care services, if the
resident required nursing services, what supervision was necessary for the resident, whether the
resident required a special diet, ancillary services, and if they needed transportation or supportive
services, if outside service providers were necessary for these 3 resident's.

interview with the administrator, the facifity failed to ensure annual health assessments were performed.
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On , at 11:00 a.m., the administrator agreed they were only putting whatever ECC services were

on the service plan. She said she didn't realize they had to address the other issues for each resident.
Class Hl

E208 - ECC - Records - 58A-5.030(8) FAC

Based on a review of 3 (Residents #1, #2, and #3) of 3 residents’ records who were receiving extended
congregate care (ECC) services and interview with the administrator, the facility failed to ensure there
were progress notes about the ECC care provided.

The findings included:

Areview of Resident #1, #2, and #3's records revealed there were no progress notes documented about
the ECC services the facility was providing. In each resident file it was documented that they were

receiving care for the application in the morning and removal at bedtime of a _, or brace to the lower
extremity.
During an interview on , at 11:00 a.m., the administrator provided documentation of the care in a

document called "Administration history” for Resident's #1, #2 and #3. 1t further identified itself by
including the resident's name.

For Resident #1 and #2 it included: to apply right leg brace each morning and remove right leg brace
each evening. For Resident #3 it included "apply leg brace in the AM and remove in the PM.” There
were no notes for either of these residents, although there was space in the form for notes. There were
no observations of the skin or whether the resident was tolerating the braces. Continued interview with
the administrator agreed their documentation did not include a progress note and did not show any
observations about the residents’ legs.

Further review of this documentation revealed Resident #1 had no documentation on about the
application of the brace in the morning and no documentation about the application of the brace on

Resident #2 had documentation on the following days for refusal of the application of the brace :
s R . There was no additional documentation to explain the reason
the re5|dent was refusmg nor was there notification of the physician about the resident's continued
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refusal to use the brace.

Class H

Resident #3 had no documentation of the application and removat of the brace on:
, or the removal of the brace for the period of through

, (a total of 30 days).
There was no application of the brace documented on
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