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A000; Initial Comments A 000

An Abbreviated Relicensure and Generator
Monitoring survey was conducted on

at Gold Coast Loving Care Inc. Deficiencies
related to the Relicensure were identified during
the survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to freat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personat
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, F.AC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical.and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to provide apprepriate
care and services for each resident. This was
evidenced by the facility's failure to provide staff
that can communicate effectly to address the
care needs of 3 out of 3 sampled residents
{Resident#2, Resident #3, and Resident #4).

The findings included:

During a tour of the facility on at
9:41AM it was observed that there were 4
residents (Residents #1-#4) in living room area
watching television and conversing amongst each
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other. Upon greeting the residents, the surveyor
was informed by Resident #3 that he spoke
Kreyol only. At this time, the surveyor asked Staff
B (HHA) if any of the residents spoke English.
Staff B stated only Resident #1 spoke English,

During an interview with Staff B(HHA)on

at 9:57AM, she stated she works the
morning shift by herself usuaily. She also stated
that she did not speak Kreyol and she only spoke
English. Staff B further stated she would try to
understand the residents as best she could and
assist them.,

A review of the staff schedule for the month of

, provided by the Administrator revealed that
Staff B(HHA) worked the moming shift from
7TAM-3PM Monday through Friday. Further review
revealed the Administrator (Kreyol speaking)
worked the morning shift from SAM-7PM.

During an interview with the Administrator on

at 12:35PM, she stated that Staff B
{HHA) was usually alone with the residents for no
more than two hours before she arrives and that
even though Staff B did not speak Kreyol, she
did. The Administrator was asked how Staff B
communicated with the residents that speak
Kreyol, She stated the Staff B communicated with
the residents using gestures. At this time, the
Administrator was informed that Staff B's inability
to communicate with the residents in a language
they can understand prevents her from providing
the appropriate care and services as needed
during the two hours that a non-Kreyol speaking
staff is not present. Addionally, she was informed
that this could be dangerous in the eventofa
time sensitive emergency that would require
i i ication. The i oF
acknowledged the findings and stated she would
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have Kreyol speaking staff, besides herself,
present at all times to ensure the resident's care
needs were met appropriately and timely.
Class #Hl
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