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Initial Comments.

A blennial re-licensure survey was conducted at
Palmetto ALF i on . .
Deficiencies were identified at the time of the
survey.

59A-36.011(11) FAC Traini

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that staff knew information for

) training for
two out of two sampled staff (Staff B).

Findings included:

Review of Staff B's personnel file revealed that
she completed the training on

During an interview on at 7:18AM, when
asked to explain ? Staff B stated "l don't
remember.”
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A 182 69A-36.019(3) FAC Emergency Mgmt - Plan A182

85=0| Implementation

{3} PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facility must request assistance
from local faw enforcement or emergency

in

communication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure that two out
of two sampled staff (Administrator and Staff B)
were trained in their duties and are responsible
for ing the

plan (Administrator and Staff B). The
administrator and Staff B were unable to start the
portable generator.

Findings included:

On at 7:00 AM observed a portable
generator inside the shed in the backyard of the
facitity.

On at 7:00 AM Staff B was observed

attempting to operate the generator.

On at 7.07 AM, observed the
administrator attempt to operate the generator.

During an interview on at 7:08 AM, the
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administrator stated "My husband is the one that
tests the generator every month.”

Review of personnel records reveated the
administrator received Emergency Environmental
Control Plan training on and Staff B
received the training on
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