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Initial Comments.

A Biennial and Generator Monitoring survey were
conducted at Health Paradise ALF on .

. Deficiencies were identified at the time of
the survey.

59A-36.019(3) FAC Emergency Mgmt - Plan
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 law enforcement or emergency

in

p
communication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure that all staff
had access and were trained in their duties, and
would be responsible for implementing the
emergency management plan. Staff B was
unable to start the alternate power source (a
portable generator) that would be used to cool the
facitity in the event of a loss of primary power.
The generator was alsc inaccessible to the sole
staff on duty.

Findings included:

Observation on at 6:45 AM revealed
Staff B working alone at the facility with 4
residents.

During an interview on at 6:55 AM, Staff
B was asked where the generator was. Staff B
stated "1t is in the garage. | don't have the key to
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the garage, only the owner does."

During a telephone interview on at7:19
AM, the Owner and Administrator stated " will call
my son to open the garage. | had to leave on an
emergency and | took the key. | am normally
there every morning."

Observation on at 8:37 AM revealed
SUA 12000 E (portable generator) outside of the
garage. Further observation revealed Staff B was
unable to successfully operate the generator.

During an interview on at 8:38 AM, Staff
B stated "I've turned it on 2 times before. Its been
a month since | practiced. { cant do it right now, |
don't have the force.”

Review of personnel records revealed Staff B had
training on ing the facility's
procedures on
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