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Initiat Coraments

A generator monitoring visit was conducted at
Zuser's Senior Care on . Adeficiency
was identified at the time of the visit.

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. New staff must be trained on
the plan within 30 days of employment.
{b) I telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
facility failed to ensure that all staff were trained in
their duties and would be responsible for

i ing the gency plan
for one out of one (Staff A) sampled staff. Staff A
did not know how to operate the alternate power
source {generator) that would be used o maintain
the room temperature at or below 81
degrees Fahrenheit in the event of a loss of
prirmary power.

Findings included:

Observation on at 8:25 AM revealed
Staff A {caretaker) working alone at the facility
with @ census of 4 residents.

Avreview of Staff A (caretaker) records showed a
hired date for .
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Observation on at %30 AM revealed
Staff A could not start the generator.

Review of the national weather report showed on
, the National Hurricane Center issued
a Tropical Storm Warning, Flood Advisory, and
Tornado Watch for the city due to possible impact
from rains or winds associated with Hurricane
Helene as it passes 1o the west of South Florida,
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