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A000; Initial Comments A 000

An unannounced Generator Monitoring survey
was conducted on at Nami Home 2,
Inc. The provider had deficiencies at the time of
the survey.

A 1801 59A-36.018(1) FAC Emergency Management A180

{1) EMERGENCY PLAN COMPONENTS,
Pursuant to Section 429.41, F.$., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities," AHCA Form
3180-5008, . , incorporated by
reference and available at

hitp:s w.firules. .asp?No
=Ref-15964. The form is also available at:
hitps:/fahca.myflorida.com/MCHQ/Emergency A
clivities/index.shtml. The emergency
managernent plan must, at a minimum, address
the following:

{a) Provision for all hazards;

{b) Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or p on; protecting
the facility; supplies; emergency power; food and
water, staffing; and emergency equipment;

{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;

{d) Provision for the care of additional residents
who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;

{e) Identification of residents with ‘s
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or related , and residents with
mobifity lirmitations who may need speciatized
assistance either at the facility or in case of
evagcuation;
{f) identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,
{h) The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an emergency plan component
in the event of an evacuation. The facility failed
to maintain a mutual aid agreement signed and
dated by both administrators of the receiving and
transfer facifiies.

The findings include:

Areview of the comprehensive emergency
management plan (CEMP) found no mutual aid
agreement in the package in the event the
residents had to be transferred to another facitity.

During an interview on at 1:10 PM,
when asked where the mutual aid agreement
was, the Administrator stated that she had it with
her and wanted to know if she could send it by
e-mail,
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Implementation

(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
e ible for ing the
management plan, New staff must be trained on
the plan within 30 days of employment.
{h) if 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 record review and interview, the faciiity
failed to ensure Staff B (Caregiver) was trained
in her duties and is responsible for the
implementation of the emergency plan.

The findings include:

During an interview on at 1110 PM,
when asked where the monoxide detector
was, Staff B stated that she did not know.

In an interview on , the Administrator
acknowledged that Staff B did not know where to
find the monoxide detector in the house.

The Hurricane season will begin on

and will end on . According to the
Florida Disaster database, Hurricane Season is
the time of the year when tropical cyclones,
fropical | , fropical storms, and
hurricanes develop.

The Mayo Clinic states: " monoxide is &
gas that has no odor, taste or color. It comes

AHCA Form 3020-0001

STATE FORM

OKKV11

1 continuation shoet 3 of 4



PRINTED: 06/16/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11968742 B WING 05/31/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
11120 SW 10TH §T
NAMi HOME 2, INC
PEMBROKE PINES, Fi. 33025
D SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 182 Continued From page 3 A182

from . fuels, including gasoline, wood,

propane or . Appliances and engines that

aren't well vented can cause monoxide to

build to dangerous levels. monoxide

. _ bceurs when monoxide builds

up in the . When too much isinthe

air, monoxide replaces . inthe

. This can lead to serious tissue
damage or even . Place monoxide

detectors in the home."

Areview of Staff B's personnel records revealed
the facility's emergency response and generator
management polices and procedures fraining
dated .
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