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0000 - Initial Comments

A Limited Nursing Services Monitoring Survey was conducted in conjunction with the biennial survey on
R . Ei Paraiso Home, Inc., with Limited Nursing Services and Limited Mental Health
components had a deficiency identified at the time of the survey:

Based on record review and interview, the facility failed to develop a written policy or procedure ensuring
the alternate power source and fuel can be effectively operated and maintained. The facility failed to
obtain the required fuel at the facility to ensure that in the event of the loss of primary electrical power
there is sufficient fuet readily available to maintain temperatures at or below 81 degrees for
residents. Additionally, the facility failed to nofify its residents and their family or representative (in
writing) of its emergency power plan.

Findings:

Arecord review on revealed the facility did not have written policies or procedures
documenting the required steps to operate, test and/or maintain the generator. Additionally, the facility
had no written documentation or evidence that residents, a family member and/or legal guardian was
notified of the facility's emergency pian or policies.

On at 9:40 AM , the Administrator stated they currently had 10 gallons of gas onsite which
would provide the facility with power for approximately 16 hours. Additionally, the President stated they
were not aware they had to have written procedures or policies for the generator or the facility's
emergency plan.
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