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Initial Comments.

A complaint investigation (complaint number
2022014366) was conducted at Villa Maria Pia
Incon . . A deficiency was
identified at the time of survey.

58A-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 and interview, the facility
failed to ensure that alt staff were trained in their
duties and would be responsible for implementing
the emergency management plan. Staff B and C
could not start the alternate power source (a
portable generator) that would be used to cool the
facility in the event of a loss of primary power.

Findings include:

Observation on at 12:36 PM revealed
a Craftsman 5600 watts portable generator on the
outside patio near the faundry appliances.

During an interview on at 12:39 PM,
when requested to start the generator, Staff B
stated, “) can't turn it on. | don't have the strength
toturniton. "
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On at 12:43 PM, when asked if Staff
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C could turn on the generator, Staff B stated, "No,

she can't. We have ancther generator, but they

haven'tinstalled it

Class i

AHCA Form 3020-0001
STATE FORM L TXVR11 f continuation sheet 2 of 2




