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Initial Comments.

A revisit to a complaint survey was conducted at
Sterling Aventura on . Deficiencies
were identified at the time of survey.

59A-36.019(3) FAC Emergency Mgt - Plan
Implementation

{3} PLAN IMPLEMENTATION.
(a) Al 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} If telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

p
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This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure all staff were trained in their
duties and able to implement the emergency
management plan. The staff were unaware of
which residents required assistance to exit the
building and did they know how many residents
were in the building. Also facility staff did not
know what to do during an emergency where they
had to evacuate the building.

Findings:

In an interview with the Activities Director on

, at approximately 6:45AM, he stated
that the census was 145 residents; then, at
approximately 6:47AM, he stated that there were
146 residents in the building.

In an interview with Staff AH (agency staff
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ficensed nurse practicioner) on at
7:05AM, she stated that she did not know the
census for the building, nor did she know exactly
how many residents were on her fioor. When
asked how she would know if she had evacuated
all the residents on the floor, she stated, " would
go 1o each room to make sure no one stays
behind.”
Areview of the census showed 148 residents
resided in the faciity at the time of the survey.
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