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0000 - Initial Comments

An abbreviated biennial re-licensure survey was conducted at the Atria Lutz on . Deficiencies
were identified at the time of survey.

p078 - Staffing Standards - Staff - 58A-5.019(2) FAC

Based on records review and interview, the facility failed to ensure that staff members did not have have
any signs or symptoms of communicable for 1 of 4 staff, whose records were reviewed (the
Administrator).

Findings Included:

Arecord review on revealed that the Administrator did not have a written statement from a
health care provider that an examination had been performed and there were no signs or symptoms of
communicable

In an interview with the Administrator and the Business Office Manager at 1:45pm on , they
stated they would look for a document stating that the Administrator was free of communicable

At 2:15pm, the same day, the Administrator stated they were unable to locate a statement from a health
care provider affirming that the Administrator showed no signs or symptoms of communicable

Class Hf

0081 - Training - Staff In-Service - 58A-5.0191( ) FAC

Based on record review and interview, the facility failed to provide in-service training to facility staff for 2
of 3 direct care staff members, whose records were reviewed (Staff B and C).

Findings Included:

Areview of Staff 8 and Staff C's records was conducted on . Staff B began employment with the
facility on and was identified, by job description, as a medication technician. Staff C began
employment with the facility on and was also identified, by job description, as a medication
technician. Both Staff B and Staff C were listed on the facility's direct care staffing schedule for the
week of - . Neither Staff B nor Staff C had documented evidence of having received
training on reporting adverse incidents or facility emergency procedures.
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emergency procedures.

Class Hl

In an interview with the Business Office Manager at 2:00pm, the Business Office Manager offered to try
to find documentation that Staff B and Staff C had received the required in-service training. At 2:30pm
the Business Office Manager stated the facility was unable fo locate such documentation and they could
not be sure that Staff B and Staff C had received training on reporting adverse incidents and the facility's
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