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0000 - Initial Comments

Assisted Living Facility

A follow-up visit to a biennial state relicensure survey was conducted at Sunset Harbor Assisted Living,
{Lic. # 12109). Sunset Harbor Assisted Living had uncorrected deficiencies at the time of the visit.

p082 - Training -~/ - §8A-5.0191(3) FAC

Based on record review and interview, the facility stilt had not provided training on / to two of
two staff sampled (A; B).

Findings include:

Upon request, the personnet files for Staff A and B, hired and respectively, were not
furnished. interview by telephone with the administrator at 12:15pm on indicated that neither
these two staff nor any of the other employees requiring said training had yet to receive the /
orientation. He stated further that for various personal reasons, the ! training had been delayed.
{Please Note: This is an uncorrected deficiency from the survey).

Class Hi

p092 - Food Service - General Responsibilities - 58A-5.020(1) FAC

Based on record review and interview, at least one of four staff sampled (D) had still not yet received the
training in nutrition and safe food handling.

Findings include:

A request for Staff D's file during the revisit found it was not available due to it being in the
administrator's office. Interview with the administrator by telephone at 12:15pm revealed that "he had not
yet provided" the required control technique/feeding training to Staff D, as well as other
employees involved in assisting residents with their eating. He indicated that due to personal conflicts,
he had not been able to complete this training in time to meet his established goal of

{Please Note: This is an uncorrected deficiency from the bienniat survey.)
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