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0000 - Initial Comments

A Standard Biennial Survey was conducted on s . Trailwinds Assisted Living , LLC
{license #12639) had the following deficiency identified at time of the survey:

PO85 - Training ~ Nutrition & Food Service - 58A-5.0191(7) FAC

Based on record review and interview the fagility failed to have the 2 hours continuing education in
topics pertinent to nutrition and food service for one out of four (B) sampled staff.

Findings included:

Review found Staff B's documentation of the minimum of 2 hours continuing education in topics
pertinent to nutrition and food service was a copy which was filled out and had no seal from a licensed
dietician.

On at 3:30 PM Administrator acknowledged Staff B did not have the update training.
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