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Initiat Cormments

An unannounced revisit to Complaint Survey
{complaint # 2024011527} was conducted at
Langdon Halt on . Deficiencies were
identified at the time of survey.

42952(  )FS; 59A-36.011(1) FAC Training - Core
& Competency Test

428.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, fo maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in canjunction with providers, shall
develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and @ minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating fo assisted living
facilities.
{b) Resident rights and identifying and reporting

. neglect, and | .
{c) Special needs of elderly persons, persons with
mental ifiness, and persons with .

and how to meet those needs.

{d) Nutrition and food service, including acceptable
sanitation practices for preparing, storing, and
serving food.
(e
proper technigues for assisting residents with
self-administered medication.

and
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(f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.

{g) Care of persons with
related

s and

59A-36.011

(1) ASSISTED LIVING FACILITY CORE TRAINING
REQUIREMENTS AND COMPETENCY TEST.
(a)} The assisted living facility core training
requiremnents established by the department
pursuant to section 429.52, F.$., shall consist of
a minimum of 26 hours of training plus a
competency test.

{p) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. ini who
have attended core training prior to

and managers who attended the core training
program prior to , shall not be
required to take the competency test,
Administrators ficensed as nursing home
administrators in accordance with chapter 468,
part ll, F.8., are exerapt from this requirement.
{¢) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d) Anewly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirernents, shali not be required fo retake the
core training. An administrator or manager who
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has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirernents and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the competency
test fee shail be remitted to the entity
administering the test. A new fee is due each time
the test is taken,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure the Administrator successfully
completed the assisted living facility (ALF) core
training requirements within 3 months from the day
of becoming a facility administrator and

passing the test.

Findings included:

During an attempted review of employee records
on it was revealed that the
Admiristrator who had a hire date of

was missing documentation certifying completion
of and passing the competency test of core
training.

During an interview with the Administrator
conducted on at 8:54 am, she
confimed she had not completed her CORE
{raining at this time.
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Environ/Other

(3) OTHER REQUIREMENTS.
{a) All facilities must;
1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S,;
2. Be maintained free of hazards; and,
3. Ensure that all existing architectural,
mechanical, electrical and structural systems, and.
appurtenances are maintained in good working
order.
{b) Pursuant to section 429,27, F.S,, residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom or
sleeping area must have at least the foliowing
furnishings:
1. A clean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the matiress at a comfortable

. toensure easy sccess by the resident,
2. Acloset or wardrobe space for hanging clothes,
3. Adresser, or other furniture designed for
storage of clothing or personal effects,
4, Atabie or nightstand, bedside lamp or floor
famp, and waste basket; and,
5. A comfortable chait, if requested,
{c) The facitity must maintain master or duplicate
keys to resident bedrooms 1o be used in the event
of an emergency.
{d) Residents who use portable bedside
commodes must be provided with privacy during
use.
{e) Facilities must make available linens and
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personal laundry services for residents who require
such services. Linens provided by a faciiity must
be free of tears, stains and must not be

This Statute or Rute is not met as evidenced by:
Based on observation, record review and interview
the facility failed to ensure that all existing
structural systems are maintained in good
condition within facility,

Findings included:

During an observation conducted on at
8:23am it was noticed that the ceiling in the main
entry had a black substance around the airvents
and chipping paint throughout. The 1st and 3rd
floor dining room appeared to have chipping paint
and discoloration on the ceiling. The blinds in the
1st floor dining room were broken. It was aiso
noted the 2nd and 3rd floor laundry rooms were
missing dryers, leaving one dryer in the facility for
all residents. The 1st, 2nd and 3rd floor laundry
appeared to have chipping paint on ceilings and
high fevels of dust.

During an interview conducted on at
8:25am with the Weliness Director, she confirmed
there was only one dryer in the facility at the time
and there are other concerns throughout the
facility needing to be fixed.

During an interview conducted on at
08:54am with the Administrator she stated she
was aware there are a few environmental concerns
and some repalrs are needed.
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