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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1} Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

plan must g a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the locat

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
(¢} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compl sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3){a} An inactive license may be issued to a
ficensee subject to this section when the provider
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Continued From page 1

is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees, Upen agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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Continued From page 2

approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to submit its Comprehensive Emergency
Management Plan (CEMP) to the local
emergency management agency annually,

Findings include:

A review of the facility's CEMP binder revealed an
approval letter dated from the
Alachua County Division of Emergency

There was no ion
evidence of a 2023 or 2024 approval letter.

On at 10:57 AM, during an interview
with the Administrator, she stated she did not
have an approval letter for 2023. She stated, "l
called the Alachua Emergency Office and was
told that no EECP [CEMP] was received for 2023.
| started in . . and have not
submitted the EECP [CEMP] yet for 2024."

Review of facility records revealed a document
signed by the current Administrator [not dated]
that read, "Unfortunately a 2023 Emergency Plan
was not submitted by previous ED."

Unclassified

4305025(4 & ) / :
Training

{4) Employees of covered providers must
complete the following training for 's

CZ830

CZ875

AHCA Form 3
STATE FORM

20-0007

s

QBT

f continuation sheet 3 of 8



Agency for Health Care

PRINTED. 06/08/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11964436

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

04/26/2024

NAME OF PROVIDER OR SUPPLIER

4601 N.W. 53RD AVENUE
GAINESVILLE, FL. 32653

HUNTER'S CROSSING PLACE-ASSISTED LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

C2Z875

Continued From page 3

and related forms of :
(a} Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have
or related forms of .
{b} Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must compiete a 1-hour training
program provided by the department.
1. The department shall provide training that is
avaifabte online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of . and skills for
communicating and interacting with persons with
's or refated forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The

s
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Continued From page 4

additional training must include, but is not limited
to, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
aduit family-care home, or an adult day care
center, each empioyee who provides personal
care must compiete 3 hours of training in addition
to the training required in paragraphs (a) and (b).
The additional training must include, but is not
timited to, behavior management, promoting the
person's independence in activities of daily fiving,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adut family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with
or related forms of , in addition

to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personat care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personai care must
complete an additional 4 hours of

-specific training. Such training must
include, but is ot limited to, understanding

and related forms of

, the stages of 's f
communication strategies, medical information,
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
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Continued From page 5

of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .. Forthis
subparagraph, the term “on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -0n experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at [east one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through

electronic learning -
facitity administrator. On-the-job training may not
account for mere than 2 hours of centinuing
education each calendar year.
{f}1. An employee provided, assigned, or referred
by a health care services poof must complete the
training required in paragraph {(c), paragraph (d},
or paragraph {(e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.
{7) For a certified nursing assistant as defined in
5. 464.201, training hours completed as required
under this section may count toward the fotal
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{8) For a health care

subsection (4). Each

approved curriculum

This Statute or Rule

and Staff D.
Findings Include:
Review of employee

revealed
Partner was hired on

hours of training required to maintain certification
as a nursing assistant.

456.001, training hours completed as required
under this section may count toward the fotal
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, ,or
referred to provide services before

must complete the training required in this sectlon
before , | . Proof of comptetion of
equivalent training completed before | .
shail substitute for the training required in

, or referred to provide services on or
after | , may complete training using

the effective date of the rules adopted by the
department under subsection (6).

Based on record review and interview the facility
failed to ensure 2 of 3 employees sampled
completed the required training for

and related forms of , Staff C

Resident Care Pariner was hired on
Staff C's record and Staff D's record did not have
fion evidence of training for

practitioner as defined in s.

person employed,

under paragraph (5)(d} until

is not met as evidenced by:

s

records conducted on
Staff C, Resident Care
and Staff D,

On at 11:

and related forms of

15 AM, during an interview
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Continued From page 7

with the business office manager, she stated,
"We have not had an 's training class
recently. [Staff C's name] and [Staff D's name] do
not have the fraining.”

On at 11:23 AM, during an interview
with the administrator, she confirmed Staff C and
Staff D have not completed training for

and related forms of

Class llf
Initial Comments.

An unannounced change of ownership survey
with Emergency Power Plan and Limited Nursing
Services monitoring, and a complaint
investigation {complaint numbers 2023018205,
2024000860, and 2024004960) were conducted
at Hunter's Crossing Place-Assisted Living (also
known as Trustwell Living at Hunter's Crossing
Place}on | through | .
Deficiencies were identified at the time of the
survey.
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