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Initiat Coraments

An unannounced complaint survey for complaints
2024011171 and 2024010971 was conducted on

- at Our Home at Beacon
Hill, an Assisted Living Facility in Port St. Joe, FL.
At the time of the survey, areas of concern were
identified.

59A-36,007(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shalt be encouraged fo participate in
social, recreational, educational and other
activities within the facility and the community.

{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mentat health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
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scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, staff and resident's
interviews and review of activities board the
facility failed to provide an ongoing activities
program for the 21 residents living in the facility.

The findings include:

On at approximately 10:37 am, residents
were observed walking around in the facility with
no activities going on at this time. There were still
no activities going on during observations after
{unch from approximately 1:00 pm until 4:00 pm.

Areview of the activities board for and

indicated that at 10:00 am chair yoga was
supposed to occur, at 11:00am there would be
"Traditional German Tunes”, and at 2:00 pm
there would be an Okioberfest celebration.

On at approximately 12:15 pm, there was
an interview with the Administrator in Training and
Resident Care Coordinator. The Resident Care
Coordinator reported that common activities
included bingo and a church that comes in every
Tuesday from 12:00 pm to 12:30 pm. She stated
that she must "bribe the residents to participate in
activities”. She stated that, after lunch when
activities are offered, residents do not want to
participate but want to take a nap. The Resident
Care Coordinator reported that, about 4:00 pm,
the residents ask for cheese and crackers and
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snacks, The Resident Care Coordinator reported
that their Corporate Activity Director makes the
daily activity schedule for the residents and
submits it to the facility. She stated that, at this
time, the facility does not have an Activity
Director. She stated that the residents do not
want to participate in the listed activities because
the residents reported that they did not know
anything about traditional German tunes or
Oktoberfest.

On at approximately 9:15 am, some of
the residents were observed sitting in the
common area with no activities going on, One
resident was observed walking around the front
area and other residents were observed sitting in
their rooms. Observations from 9:15 am unitif
12:00 prn confirmed no activities for residents
were being offered.

On at approximately 9:28 am, an
interview with Employee B confirmed that the
facifity was not offering any activities to the
residents and the facility did not have an activity
director. Employee B reported that one of the
residents (Resident #14) asks about activities all
the time.

On at approximately 10:50 am, an
interview with Resident #1 revealed that the
facility does not offer or provides activities. He
stated that his family and friends have fo come
pick him up and take him out in the community for
various activities.

On at approximately 10:51 am, Resident
#2 reported that the facility does not offer
activities. She stated that she likes bingo, which
the facility used to offer but does not offer

anymore.
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On at approximately 10:52 am, Resident
#4 reported that the facility does not offer a lot of
activities. He stated that the facility used o offer
his favorite activity of bingo but has not done so in
about six or seven months.

On at approximately 10:54 am, Resident
#6 reported that the facility does not offer
activities. She expressed an interest in bingo,
which she cannot pariticpate in now due to it not
being offered.

On at approximately 10:57 am, Resident
#7 also reported no activities were offered.

On at approximately 11:00 am, Resident
#10 reported that the facility does not offer
activities. She stated that she would like to
exercise and walk more. She also stated that she
had been living in the facifity about two weeks
and has not been offered any activities,
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