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{ZZ000}, Initial Comments {22000y

An unannounced revisit survey was conducted at
Our Home at Beacon Hill, an Assisted Living
Fagcility in Port 8t. Joe, FL,on | .
Deficiencies were not found io be corrected at the
time of the survey.

(228151 408.809(1)(  ); 435.02(2); 435.06 FS (zz815;
88=D! Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Levet 2 background screening pursuant fo
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

{a) The licensee, if an individual.

{b) The administrator or a similarly titted person
who is responsible for the day-to-day operation of
the provider.

{c) The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a confrolling interest,

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her fo, provide
personat care or services directly to clients or
have access to cfient funds, personal property, or
living areas; and any person, as required by
authorizing statutes, . with a ficensee
or provider whose responsibifities require him or
her to provide personal care or personal services
directly to clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
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employer or the licensee,

[C)7-\ must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s. 435,04 and this section, and the qualifying or
disqualifying status of the person named in the
request shail be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in s. 435.04,
all persons required o undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardless of adjudication, or entered a plea of
noto contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
foliowing offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c) Section 408.920, relating to Medicaid provider
fraud.

{d) Section 409,9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
listed in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined ins. 415.102 ora
patient or resident of a facility licensed under
chapter 385, chapter 400, or chapter 429.

{h} Section 817.034, relating to fraudulent acts

{22815}
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through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems,

{i) Section 817.234, relating to false and
fraudulent insurance claims.

{i) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k) Section 817.50, refating to fraudulently
obtaining goods or services from a heaith care
provider.

{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal ideniification information,

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{0) Section 817.81, relating fo fraudulent use of
credit cards, if the offense was a fefony.

{p) Section 831.01, relfating fo forgery.

{q) Section 831.02, relating to uttering forged
instruments.

{r) Section 831.07, relating 1o forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating to the sale,

e, delivery, or ion with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.

{v) Section 895.03, relating o racketeering and
collection of urtawful debls.
{w) Section 896.101, relating to the Florida Money

Laundering Act.
If, upon rescreening, & person who is currently
employed or with a licensee and was

screened and quatified under s. 435.04 has a
disqualifying offense that was not a disqualifying
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offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ficensing agency renders a decision on the
application for exemption if the person is eligible
10 apply for an exemnption and the exemption
request Is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

(B) The costs associated with obtaining the
required screening must be borne by the ficensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shalt establish a schedule of fees to
cover the costs of screening.

{6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professionai license
or certification from the Department of Health; or
2. Has an active professionat license or
certification from the Department of Health but is
ot providing a service within the scope of that
ficense or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseff if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
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providing a service within the scope of his or her
licensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss, 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining |, | pursuantto s.
943.05(2).

{8) There is no reemployment assistance or other
monetary lability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has fifed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1) if an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request fon from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
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grounds for the denial or termination of
emptoyment. if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise aliow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is stiif eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnet found to be in
noncompliance with the minimum standards of
this chapter or place the employes in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires backgreund screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons untit the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
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including | if required, must be

disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an empioyer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was . regardiess of
whether or not that person has filed for an
exemption pursuant fo this chapter.

435.02 Defintions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited fo, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, it was determined that the Assisted Living
Facility (ALF) failed o ensure that 1 of 1 current
employees (Maintenance Director) was eligible
per background screening requirermnents to work
inthe ALF.

The findings include:

During a revisit survey on L at
approximately 9:00 AM, an entrance conference
was conducted with the Administrator in the
facility's dining room area. The Maintenance
Director was observed standing near the
Administrator in the dining room removing a trash
can finer from a trash can. The dining room was
observed at this ime fo have several residents
and staff present. The Administrator confirmed
that the Maintenance Director was still employed

AHCA Form 3020-0001
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at the ALF although had been determined to be
ineligible on through the Agency's
Background Screening Clearinghouse.
Unclassified
{A 000} Initial Comments {A 000}

An unannounced revisit survey to the relicensure
survey, which originally occurred on

, was conducted at Our Home at Beacon Hul
Assisted Living Facility on
Deficiencies were not found to be correctsd at the
time of the survey.

Class 1 deficiencies were found at Tag A0030.

A Class | deficiency is a deficiency that the
agency determines presents a situation in which
immediate corrective action is necessary
because the facility's noncompfiance has caused,
or is likely to cause, serious injury, harm,

. ,or o a resident receiving care
in a facility.

On . one of the facility's rooms was
found to have a visible bed bug infestation. This
issue was known 1o the county's Health
Department since . The facility stated
that they were . this issue. Since the
issue was restricted to one room and appeared to
be in the process of being addressed, it was cited
at a Class Il level. However, upon return, it was
found that the infestation had spread to three
rooms. In addition, the facility made no apparent
attempts to protect the residents in these rooms
from the bed bug issue by either moving them or
putting a protective covering over the resident's
mattresses, Due to this worsening condition, it
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was determined that a Class | condition existed.
The Class | noncompliance began on

The facility's Administrator was notified of the
Class I noncompliance on at 5:00 pm.

The census at the start of the survey was 23.

The following is a description of the deficiencies
found at the time of the visit.

{A 030} 59A-368.007(5) FAC; 420.28( ) F5420.27 {A 030}
$8=K| Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.8,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible fo alf
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404, . Rights Florida,

AHCA Form 3020-0001
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1{800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)86- or 1{800)862-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for ceordinating the delivery
of services to residents by third parly providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
steeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),

AHCA Form 3020-0001
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F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity of 17 or more residents in which
residents de not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect,
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened

orf , access to a , and
visiting with any person of his or her choice, at
any time between the hours of ¢ a.m. and 9 p.m.
at a minimum, Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and fo pursue
the highest possible level of independence,
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L and i on within the

{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility,
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regutar and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious fiberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
heaith care” means the management of
medications, assistance in making
for health care services, the provision of or
arrangement of transportation to health care

. and the performance of heaith
care services in accordance with s. 428.255
whxch are consistent with established and

within the i

(k At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation fo a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days' notice of a nonemergency
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relocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's tegal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] 1 Program for ass with
relocation and must include the statewide toll-free
telephone number of the program. In order fora
facility to terminate the resk of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in poficies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shaif
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toi-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
coungcil, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
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and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access {o a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councll, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority fo manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, it was determined that the Assisted Living
Facility {(ALF) failed to ensure resident rights to
live in a safe and decent environment free from
AHCA Form 3020-0001
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bed bug infestation for 6 of 6 sampled residents.
(Residents #1, #2, #3, #4, #5, #6)

The findings include:

On at approximately 9:00 AM, a revisit
survey was conducted at the ALF to determine if
the findings of bed bug infestation have been
corrected that had been identified on .
The Administrator indicated on entrance that the
facility had identified 3 resident rooms where live
bed bugs had been discovered on Tuesday
{ ). She identified those residents as
Resident #1 in , Resident #6 in

, and Residents #2 and #3 both in

/B. The Administrator indicated that the ECO
Lab technician was notified on and would
be coming today to treat the rooms. When the
Administrator was asked why the residents had
not been moved out of the infested rooms on
Tuesday when the live bed bugs were discovered,
she indicated that she only had 2 available rooms
and one of them had no bed and the other room’s
floor was "all messed up.”

The ALF's license was reviewed and verified to
have a licensed capacity of 28 with a current
census of 23.

On at approximately 9:25 AM, Resident
#1 was observed in lying on the bed
and appeared to be sleeping withan

tubing in place. The resident's bed
did not have any sheets or a mattress cover.
Along one side of the matiress, several smalt
biack bed bug type insects were noted and when
touched with the tip of an ink pen, they attempted
to crawl away. Overall, the room was observed to
be very cluttered with dark stains on the floor and
clothing on the floor. {photographic evidence

{A030}
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obtained) The Administrator was asked at this
time why the mattress did not have a cover on it
as previousty recommended by the Gulf County
Health Department. She replied, "I don't know."

On at approximately 9:51 AM, Resident
#2in was interviewed. He indicated
that he did not have any bed bugs now but had a
severe infestation a few weeks ago. Resident #3
was also inferviewed at this fime in

and confirmed the infestation.

On at approximately 10:00 AM, a phone
interview was conducted with the ALF's
company repl ive, who

confirmed that he was aware of the infestation
and that "ECO Lab was here last week and did a
full inspection and found no bed bugs" and that
e "are free from any bed bugs.” When asked
why the residents in the rooms with five bed bug
infestations had not been relocated when
discovered on , he replied, "I don't know."”

On at approximately 10:12 AM, the ECO
Lab technician arrived. She confirmed that she
had been at the ALF on and - She
provided her inspection reports and confirmed
that she had treated

and , treating for cockroaches.
The technician stated, "last week one room,
2068, was empty but had live bugs and | just
went ahead and sprayed. The problem is they
need to move everything out and really throw
away what cannot be treated, 1 don't control that. 1
advise but is up to the operators to carry that out.”

Residert #1 was observed and inferviewed on

at approximately 10:50 AM coming out of
his room where the ECO Lab technician was
removing items and spraying. He indicated that
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he had been seeing bed bugs in his room "for
awhile and glad they were finally doing
something.”

At 10:50 AM, the ECO Lab technician showed the
survey team the presence of bed bug eggs along
the wooden slats under Resident #1's bed and
five ones on the floor that were dying after her
spraying the area. The technician indicated "there
were many five ones this time.” The technician
was asked if she had performed a full facility
inspection during her visit and informed
the Administrator or the management company
representative that the building was free from bed
bug infestation, and she responded "no, | was
here for cockroaches and rodents, it's in my
report.” The technician denied she had performed
a full facility inspection on as the
representative of the management company had
stated earlier. {photographic evidence obtained)

On at approximately 11:15 AM, the ECO
Lab technician indicated that the insecticide spray
effectively kilis live, active bed bugs but does not
affect their eggs, which are protected by two
fayers of shells. The technician emphasized that
the only way to completely eliminate bed bugs is
1o freat the entire building at once.

On at approximately 11:35 AM, Resident
#4's room (205A) and Resident #5's room (205B)
were observed with the ECO Lab technician,
where evidence of live bed bug infestation was

ic evidence
An interview with Resident #6 ( )was
conducted on at approximately 12:50 PM.

She indicated that she had seen live bed bugs
crawling on her clothes a few days prior and had
reported that to the Adminisirator.
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