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Initial Comments.

An unannounced Complaint survey
{#2024006597 and #2024008395) was conducted
on at Johanna's Assisted Living Inc.
The facility had deficiencies related to Complaint
#2024006597 and 2024008395 at the time of the
survey.

59A-36.012(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and avaifable for review at:

hitp:/iwww firules.ol asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2019, which are
incorporated by reference and avaltable for
review at:
hitps:/fods.od.nih.gov/Healthinformation/Dietary _
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b} The residents' nutritional needs must be met
by offering a variety of meals adapted te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
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Continued From page 1

ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signhature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facitities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
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to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.
{f} For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the tocal
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to have all regular and
therapeutic menus reviewed annually by a
ficensed or registered dietitian to ensure meals
meet the nutritional needs of all the residents
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Continued From page 3

currently residing in the facility {5 residents, 2 of
which are dependent 13

The findings included:

On , the weekly menu of meais
{Breakfast, Lunch and Dinner) which was posted
in the dining room was dated

. These menus were signed
bya regnstered dnetman as being reviewed and
approved on .

The lunch menu for Thursday, the day of the
week on which the survey was being conducted,
{isted the following menu: Soup of the Day (6 0z),

cuts {3 oz) on bread (2 slices), Tomatoes
{ ...c), Peaches ( .. c.), Coffee, Tea or Water
served with all meals.

The lunch that was served to the residents on
at 12:00 PM consisted of a bow! of
baked beans with Vienna
4 4 smalt which
were about 2 inches in length), and a cup of
red Jello.

On at 11:05 AM, the Live-in Caregiver
stated that there is no menu that she follows for
meals. She tries to provide the residents with
food they like, meals that are well-balanced, and
according to what is on . She also stated
that she tries to give and Lawrence foods
that are not high in . and sugars
because of their

During resident interviews with 4 of the alert and
oriented residents, none of the residents voiced
any concerns about the meals that were served,
or the amount of food provided.
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Continued From page 4

The concern regarding not having an approved
menu, and staff not following an approved menu
was relayed to the administrator via email on

at 10:25 AM. A follow-up phone call
notifying the administrator that an email had been
sent was made immediately after at 10:27 AM.
No further response was received by the
Administrator.

Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Cther

{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 426.27, F.8,, 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 following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access 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. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,
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5. A comfortable chair, if requested.

{d) Residents who use

use.
{e}) Facilities must mak

require such services.

faciiity must be free of
be .

facitity failed to ensure

maintained in good wol

The findings included:

facitity which began at
concerns were noted (|
obtained):

1) Door knob needs ref

properly;

guest bathroom;

dresser in Resident #1
exposing the particle b
6) Brown stain on wail

{c} The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

portable bedside

commodes must be provided with privacy during

e available linens and

personal laundry services for residents who

Linens provided by a
tears, stains and must not

This Statute or Rule is not met as evidenced by:
Based on observations and staff interviews, the

that all existing electrical,

structural systems, and appurtenances are

rking order, which affects 5

of the 5 residents currently residing in the facility.

On , during an observational tour of the

11:45 AM, the following
photographic evidence

placed on the bathroom

door to the guest bathroom as it does not function
2) The fights above the mirror do not work in

3) The A/C vent and surrounding ceiling area in
the guest bathroom is covered in black dust;

4) Several light switches are taped up due to not
working properly in the dining room and hallway;
5) The paint surface on the top and front of the

's bedroom is coming off,
oard underneath;
behind the door to

Resident #1's bedroom;
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Continued From page 6

7) The Shower does not work in Resident #1's
bathroom;

8) There is a missing towel rack on the walt in
Resident #1's bathroom;

9) Wall repair is needed near the baseboard on
the wall between the living room and dining room;
10) There is a lamp missing a light bulb and
tampshade in Resident #2's bedroom (no photo
obtained);

11) The A/C thermostat was set at 74, but the
temperature was reading 80 degrees. This
surveyor did temperature check with an
agency-issued room thermometer, and the
temperature read 77.5 degrees, which indicates
that the thermostat was not working properly.

On at 12:00 PM, the live-in caregiver
all of the envi findings.

Adist of all of these environmental findings were
relayed to the Administrator in writing on

at 10:25 AM, with a follow up phone call at 10:27
AM. No further response was received from the
Administrator.
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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

CZ830
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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

CZ830
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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 record review and interview, the facility
failed to submit their Comprehensive Emergency
Management Plan (CEMP)} and Emergency
Power Plan (EPP), annually, to the locat
emergency management review agency.

The findings included:

During the complaint investigation on '
the live-in caregiver stated that she could not
provide a copy of the approval letter for the
facility's CEMP as she did not know where the
tetter would be located. The Administrator was
not available to provide the information.

An email was sent to the local CEMP review
agency for St. Lucie County requesting
information as to the status of the facility's
CEMP/EPP approval. A representative from this
agency responded with the following information
on at 9:43 AM: "As far as [facility
name], | i sent them a revision
fetter letting them know their license had expired
en . , and | would need a valid
operating license. | also sent them an approval
ietter for the EPP Only. We have not heard from
them since then. They will need to start the
process for getting their [CEMP/EPPJapproval
fetters from the beginning...."

On at 12:54 PM, further clarification
from the CEMP Review Agency was provided and
copies of the last approval letters for the facility
were emailed to this surveyor. According to
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these records, this facility received an approval
for their generator plan on . On
, & letter was sent out notifying the facility

that their CEMP required revisions. No response

was ever received. The last approved CEMP was
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