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Initial Comments.

An unannounced Change of Ownership (CHOW),
Complaint (#2022001149) and Generator survey
was conducted on and at
Banyan Place. The facility had deficiencies
related to the Change of Ownership at the time of
the survey.

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
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other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.AC.
(c) Centrally stored medications must be:
1. Kept in & locked cabinet; locked cart; or other
iocked storage receptacie, room, or area at alt
times;
2. Located in an area free of dampness and

, except that a i
requiring i ion must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication." Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
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prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
i3 ions that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined that a medication
Technician {Staff B) had failed to properly discard
unused medication while assisting 1 of 4 sampled
residents (Resident #10) with self-administration
of medications.

The findings included:

On at 11:47 AM, Staff B, a medical
technician (Med Tech) was observed assisting
Resident #10 with seif-administration of
medications. Before beginning the process, Staff
B sanitized her and put on a pair of clean
gloves. She took a souffié cup from the medicine
cart, then she placed a pill retrieved from a botlle
into the cup after verifying or reconciling the
medication. She then entered Resident #10's
bedroom.

Review of the Medication Observation record
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{MOR) showed that the medication to be
administered was one tabletof |, , 75mg
to be taken by one time daily. The order
indicated that the medication was to be withheld
for ., lower than 140. The

s { }reading checked by Staff B
was . S0, she did not give the

medication. However, she discarded the pill into
the med cart trash bin after exiting the Resident's
room,

During an interview with employee B on

at 11:50 AM, she was asked about the
action of discarding the medication into the trash
bin. She initially falled to realize that she had
done anything wrong, then she acknowledged the
error, but failed to immediately correct it by
removing the pill that was still exposed inside the
souffié cup in the trash.

The observation was discussed with the
Administrator on during the Exit
meeting and she promised to conduct more
training related to disposal of medications.
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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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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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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 timely submit or obtain approval of their

D i o] R Plan
(CEMP) and Emergency Environmental Control
Plan (EECP) following a Change of Ownership
(CHOW).

The findings include:

During the Change of Ownership (CHOW) survey
conducted at Banyan Place on and

. @ review of the facility's
Compt i Pian
{CEMP) binder containing the facility's CEMP and
EECP letters was observed and reviewed.

Review of the letters from the Local Emergency
Management Division revealed a CEMP approval
dated . ., . . with an approval
through . . that was issued to the
previous ownership.

Further review revealed an approved Emergency
Environmentat Control Plan (EECP) letter dated

. , from the Locat Emergency
Management Division was issued under the
previous ownership.

In an interview with the Administrator on

at 9:58 AM, she stated she had been
updating the Plan and is waiting for the (Local
City) to provide their Fire inspection lefter so that
she can submit the plan for approval.
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(r an interview with the Administrator on
at 9:47 AM, she stated the CEMP

informed that facility's undergoing a substantial
change must submit a request for renewal, and
that facilities experiencing a change of ownership
is considered a substantial change. She stated
the sale of the facility was final on .
and that she is currently working with the Local
Emergency Management Division fo secure it.

On the survey Team met with the
Administrator to conduct the Exit Conference.
She was informed of the findings, to which she
stated she understood.

. She was
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