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Initial Comments.

An unannounced complaint survey for complaint
#2024006595 was conducted in conjunction with
the biennial licensure survey at Arbors of Guif
Breeze, an Assisted Living facility in Guif Breeze,
FL,on - . Deficient practice was
identified at the time of the survey.

429.255(  }FS Use of Personnel; emergency
care

429.255 Use of personnel; emergency care.-
{1){a} Persons under contract to the facility,
facility staff, or volunteers, who are licensed
according to part | of chapter 464, or those
persons exempt under s. 464.022(1), and others
as defined by rule, may administer medications to
residents, take residents' vital signs, change
residents’ bandages for minor cuts and

, manage individual weekly pil
organizers for residents who self-administer
medication, give prepackaged enemas ordered
by & physician, observe residents, document
observations on the appropriate resident’s record,
report observations to the resident's physician,
and contract or aliow residents or a resident's
representative, designee, surrogate, guardian, or
attorney in fact to contract with a third party,
provided residents meet the criteria for
appropriate placement as defined in s, 429.26.
Nursing assistants certified pursuant to part Il of
chapter 464 may take residents’ vital signs as
directed by a licensed nurse or physician.
(b) All staff in facilities licensed under this part
shail exercise their professional responsibility to
observe residents, to document observations on
the appropriate resident's record, and to report
the observations to the resident's physician,
However, the owner or administrator of the facility
shaif be responsible for determining that the
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resident receiving services is appropriate for
residence in the facility,

{c} In an emergency situation, licensed personnet
may carry out their professional duties pursuant
to part | of chapter 464 until emergency medical
personnel assume responsibility for care.

{2) In facilities licensed to provide extended
congregate care, persons under contract to the
facitity, facility staff, or volunteers, who are
ficensed according to part | of chapter 464, or
those persons exempt under s. 464.022(1), or
those persons certified as nursing assistants
pursuant to part | of chapter 464, may also
perform all duties within the scope of their license
or certification, as approved by the facility
administrator and pursuant to this part.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity fatled to ensure staff documentation of the
administration of p .

( ) for 1 of 3 sampled expired residents.
{Resident #16)

The findings include:

Avreview of Resident #16's medical record
revealed the resident was a "full code” {a term
which indicates that they want and
all life saving measures during a medical
emergency), which would thus require in the
event of . The record revealed a
daily log note by a former nurse dated
indicating the resident , Lat
approximately 5:30 AM. The administration of
was not documented.

An interview was conducted with the Director of
Resident Services (DORS} on at 12110
PM. She stated Employee E (a medication
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technician shift supervisor) began and then
the former nurse (Employee F) took over until
hospice arrived. She stated Employee F should
have included the administration of inthe
documentation.
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