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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm clinical record review, policy review, and staff interview, it was determined that the facility failed to ensure
that nursing services met professional standards of quality as required by the Pennsylvania Code Title 49,

Residents Affected - Few Professional and Vocational Standards by failing to ensure that a Registered Nurse (RN) conducted

assessments for two of five sampled residents. (Residents 1 and 2) Findings include:Review of Title 49,
Professional and Vocational Standards, Department of State Chapter 21, State Board of Nursing, indicated
that under Responsibilities of the RN, 21.11, General Functions. (a) The registered nurse assesses human
responses and plans, implements and evaluates nursing care for individuals or families for whom the nurse
is responsible, and (b) The registered nurse is fully responsible for all actions as a licensed nurse and is
accountable to clients for the quality of care delivered.The 21.145 Functions of the LPN [Licensed Practical
Nurse], (a) . The LPN participates in the planning, implementation and evaluation of nursing care using the
focused assessment in settings where nursing takes place.Clinical record review revealed that Resident 1
was readmitted to the facility on [DATE], with diagnoses that included diabetes mellitus, other lack of
coordination, chronic obstructive pulmonary disease, generalized anxiety disorder, suicidal ideation, and
history of venous thrombosis and embolism. An Admission/readmission Assessment which included an initial
skin assessment, was completed on December 5, 2025, by an LPN (Employee E1), and there was no
evidence that an RN had reviewed or co-signed the assessment.Clinical record review revealed that
Resident 2 was admitted to the facility on [DATE], with diagnoses that included unspecified cirrhosis of the
liver, hepatic encephalopathy, acute posthemorrhagic anemia, acute respiratory failure with hypoxia, and
acute kidney failure. An Admission/readmission Assessment which included an initial skin assessment, was
completed on December 5, 2025, by an LPN (Employee E1), and there was no evidence that an RN had
reviewed or co-signed the assessment.During an interview on January 2, 2026, at 3:54 p.m., the Director of
Nursing confirmed that the initial admission/readmission assessments for the above residents were
conducted by an LPN, without the oversight or assistance of an RN.28 Pa. Code 201.18(e)(1)
Management28 Pa. Code 211.12(d)(1)(5) Nursing services
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