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

Level of Harm - Minimal harm 38012
or potential for actual harm
Based on review of Pennsylvania's Nursing Practice Act and clinical records, as well as staff interviews, it
Residents Affected - Few was determined that the facility failed to ensure an assessment was completed by a professional (registered)
nurse for a change in condition for one of five residents reviewed (Resident 1).

Findings include:

The Pennsylvania Code, Title 49, Professional and Vocational Standards, State Board of Nursing, 21.11
(a)(1)(2)(4) indicated that the registered nurse was to collect complete and ongoing data to determine
nursing care needs, analyze the health status of individuals and compare the data with the norm when
determining nursing care needs, and carry out nursing care actions that promote, maintain and restore the
well-being of individuals.

An admission Minimum Data Set (MDS) assessment (a mandated assessment of a resident's abilities and
care needs) for Resident 1, dated April 20, 2024, revealed that the resident was cognitively intact and
required assistance from staff for daily care needs.

A nursing note for Resident 1, dated April 26, 2024, revealed that the resident was short of breath, breathing
44 times per minute with heavy diaphragmatic breathing (using stomach muscles to breath), skin was dusky
color, and nail beds and lips were blue.

There was no documented evidence that Resident 1 was assessed by a registered nurse during or after his
respiratory distress.

A nursing note for Resident 1, dated April 29, 2024, revealed that the resident's oxygen level was 72 percent
(hypoxia - low blood oxygen) and that he was found without his oxygen on.

There was no documented evidence that Resident 1 was assessed by a registered nurse during or after his
hypoxic episode.

A nursing note, dated May 1, 2024, revealed that the resident had shortness of breath, oxygen levels in the
low in the 70's, and that he was being transferred to the emergency room where he was admitted with
pneumonia and sepsis.
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F 0658 Interview with the Director of Nursing on July 30, 2024, confirmed that there was no documented evidence

that a registered nurse assessed Resident 1 after he had respiratory distress and hypoxia, and there should
Level of Harm - Minimal harm or have been a registered nurse assessment.
potential for actual harm

28 Pa. Code 211.12(d)(1)(5) Nursing Services.
Residents Affected - Few

FORM CMS-2567 (02/99) Event ID: Facility ID:
Previous Versions Obsolete

If continuation sheet
396035 Page 2 of 2



