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F 0851 Electronically submit to CMS complete and accurate direct care staffing information, based on payroll
and other verifiable and auditable data.
Level of Harm - Minimal harm

or potential for actual harm Based on review of facility documents, it was determined that the facility failed to submit direct care
staffing information in the Payroll-Based Journal system for one of one quarter reviewed (Quarter 2).
Residents Affected - Many Findings Included:Review of the Payroll-Based Journal staffing data reports revealed that the facility

failed to submit data for Quarter 2 (January 1, 2026, thru March 31, 2026).Interview with Administer
E1 on July 23, 206 at 02:00 p.m. confirmed no further documented evidence of submission.28Pa Code
201.14(a) Responsibility of licensee

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0838 Conduct and document a facility-wide assessment to determine what resources are necessary to care
for residents competently during both day-to-day operations (including nights and weekends) and
Level of Harm - Potential for emergencies.

minimal harm
Based on review of facility documentation and staff interview it was determined that the facility
Residents Affected - Many failed to include active involvement from direct care staff and input from residents in the facility
assessment process. Finding Included:Review of the facility's facility assessment, dated April 23,
2026, revealed there was no indication that the facility involved direct care staff, input from residents,
resident representatives, and/or family members.Interview with Director of Nursing E2, on July 24,
2026, at approximately 11:00 a.m., confirmed there was no direct care staff, resident representatives,
and/ or family members included in the facility assessment. 28 Pa. Code 201.18(b)(3) Management.
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