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Based on a Follow-Up Survey completed on
December 23, 2024, it was determined that

Pinecrest Manor failed to correct all the deficiencies
cited during the survey of September 12, 2024, and
continued to be out of compliance with the following
requirements of the 28 PA Code, Commonwealth

of Pennsylvania Long Term Care Licensure
Regulations.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE: (X6) DATE:

Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards
provide sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable
within 14 days after such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

This form is a printed electronic version of the CMS 2567L. It contains all the information found on the standard document in much the same form. This
electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found
on the CMS 2567L.
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Nursing services.

overnight.

(3) Effective July 1, 2024, a minimum of 1 nurse aide per 10
residents during the day, 1 nurse aide per 11 residents
during the evening, and 1 nurse aide per 15 residents

This REGULATION is not met as evidenced by:

P 5520

1. Review and Revise Staffing Plans:
- Daily Staffing Assessment: A daily
staffing review will be scheduled to
assess daily census levels, staffing
requirements, and any gaps. This
will ensure sufficient staffing is
planned each day based on the
census.

- Shift Adjustments: Shift
adjustments or additional NA staff
will be scheduled proactively,
especially during peak times,
holidays, or any days expected to
have higher resident needs.

2. Training & Education:

- Staff Education and Staffing
Protocols: Educate all managerial
and supervisory staff on how to
monitor staffing levels and staff
ratios throughout the day and night
shifts and to take appropriate action
to prevent shortfalls and adhere to
state-required staffing ratios.

3. Monitoring and Audits:

- Weekly Audits: The facility will
implement a weekly audit of staffing
records to ensure that staffing ratios
are met. The Nursing Home

Completion
Date:
02/23/2025
Status:
APPROVED
Date:
01/10/2025
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Administrator will review staffing
ratios against census levels to
monitor compliance.
- Audit Reviews: The audit findings
will be discussed in the quarterly
quality assurance meetings.
4. Corrective Action Plan
Implementation & Monitoring:
- The Nursing Home Administrator
and Director of Nursing will be
responsible for overseeing the
implementation of the corrective
actions.
5.Completion Date:
- All corrective actions will be
implemented immediately, with a
review and audit completed by
2/23/2025 to ensure compliance.
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Based on review of the facility staffing documents
and staff interview, it was determined that the facility
failed to ensure a minimum of one Nurse Aide (NA)
per 11 residents for the evening shift for one of 14
days reviewed (11/30/24); and failed to ensure a
minimum of one NA per 15 residents for the
overnight shift for one of 14 days reviewed
(11/30/24).

Findings include:

Review of facility staffing documents for the time
period from 11/21/24, through 12/04/24, revealed
the following NA staffing shortage for the evening
shift where the NA ratios were not met:
11/30/2024 census of 101 residents 8.05
NAs worked and 9.18 were required

Review of facility staffing documents for the time
period from 11/21/24, through 12/04/24, revealed
the following NA staffing shortage for the overnight

P 5520
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shift where the NA ratios were not met:
11/30/2024 census of 101 residents 6.37
NAs worked and 6.73 were required
During a telephone interview on 12/23/24, at 8:35
a.m. the Nursing Home Administrator confirmed the
NA ratios were not met for the above day and
shifts.
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Nursing services. Completion
1.Review and Revise Staffing Plans: Date:
(2) Effective July 1, 2024, the total number of hours of -Daily Staffing Assessment: A daily 02/23/2025
general nursing care provided in each 24-hour period shall, staffing review will be scheduled to Status:
when totaled for the entire facility, be a minimum of 3.2 assess daily census levels. This will APPROVED
hours of direct resident care for each resident. ensure sufficient staffing is planned Date:
each day based on the census. 01/10/2025
This REGULATION is not met as evidenced by: -Shift Adjustments: Shift
adjustments or additional staff will
be scheduled proactively on days
expected to have higher resident
needs.
2.Training & Education:
-Staff Education and Staffing
Protocols: Educate all managerial
and supervisory staff on how to
monitor staffing levels, staff ratios
throughout the day and night shifts,
and to meet a minimum of 3.2 hours
of direct resident care hours and to
take appropriate action to prevent
shortfalls and adhere to
state-required staffing ratios.
3.Monitoring and Audits:
- Weekly Audits: The facility will
implement a weekly audit of staffing
records to ensure that the 3.2
minimum hours of direct resident
care for each resident are met. The
State Form 68U013 IF CONTINUATION SHEET Page 6 of 8
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P 5640

Nursing Home Administrator will
review staffing ratios and resident
care hours are met against census
levels to monitor compliance.

- Audit Reviews: The audit findings
will be discussed in the quarterly
quality assurance meetings.
4.Corrective Action Plan
Implementation & Monitoring:

- The Nursing Home Administrator
and Director of Nursing will be
responsible for overseeing the
implementation of the corrective
actions.

5.Completion Date:

-All corrective actions will be
implemented immediately, with a
review and audit completed by
2/23/2025 to ensure compliance.
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Based on review of facility nursing staffing
documents and staff interview, it was determined
that the facility failed to meet the 3.2 minimum
number of general nursing care hours for each
24-hour period for one of 14 days reviewed
(11/30/24).

Findings include:

Review of facility staffing documents for the time
period from 11/21/24, through 12/04/24, revealed
the following per patient day (PPD) hours where the

hours were not met:
11/30/24 2.94 PPD

During a telephone interview on 12/23/24, at 8:35
a.m. the Nursing Home Administrator confirmed
that the facility did not meet the 3.2 PPD minimum
direct nursing care hours on the above date.

P 5640
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