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Based on an abbreviated complaint survey 

completed on January 3, 2025, it was determined 

that Mountain City Nursing & Rehabilitation Center 

was not in compliance with the following 

requirements of 42 CFR Part 483 Subpart B 

Requirements for Long Term Care and the 28 PA 

Code Commonwealth of Pennsylvania Long Term 

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

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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483.25(g)(1)-(3) Nutrition/Hydration Status Maintenance

§483.25(g) Assisted nutrition and hydration.  

(Includes naso-gastric and gastrostomy tubes, both 

percutaneous endoscopic gastrostomy and percutaneous 

endoscopic jejunostomy, and enteral fluids).  Based on a 

resident's comprehensive assessment, the facility must 

ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters of 

nutritional status, such as usual body weight or desirable 

body weight range and electrolyte balance, unless the 

resident's clinical condition demonstrates that this is not 

possible or resident preferences indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake to maintain 

proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when there is a 

nutritional problem and the health care provider orders a 

therapeutic diet.

This REQUIREMENT is not met as evidenced by:

Completion 

Date:

01/21/2025

Status:

APPROVED

Date:

01/21/2025

Preparation and submission of this 

POC is required by state and federal 

law. This POC does not constitute 

an admission for purposes of general 

liability, professional malpractice or 

any other court proceeding. 

Step 1 

RA1 was discharged on 1/4/2025 

Step 2 

To identify other residents that have 

the potential to be affected, the DON 

/ designee audited current in house 

residents for significant weight 

changes. Those identified with 

significant weight changes were 

addressed as necessary. Current 

residents were assessed by nursing 

for hydration status via visual 

observation. Follow up completed 

based on findings of the audits as 

needed.     

Step 3 

To prevent this from reoccurring, the 

DON / designee will educate nursing 

staff on s/s of dehydration and 

weight policy. The Registered 

Dietician will be educated by the 

Regional Dietician on the weight 
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policy.    

Step 4 

To monitor and maintain compliance, 

the DON / designee will randomly 

audit 25 residents per day to review 

weight, meal consumption, and fluid 

intake to ensure concerns related to 

hydration and significant weight 

changes are addressed. The audits 

will be completed 5 days per week 

times 4, then weekly times 4, then 

monthly times 3. The results of the 

audits will be forwarded to QAPI 

committee for further review and 

recommendations.
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Based on review of clinical records, select facility 

policy, and staff interview it was determined the 

facility failed to monitor and evaluate weight and 

hydration requirements of a resident to ensure 

acceptable parameters of nutritional status are 

maintained to the extent possible for one resident 

out of six sampled (Resident A1).

 

Findings include:  

Review of the facility Resident Weight Policy last 

reviewed December 2024 indicated weights must 

be obtained routinely to monitor nutritional health 

over time.  Each resident's weight will be determined 

upon admission/readmission to the facility, weekly 

for the first four weeks after admission/readmission, 

and monthly or more often if risk is identified, or as 

ordered.

 

Review of the Resident Hydration Policy last 

reviewed December 2024 indicated residents will 

be offered/administered sufficient fluid intake to 

maintain hydration.  A variety of fluids will be 
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offered to residents, depending on preference and 

nutritional/diagnosis considerations.  A dietitian will 

evaluate resident fluid status within 14 days of 

admission, quarterly, and as needed.  This may 

include laboratory testing by the provider as 

ordered.  Fluids include water, juices, coffee/tea, 

gelatin, ice cream, soups, popsicles, and any other 

substance which is essentially liquid in nature.  

Nursing staff will be primarily responsible for 

resident fluid intake during and between meals.  

Fluids may be provided by others determined by 

resident fluid and dietary orders (such as activities, 

dietary, visitors).  Nursing, medical providers, and 

dietitians will monitor for signs of dehydration and 

monitor resident medications which may alter fluid 

balance.  Fluids will be provided with meals, snacks, 

and at the bedside, unless otherwise ordered by the 

provider. If resident fluid status is identified as 

inadequate, the interdisciplinary team will discuss 

with the resident and provider and determine if 

alternative (non-oral) methods of hydration are 

desired/warranted. 

 

IF CONTINUATION SHEET Page 5 of 14WJUB11CMS-2567L



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

395582

(X3) DATE SURVEY

COMPLETED:

01/03/2025

NAME OF PROVIDER OR SUPPLIER: 

MOUNTAIN CITY NURSING & REHAB CTR

STATE LICENSE NUMBER:  085602

STREET ADDRESS, CITY, STATE, ZIP CODE:

403 HAZLE TOWNSHIP BOULEVARD

HAZLE TOWNSHIP, PA  18202

PRINTED: 3/28/2025

FORM APPROVED

2567-L

 ID

 PREFIX  TAG

DEPARTMENT OF HEALTH AND HUMAN SERVICES

HEALTH CARE FINANCING ADMINISTRATION

Continued from page 5F 0692

SS=D

0692F

A review of the clinical record revealed Resident A1 

was admitted to the facility on October 18, 2024, 

with diagnoses which included dementia, congestive 

heart failure (chronic condition in which the heart 

does not pump blood as well as it should), and 

chronic kidney disease (disease characterized by 

progressive damage and loss of function to the 

kidneys). 

 

A review of the resident's quarterly Minimum Data 

Set Assessment (MDS- a federally mandated 

standardized assessment conducted at specific 

intervals to plan resident care) dated December 3, 

2024, indicated the resident was severely cognitively 

impaired with a BIMS (brief screener that aids in 

detecting cognitive impairment) score of 0 (a score 

of 0-7 indicates severe cognitive impairment).

 

A physician order dated October 19, 2024, noted 

an order for Furosemide (a diuretic or water pill, 

used to treat a build- up of fluid in the body which 

increases urination and may increase risk for 

dehydration) 20 mg one tablet by mouth daily for a 
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diagnosis of edema (buildup of fluid in the body's 

tissue).

 

Review of a Medical Nutritional Therapy 

Observation and Admission Nutrition Assessment 

dated October 21, 2024, indicated the resident was 

prescribed a Regular diet and consumed 76-100% 

of food and fluids. The resident's calorie needs were 

1375-1650 kcal per day and fluid needs were 1375 

ml-1650 ml per day.  The resident was noted to 

have non-blanchable areas (area of redness on the 

skin that does not turn white when pressure is 

applied) to the sacrum and right upper back. The 

resident's nutrition goals were stable weight, stable 

or improved skin, and adequate hydration.  A 

nutrition intervention of 90 ml med pass (nutritional 

supplement) every day was recommended.

 

A review of the resident's weights noted the resident 

experienced weight loss as follows:

 

October 18, 2024- 114 pounds
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October 23, 2024- 107 pounds (which indicated a 

7-pound significant weight loss (defined as 5% loss 

of body weight in one month interval) or 6.1% loss 

of body weight in one week.

 

A dietary note dated October 25, 2024, noted 

current weight shows 7 pounds, 6.1 % weight loss 

in the first week of admission.  No fluid changes 

noted. BMI (body mass index a screening tool 

based on height and weight to evaluate weight 

categories) indicates low body weight.  Meal intake 

variable but greater than 50% intake of many meals. 

90 ml med pass in place every day.  Supplement 

accepted two of three offerings.  Resident has 

impaired skin. Recommend Mighty Shake every day 

to promote weight stability and adequate oral intake 

for wound healing. 

 

Further review of the resident's weights noted the 

following:

 

October 29, 2024- 106 pounds
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November 5, 2024- 104 pounds

 

November 12, 2024- 104 pounds

 

November 19, 2024- 98.6 pounds which indicated 

a 5.4-pound significant weight loss or 5.1% loss of 

body weight in one week.

 

There was no documented evidence of a reweight to 

verify the weight loss or that the dietitian evaluated 

the resident following the significant weight changes.

There was no documented evidence of physician or 

resident representative notification of the weight 

changes.

Review of the resident's appetite record from 

December 1 through December 9, 2024, indicated 

the resident was consuming less than 75 % at most 

meals.

 

 Review of the resident's fluid intake from December 

1 through December 9, 2024, indicated the 
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following:

 

December 1, 2024- 1140 cc fluids (with and 

between meals) and 76-100% supplements.

 

December 2, 2024- 520 cc fluids (with and 

between meals) and 76-100% supplements.

 

December 3, 2024- 760 cc fluids (with and 

between meals) and 76-100% supplements.

 

December 4, 2024- 720 cc fluids (with and 

between meals) and 76-100% supplements.

 

December 5, 2024- 320 cc fluids (with and 

between meals) and 76-100% supplements.

 

December 6, 2024- 700 cc fluids (with and 

between meals) and 76-100% supplements.

 

December 7, 2024- 720 cc fluids (with and 

between meals) and 26-50% supplements.
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December 8, 2024- 720 cc fluids (with and 

between meals) and 1-100% supplements.

 

December 9, 2024- 720 cc fluids (with and 

between meals) and 76-100% supplements.

 

From December 1 to December 9, 2024, the 

resident's fluid intake ranged from 320 cc to 1140 

cc per day, consistently below the required range of 

1375-1650 ml/day.

There was no documented evidence based on the 

resident's weight loss, decreased appetite, 

decreased fluid intake, and diuretic use that the 

facility was timely monitoring and evaluating the 

resident's appetite and fluid intake to ensure the 

resident's caloric and fluid needs were met to the 

extent possible.

 

A nurses note dated December 9, 2024, at 12:16 

PM noted the resident was documented as lethargic 

with poor appetite. A nurse's note indicated the 

physician was notified, and labs were ordered along 
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with a urinalysis with C&S (culture and sensitivity).  

The resident's diet was downgraded to a pureed 

texture.

A nurses note dated December 10, 2024, at 3:02 

PM noted lab results received.  Physician called due 

to high abnormal lab results.  Per physician resident 

is to be sent to emergency department for 

intravenous fluids and further evaluation.

 

Review of the resident's lab results dated December 

10, 2024, showed significantly elevated BUN 144 

mg/dL (normal value 7-25 mg/dL, may be elevated 

with dehydration); Creatinine was elevated at 3.14 

mg/dL (normal value 0.40-1.10 mg/dL, may be 

elevated with dehydration); Sodium elevated at 167 

mmol/L (normal value 135-145 mmol/L, may be 

elevated with dehydration); and Chloride elevated at 

127 mmol/L (normal value 100-109 mmol/L, may 

be elevated with dehydration).

 

Review of the hospital discharge summary dated 

December 13, 2024, revealed the resident was 
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admitted to the hospital for treatment of 

hypernatremia likely secondary to fluid deficit 

secondary to diuretic use, acute kidney injury 

superimposed on chronic kidney disease secondary 

to fluid deficit secondary to diuretic, and urinary 

tract infection.

 

The resident was readmitted from the hospital to the 

facility on December 13, 2024. 

 

There was no documented evidence the facility 

identified or addressed the resident's significant 

weight loss and inadequate fluid intake.

 

Interview with the director of nursing on January 3, 

2024, at approximately 12:00 PM failed to provide 

documented evidence that the facility timely 

identified the resident's significant weight loss and 

decreased oral intake and, nor did they reassess 

nutritional, and hydration needs to ensure the 

resident's nutritional parameters were maintained 

and plan nutritional support as necessary.
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28 Pa. Code 211.5 (f) (ii) (ix) Medical Records.

28 Pa. Code 211.12 (c)(d)(1)(3)(5) Nursing 

services.
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Facility can't retroactively correct

Step 2

To identify other areas of concern 

the facility reviewed 1 weeks' worth 

of schedules to review CNA staffing 

ratios.

Step 3

To monitor and maintain ongoing 

compliance, the NHA/Designee will 

educate staff responsible for the 

nursing schedule related to the 

required CNA ratios.

Step 4

To monitor and maintain ongoing 

compliance the NHA/designee will 

audit the nursing schedule related to 

CNA staffing ratios 5x's/week for 2 

weeks and then weekly for 4 weeks, 

and monthly for 3 months. The 

facility currently has a plan in place 

for recruitment and retention of 

nursing staff members (RNs, LPNs, 

CNAs).  Sign-On and Referral 

Bonuses are being utilized.  

Incentives for shift pick up are in 

place as well as staffing agency. The 

results of the audits will be 

forwarded to the facility QAPI 

committee for further review and 

recommendations.
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Based on a review of nurse staffing and staff 

interview, it was determined the facility failed to 

ensure the minimum nurse aide staff to resident ratio 

was provided on each shift for nine shifts out of 21 

reviewed. 

Findings include:

A review of the facility's weekly staffing records 

revealed that on the following dates the facility failed 

to provide minimum nurse aide staff of 1:10 on the 

day shift, 1:11 on the evening shift, and 1:15 on the 

night shift based on the facility's census.

December 3, 2024 - 19.53 nurse aides on the 

evening shift, versus the required 19.91 for a census 

of 219. 

December 4, 2024 - 17.97 nurse aides on the 

evening shift, versus the required 19.64 for a census 

of 216. 

December 5, 2024 - 19.30 nurse aides on the 

evening shift, versus the required 19.73 for a census 

of 217.
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December 6, 2024 - 16.47 nurse aides on the 

evening shift, versus the required 19.82 for a census 

of 218.

December 7, 2024 - 18.67 nurse aides on the 

evening shift, versus the required 19.82 for a census 

of 218.

December 7, 2024 - 13.60 nurse aides on the night 

shift, versus the required 14.47 for a census of 217.

December 8, 2024 - 18.27 nurse aides on the 

evening shift, versus the required 19.55 for a census 

of 215.

December 8, 2024 - 13.87 nurse aides on the night 

shift, versus the required 14.33 for a census of 215.

December 9, 2024 - 19.33 nurse aides on the 

evening shift, versus the required 19.64 for a census 

of 216.

On the above dates mentioned, no additional excess 

higher-level staff were available to compensate this 

deficiency. 

An interview with the Nursing Home Administrator 

on January 3, 2025, at approximately 11:00 AM 
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confirmed the facility had not met the required nurse 

aide to resident ratios on the above dates.

P 5640 P 5640  0.00 Nursing services.

(2) Effective July 1, 2024, the total number of hours of 

general nursing care provided in each 24-hour period shall, 

when totaled for the entire facility, be a minimum of 3.2 

hours of direct resident care for each resident.

This REGULATION is not met as evidenced by:

Completion 

Date:

03/11/2025

Status:

APPROVED

Date:

01/21/2025

Step 1

Facility can't retroactively correct

Step 2

To identify other areas of concern 

the facility reviewed 1 weeks' worth 

of schedules to review PPD's.

Step 3

To monitor and maintain ongoing 

compliance, the NHA/Designee will 

educate staff responsible for the 

nursing schedule related to the 

required PPD's

Step 4

To monitor and maintain ongoing 

compliance the NHA/designee will 

audit the nursing schedule related to 

the PPD ratios 5x's/week for 2 weeks 

and then weekly for 4 weeks, and 

monthly for 3 months. The results of 

the audits will be forwarded to the 

facility QAPI committee for further 

review and recommendations.
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Based on a review of nurse staffing, state regulation, 

and staff interview, it was determined the facility 

failed to consistently provide minimum general 

nursing care hours to each resident daily.

Findings include:

A review of the facility's staffing levels revealed that 

on the following date the facility failed to provide 

minimum nurse staffing of 3.20 hours of general 

nursing care to each resident:

December 7, 2024 - 3.02 direct care nursing hours 

per resident.

The facility's general nursing hours were below 

minimum required levels on the date noted above.  

An interview with the Nursing Home Administrator 

on January 3, 2025, at approximately 11:30 AM 

confirmed the facility failed to consistently provide 

minimum general nursing care hours to each resident 

daily.

IF CONTINUATION SHEET Page 5 of 6WJUB11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

395582

(X3) DATE SURVEY

COMPLETED:

01/03/2025

NAME OF PROVIDER OR SUPPLIER: 

MOUNTAIN CITY NURSING & REHAB CTR

STATE LICENSE NUMBER:  085602

STREET ADDRESS, CITY, STATE, ZIP CODE:

403 HAZLE TOWNSHIP BOULEVARD

HAZLE TOWNSHIP, PA  18202

PRINTED: 3/28/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 5P 5640 5640P

IF CONTINUATION SHEET Page 6 of 6WJUB11State Form



MOUNTAIN CITY NURSING & REHAB CTR

STATE LICENSE NUMBER: 085602

SURVEY EXIT DATE: 01/03/2025

Certified End Page

THIS IS A CERTIFICATION PAGE

PLEASE DO NOT DETACH

THIS PAGE IS NOW PART OF THIS SURVEY

I Certify This Document to be a True and Correct Statement of Deficiencies and 
Approved Facility Plan of Correction for the Above-Identified Facility Survey

 1.00


